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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and / or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient's  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Val  iurrt 

(diazepam) 


2-mg,5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
1 carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients. avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage. 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia)  ; dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  is  adequate  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications:  Children  14  years  or  less, 
senile  patients:  history  or  symptoms  of  G.l  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy:  blood  dyscrasias: 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion. thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings  Age  weight,  dosage,  duration  of  ther- 
apy. existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal  reactions  The  disease  con- 
dition itself  is  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers  Drug  may  appear  in  cord 
blood  and  breast  milk  Serious,  even  fatal,  blood 
dyscrasias,  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions,  complete 
physical  examination  including  check  of  pa- 
tient's weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car.  etc 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions  This  is  a potent  drug:  its 
misuse  can  lead  to  serious  results  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l  bleeding  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens- Johnson  syndrome.  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation, hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia;  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98-146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 

GEIGY  Pharmaceuticals 
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Aspirin  Use  in  Patients  With  Major  Upper 
GI  Bleeding  and  Peptic  Ulcer  Disease  — 

M.  Levy  (Boston  Collaborative  Drug  Sur- 
veillance Program,  400  Totten  Pond  Rd, 
Waltham,  MA  02154).  New  Eng  J Med 
290:1158-1161  (May  23)  1974. 

Possible  relations  between  long-term  regu- 
lar use  of  aspirin-containing  drugs  and  hos- 
pital admissions  for  major  upper  gastro- 
intestinal bleeding  in  the  absence  of  pre- 
disposing conditions  and  newly  diagnosed 
peptic  ulcer  were  explored  in  a large  hospital 
survey.  For  patients  who  were  admitted 
with  major  bleeding  and  in  whom  there 
was  no  evidence  of  duodenal  ulcer,  there  was 
a statistically  significant  association  with 
aspirin  taken  regularly  for  four  or  more  days 
a week  (P<0.01).  A similar  association  was 
found  for  patients  admitted  with  newly  diag- 
nosed and  uncomplicated  benign  gastric  ulcer 
(P<0.05).  The  corresponding  estimated 
incidence  rates  of  hospital  admissions  for 
these  two  conditions  that  were  attributable 
to  this  level  of  aspirin  use  were  15  and 
10/100,000  users/year,  respectively. 
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Elective  Hepatic  Surgery  — W.  P.  Longmire, 
Jr.,  et  al  (UCLA  School  of  Medicine,  Los 
Angeles  90024).  Ann  Surg  179:712-721 
(May)  1974. 

Since  1955,  125  patients  were  seen  with 
malignant  or  benign  conditions  involving  the 
liver.  In  53  patients  with  eight  types  of 
benign  conditions  who  underwent  34  hepatic 
resections,  two  deaths  occurred  within  two 
months  of  operation.  The  operative  mortal- 
ity of  hepatic  resection  for  primary  malig- 
nant disease  has  been  higher.  Four  deaths 
occurred  within  two  months  after  34  resec- 
tions. Nine  of  the  patients  are  alive,  five 
for  more  than  four  years.  Metastatic  he- 
patic tumors  were  resected  in  11  patients. 
One  is  alive  16  months  after  resection,  and 
five  have  lived  for  more  than  one  year.  He- 
patic arterial  infusion  of  5-fluorouracil  has 
given  good  palliative  results  in  a group  of 
eight  patients  found  to  have  nonresectable 
tumors. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1*4  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  Norfolk 
Printing  Co.,  Inc.,  P.  O.  Box  278,  Norfolk,  Nebr.  68701. 
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American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

535  The  Central  Tower  Bldg.,  3rd  at  Market  St., 
San  Francisco,  California  94103 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Exec.  Dir. 

1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 
International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South,  New  York,  N.Y.  10010 
National  Rehabilitation  Association 
1522  “K”  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Robert  E.  Wise,  M.D.,  Pres. 

One  MONY  Plaza,  15th  Floor,  Syracuse, 

New  York  13202 

Rehabilitation  Services  Administration 

330  Independence  Ave.,  S.W.,  Washington, 

D.C.  20201 
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Keeping  things  in  balance...* 


Antivert /25  Tablets 

( 25  mg.  meclizine  HC1) 


'INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-Narional  Research  Council  and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective  Management  of  vertigo  associated  with  diseases  affecting 
the  vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 

CONTRAINDICATIONS.  Administration  of  Anti  vert  dunng  pregnancy  or  to 
women  who  may  become  pregnant  is  contraindicated  in  view  of  the  teratogenic 
effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  dunng  the  12-15  day  of  gestation 


has  produced  cleft  palate  in  the  offspnng  Limited  studies  using  doses  of  over  100 
mg.Ag./day  in  rabbits  and  10  mg/kg./day  in  pigs  and  monkeys  did  not  show  cleft 
palate  Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCI  is  contraindicated  in  individuals  who  have  shown  a previous 
hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug, 
patients  should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or 
operating  dangerous  machinery. 

Usage  in  Children . Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatnc  age  group 

Usage  m Pregnancy  See  "Contraindications. 

ADVERSE  REACTIONS  Drowsiness,  dry  HUUnlVa 

mouth  and,  on  rare  occasions,  blurred  vision  A dlvls,on  of  pfizer  Pharmaceut.cals 

have  been  reported  New  York.  New  York  10017 


Take  your  C.M.E. 
by  the  sea.,,, 

49  Continuing  Medical  Education  courses  at 
AMA’s  Annual  Convention,  June  14-18,  1975 
Atlantic  City,  New  Jersey 

Those  49  Category  1 Continuing  Medical  Education  courses  are  the 
largest  number  ever  offered  at  an  AMA  convention.  On  top  of  that, 
there’ll  be  Category  I symposia  and  medical  motion  pictures  on  a 
wide  variety  of  specialties. 

Also  featured  are  a number  of  special  interest  programs:  a two-day 
session  on  the  Medical  Aspects  of  Sports,  a series  of  special  courses 
on  clinical  pathology,  and  a joint  program  by  the  American  Veterinary 
Medical  Association  and  the  AMA  on  diseases  transmitted  to  man 
by  household  pets.  Physicians'  wives  and  families  will  be  offered 
interesting  programs  co-sponsored  by  the  AMA's  Council  on  Scien- 
tific Assembly  and  the  Woman's  Auxiliary  of  the  AMA. 

For  more  information,  write: 

Dept,  of  Circulation  & Records,  AMA* 

535  N.  Dearborn  St.,  Chicago,  IL  60610, 


When  the  patient  on  uricosuric 
therapy  requires  an  analgesic,  a new 
problem  arises.  Aspirin  in  the  usual 
analgesic  doses  inhibits  the  action  of 
pricosurics.1 2 

TYLENOL  (acetaminophen),  on 
i-he  other  hand,  causes  no  appreciable 
aricosuric  antagonism2  and  for 
his  reason  is  preferred  over  aspirin 
n the  gout  patient. 

This  is  only  one  of  several 
types  for  TYLENOL— that  is,  patients 
A/ho  should  avoid  aspirin.  Consider- 


ing all  of  them,  wouldn't  it  provide 
added  safety  (as  well  as  added 
convenience)  to  recommend 
TYLENOL  (acetaminophen)  routinely 
for  simple  analgesia? 

References:  1.  Martin.  E.W.,  et  al..  ed 
Hazards  of  Medication.  Philadelphia.  J B 
Lippincott  Co..  1971.  p.  511  2.  Seegmiller. 

J.E.:  Med.  Clin.  North  Amer.  45:1259-1272 
(Sept.)  1961. 

Precautions  and  Adverse  Reactions:  If  a rare 
sensitivity  reaction  occurs,  the  drug  should  be 
stopped.  TYLENOL  (acetaminophen)  has  rarely 
been  found  to  produce  any  side  effects. 


Supplied:  Tablets,  325  mg. 

For  Children: 

Elixir,  120  mg./5cc.  (alcohol  7%). 
Drops,  60  mg./0.6cc.  (alcohol  7%). 

Chewable  Tablets,  120  mg. 

Safer  than  aspirin, 
yet  just  as  effective  for  relief 
of  pain  and  fever 

lylenol 

(acetaminophen) 


McNETL)  McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 
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ORGANIZATIONS,  STATE 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Room  217,  Lincoln  68508 

American  Lung  Association  of  Nebraska 

Delmar  R.  Serafy.  Executive  Director 
406  W.O.W.  Building,  Omaha  68102 

American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 

The  Arthritis  Foundation,  Nebraska  Chapter 

Timothy  P.  Keyser,  Executive  Director 
904  South  75th  St.,  Omaha  68114 

United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 

Charles  F.  Lemr,  Executive  Director 
5002  Davenport,  Omaha  68132 

Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 

Cystic  Fibrosis  Foundation,  Nebraska  Chapter 

Mark  Dorcey.  Executive  Director 

8401  West  Dodge  Road,  Suite  17,  Omaha  68114 

Teri  Zimmerman,  Associate  Director 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman.  Director 
1047  South  Street.  Lincoln  68502 

Multiple  Sclerosis  Society,  Lincoln  Chapter 

Mrs.  Harold  R.  Stoehr.  Executive  Secretary 
Lincoln  Center  Bldg.,  Room  317,  Lincoln  68508 

Muscular  Dystrophy  Association  of  America 

Ken  Kontor,  District  Director 
1906  No.  90th  Street,  Omaha  68114 

National  Foundation,  Inc.  (March  of  Dimes) 

Robin  B.  Fraser,  1620  “M”  St..  Lincoln  68508 

National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  WOW  Bldg.,  1319  Farnam  St.,  Omaha  68102 

Nebraska  Academy  of  Ophthalmology 

Kazimirs  Stivrins,  M.D.,  President 
3145  *0”  St.,  Box  81009,  Lincoln  68501 

Nebraska  Academy  of  Otolaryngology 

Ray  O.  Gillies,  Jr..  M.D..  Secretary 
631  Medical  Arts  Bldg..  Omaha  68102 

Nebraska  Association  of  Pathologists 

Donald  A.  Dynek.  M.D..  Sec’y-Treas. 

5440  South  St..  Suite  1300,  Lincoln  68506 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

William  A.  DeRoin,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Pediatrics 

K.  J.  Fijan.  M.D.,  State  Chairman 
630  North  Cotner,  Lincoln  68505 
Charles  G.  Erickson.  M.D.,  Sec’y-Treas. 

4701  Normal  Blvd.,  Lincoln  68506 

Nebraska  Chapter  — American  College  of  Radiology 

Robert  E.  Bodmer,  M.D..  Secretary -Treasurer 
622  The  Doctors  Bldg..  Omaha  68131 

Nebraska  Chapter  — American  College  of  Surgeons 

Herbert  E.  Reese.  M.D..  Secretary-Treasurer 
5440  South  St.,  Lincoln  68506 

Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St..  Omaha  68132 

Nebraska  Dental  Association 

D.  W.  Edwards.  D.D.S..  Secretary 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc.  — Omaha  Chapter 

Mrs.  Bessie  M.  White 

921  Dorcas,  Room  221.  Omaha  68108 

Nebraska  Dietetic  Association 

Mrs.  Ella  Higgins,  President 

3407  Lakeview  Drive,  Kearney  68847 

Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier,  Executive  Vice  President 
Overland  Wolf  Centre.  Suite  210, 

6910  Pacific,  Omaha  68106 

Nebraska  Easter  Seal  Society 

12177  Pacific  St.,  Omaha  68154 

Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 

Nebraska  Heart  Association 

Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  Street,  Omaha  68131 


Nebraska  Hospital  Association 

Stuart  Mount.  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 

Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 

NEBRASKA  MASTER  POISON  INFORMATION  CENTER 

Children's  Memorial  Hospital 

502  South  44th  Avenue,  Omaha  68105 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Secretary 

1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Secretary 

1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Nurses  Association 

Darlene  Cording.  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 

Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson,  Executive  Director 
3100  "O”  Street,  Suite  5,  Lincoln  68510 

Nebraska  Orthopaedic  Society 

David  N.  Kettleson.  M.D.,  Secretary 
521  The  Doctors  Bldg.,  Omaha  68131 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Bulding.  Lincoln  68508 

Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr.,  M.D..  Director 
602  South  45th  St.,  Omaha  68106 

Nebraska  Public  Health  Association 

Mr.  Dan  Worthing,  President 
Omaha-Douglas  County  Health  Department 
1201  South  42nd  St.,  Omaha  68105 

Nebraska  Region  — American  College  of  Physicians 

John  D.  Hartigan.  M.D.,  Governor  for  Nebraska 
527  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln  68508 

Nebraska  Rehabilitation  Services  Division 

Garry  D.  Cartwright.  Asst.  Commissioner-Director 

Dept,  of  Education 

233  South  10th  Street,  Lincoln  68508 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 

1512  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Society  for  Internal  Medicine 

Dan  A.  Nye,  M.D..  President 

17  West  31st  St.,  P.O.  Box  K,  Kearney  68847 

Nebraska  Society  for  Medical  Technologists 

Walt  Buckner,  III.  President 
5419  Crown  Point  Ave.,  Omaha  68104 

Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention 
of  Blindness,  Inc.,  120  South  42nd  St..  Lincoln  68510 

Nebraska  Society  of  Anesthesiologists 
John  L.  Gordon.  M.D..  President 
10730  Pacific  St.,  Suite  234,  Omaha  68114 

Nebraska  Society  of  Radiologic  Technologists 

John  E.  Sonnenfield,  R.T.,  President 
611  South  84th  St.,  Omaha  68114 

Nebraska-South  Dakota,  District  Branch  of  the 
American  Psychiatric  Association 

Merrill  T.  Eaton.  Jr..  M.D.,  President 
602  South  45th  St..  Omaha  68106 

Nebraska  State  Department  of  Health 

Henry  Smith.  M.D..  Director 

Lincoln  Building.  1003  “O’’  Street.  Lincoln  68508 

Nebraska  State  Obstetric  and  Gynecology  Society 

Dennis  D.  Beavers.  M.D.,  Secretary -Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Wilma  R.  Rabb.  President 

1515  South  126th  St.,  Omaha  68144 

Mrs.  Gwen  Hurlburt.  Corresponding  Secretary 

4808  No.  47th  St.,  Omaha  68104 

Nebraska  Urological  Association 

C.  Thomas  Frank,  M.D..  Secretary  -Treasurer 
44th  and  Farnam,  Omaha  68131 

Nebraska  Veterinary  Medical  Association 

Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 

Omaha  Midwest  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
University  of  Nebraska  Medical  Center 
Robert  D.  Sparks.  M.D.,  Chancellor 
42nd  and  Dewey  Avenue.  Omaha  68105 
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adjunctive 

HELPS  TO  REMOVE: 

• Necrotic  Tissue 

therapy 

and  Associated  Odor 

HELPS  PREPARE 

for  wound 
debridement 

WOUND  FOR. 

• Granulation/Healing 

• Granulation/Grafting 

CLEANSE  WOUND 

Thoroughly  cleanse  and 
irrigate  wound  area  with 
sodium  chloride  or  water 
solutions.  Wound  MUST 
be  cleansed  of 
antiseptics  or  heavy- 
metal  antibacterials. 


THOROUGHLY  MOISTEN 

Thoroughly  moisten 
wound  area  either 
through  tubbing, 
showering,  or  wet  soaks 
(e.g.,  sodium  chloride  or 
water  solutions). 


APPLY  ENZYME 

Apply  a layer  of  TRAVASE 
Ointment.  Assure  intimate 
contact  with  necrotic 
tissue  and  complete 
wound  coverage. 


APPLY  MOIST  DRESSING 

Apply  loose  moist 
dressings  (most 
important  with  dry 
leathery  eschar). 


CHANGE  DRESSINGS 

When  changing  dressing, 
gently  wipe  away  the 
dissolved  material. 

Repeat  the  procedure, 
including  application  of 
TRAVASE  Ointment, 

3 to  4 times  per  day  for 
best  results. 


A*' 


Travase  Ointment 

brand  of  Sutilains 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Deerfield,  Illinois  60015 


Please  see  next  page  for  prescribing  information. 


brand  of  Sutilains 


ulcers 


TERRY  V.  CARLE.  M.D.,  CLINICAL  INSTRUCTOR.  DEPT  OF  PHYS.  MED  & REHAB  , 
CRAIG  REHABILITATION  HOSPITAL.  UNIVERSITY  OF  COLORADO 


After  nine  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


burns 


DALE  B.  DUBIN.  M.D..  DIPLOMATE, 

AMERICAN  BOARD  OF  PLASTIC  SURGERY.  TAMPA.  FLORIDA 


Before  treatment . . . 


48  hours  following  treatment  with  TRAVASE 
Ointment  on  right  hand;  left  hand  is  control. 


Travase”  Ointment 

(brand  of  Sutilains) 

Indications:  For  wound  debridement,  TRA- 
VASE Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following 
lesions: 

Second  and  third  degree  burns, 

Decubitus  ulcers, 

Incisional,  traumatic,  and 
pyogenic  wounds, 

Ulcers  secondary  to  peripheral 
vascular  disease. 

Contraindications:  Application  of  TRAVASE 
Ointment  is  contraindicated  in  the  following 
conditions: 

Wounds  communicating  with  major  body 
cavities, 

Wounds  containing  exposed  major  nerves 
or  nervous  tissue, 

Fungating  neoplastic  ulcers. 

Wounds  in  women  of  child-bearing 

potential — because  of  lack  of  laboratory 
evidence  of  effects  of  TRAVASE  upon 
the  developing  fetus. 


Warning:  Do  not  permit  TRAVASE  Ointment 
to  come  into  contact  with  the  eyes.  If  con- 
tact is  made,  immediately  rinse  with  copious 
amounts  of  water,  preferably  sterile. 

Precautions:  A moist  environment  is  essen- 
tial to  optimal  activity  of  the  enzyme.  En- 
zyme activity  may  also  be  impaired  by  cer- 
tain agents  (see  package  insert).  Although 
there  have  been  no  reports  of  systemic 
allergic  reaction  in  humans,  studies  have 
shown  that  there  may  be  an  antibody  re- 
sponse in  humans  to  absorbed  enzyme 
material. 

Adverse  Reactions:  Consist  of  mild,  tran- 
sient pain,  paresthesias,  bleeding  and  tran- 
sient dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  anal- 
gesics. Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally 
have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result 
of  the  application  of  TRAVASE  Ointment, 
therapy  should  be  discontinued.  No  systemic 
toxicity  has  been  observed  as  a result  of  the 
topical  application  of  TRAVASE  Ointment. 


DOSAGE  AND  ADMINISTRATION:  STRICT 

ADHERENCE  TO  THE  FOLLOWING  IS  RE- 
QUIRED FOR  EFFECTIVE  RESULTS  OF 

TREATMENT: 

1.  Thoroughly  cleanse  and  irrigate  wound 
area  with  sodium  chloride  or  water 
solutions.  Wound  MUST  be  cleansed  of 
antiseptics  or  heavy-metal  antibacterials 
which  may  denature  enzyme  or  alter 
substrate  characteristics  (e  g., 
hexachlorophene,  silver  nitrate, 
benzalkonium  chloride,  nitrofurazone, 
etc.). 

2.  Thoroughly  moisten  wound  area  either 
through  tubbing,  showering,  or  wet  soaks 
(e.g.  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer 
assuring  intimate  contact  with  necrotic 
tissue  and  complete  wound  coverage 
extending  'A  to  V2  inch  beyond  the  area 
to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per 
day  for  best  results. 

FLINT  LABORATORIES 

DIVISION  Of  TRAVENOL  LABORATORIES.  INC 

Deerfield.  Illinois  60015 


Interaction  Between  Doxycycline  and  Bar- 
biturates — P.  J.  Neuvonen  (Univ  of  Hel- 
sinki, Dept  Clinical  Pharmacology,  Hel- 
sinki) and  0.  Penttila.  Br  Med  J 1:535- 
536  (March  23)  1974. 

Interaction  between  barbiturates  and  the 
bacteriostatic  antibiotic  doxycycline  hydro- 
chloride was  investigated.  In  a crossover 
study  in  five  hospitalized  patients  the  half- 
life  of  intravenously  given  doxycycline  was 
shortened  from  15.3  ± 1.3  hours  to  11.1 
± 1.1  hours  by  ten-day  treatment  with 
phenobarbitone,  50  mg  three  times  daily. 
Similarly,  the  half-life  of  doxycycline  in  five 
patients  receiving  continuous  barbiturate 
therapy  was  7.7  ± 1.0  hours.  To  avoid  thera- 
peuctically  inadequate  plasma  concentrations 
of  doxycycline,  the  barbiturates  or  other 
agents  inducing  drug  metabolism  should  not 
be  used  with  ordinary  doses  of  doxycycline. 
Serum  determinations  of  doxycycline  are 
stressed. 


Colon  Cancer  and  Blood  Cholesterol  — G. 

Rose  et  al  (Epidemiology  Dept,  St.  Mary’s 
Hosp  Medical  School,  London).  Lancet  1: 
181-183  (Feb  9)  1974. 

Internationally  there  is  a correlation  be- 
tween the  mortalities  for  colon  cancer  and 
coronary  heart  disease.  Data  from  six 
prospective  studies  of  coronary  heart  disease 
in  men  have  been  pooled,  yielding  90  cases 
of  colon  cancer.  The  initial  levels  of  blood 
cholesterol  in  these  men  were  found  to  be 
lower  than  the  expected  values,  the  medi- 
an deviation  being  — 0.26  standard  devia- 
tion units.  This  tendency  was  not  shared  by 
cases  of  other  alimentary  carcinomas. 


Radiation-Induced  Head  and  Neck  Tumors — 

B.  Modan  et  al  (Chaim  Sheba  Medical  Cen- 
ter, Tel  Hashomer,  Israel).  Lancet  1:277- 
279  (Feb  23)  1974. 

About  11,000  children  irradiated  for  ring- 
worm of  the  scalp  and  two  matched  control 
groups  were  retrospectively  followed  up  for 
12  to  23  years.  The  irradiated  group  had  a 
significantly  higher  risk  of  both  malignant 
and  benign  head  and  neck  tumors,  espe- 
cially those  in  the  brain,  the  parotid  gland, 
and  the  thyroid. 


The  Plain  Phone 


When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states!  That  includes  No.  4,  which 
provides  a full  grain  of  codeine  for  more  intense, 


acute  pain. 


* The  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia. 


Wellcome 


rroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


£ CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg)  gr  1 

No.  3 codeine  phosphate* 
(32.4  mg]gr  Vi 

Each  tablet  also  contains  aspirin 
gr  31/2,  phenacetin  gr  2Y2, 
caffeine  gr  VL 

' Warning-may  be  habit-forming. 
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REPRINTS 


OF  YOUR 


Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envefopes  - Office  Forms 
Quality  Printing  at  the  Right  Prite 
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Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Om-aha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela,  Lincoln.  Counties : 
Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart.  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  James 

G.  Carlson,  Verdigre.  Counties: 
Knox,  Cedar,  Dixon,  Dakota, 
Antelope.  Pierce,  Thurston,  Mad- 
ison, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

M.  Sorensen,  Fremont.  Counties: 
Burt,  Washington.  Dodge.  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

G.  Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

H.  Nelson,  Crete.  Counties:  Sa- 
line, Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  A. 

Dean  Gilg,  Bassett.  Counties : 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 

R.  Walker,  Kearney.  Counties: 
Hall,  Custer,  Valley,  Greeley, 
Sherman.  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine,  Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Fred  J. 

Rutt,  Hastings.  Counties : Gos- 

per, Phelps,  Adams,  Furnas,  Har- 
lan, Webster.  Kearney,  Red  Wil- 
low, Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Berl 
W.  Spencer,  Ogallala.  Counties : 
Lincoln,  Perkins,  Keith.  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Calvin 
M.  Oba,  Scottsbluff.  Counties: 
Scotts  Bluff.  Banner.  Box  Butte, 
Morrill,  Kimball,  Cheyene,  Sioux. 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Cass 

Cheyenne-Kimball -Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha  Medical 

Otoe 

Perkins-Chase 

Phelps 

Platte-Loup  Valley 

Saline 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska, 

S.E.  Nebraska 

S.W.  Nebraska 

Washington -Burt 

York -Polk 


Leo  F.  Weiler.  Hastings Earl  J.  Dean,  Hastings 

R.  E.  Kopp,  Plainview  D.  F.  Johnson,  Jr.,  Osmond 

Charles  L.  Sweet,  Albion 

Raymond  H.  Olson,  Alliance F.  P.  Sucgang.  Alliance 

Gerald  L.  Morris,  Kearney William  H.  Northwall,  Kearney 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Clinton  B.  Dorwart,  Sidney Clinton  B.  Dorwart,  Sidney 

Thomas  R.  Tibbels,  West  Point L.  L.  Ericson,  West  Point 

M.  L.  Chaloupka,  Broken  Bow Loren  H.  Jacobsen,  Broken  Bow 

John  H.  Worthman.  Cozad Rodney  A.  Sitorius,  Cozad 

Duane  W.  Krause,  Fremont W.  B.  Eaton.  Fremont 

Henry  J.  Billerbeck.  Randolph.-Charles  G.  Muffley,  Pender 

Morris  D.  Mathews.  St.  Paul Richard  M.  Fruehling,  St.  Paul 

Patrick  C.  Gillespie,  Beatrice — Klemens  E.  Gustafson,  Beatrice 

Richard  F.  Demay,  Gr.  Island — Gordon  D.  Francis,  Gr.  Island 

Houtz  G.  Steenburg.  Aurora Richard  O.  Forsman.  Aurora 

Robert  W.  Waters,  O’Neill Don  D.  Bailey,  O’Neill 

R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch,  Sr.,  St.  Paul 

Gordon  O.  Johnson.  Fairbury — R.  A.  Blatny,  Fairbury 

Douglas  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

W.  F.  Nye,  Lincoln Dwight  L.  Snyder,  Lincoln 

Bruce  F.  Claussen,  No.  Platte Leland  F.  Lamberty,  No.  Platte 

R.  E.  Klaas,  Norfolk F.  Martin,  Norfolk 

D.  E.  Metcalf.  Gordon B.  A.  Owen,  Gordon 

Maurice  M.  Steinberg.  Omaha..  Donald  J.  Pavelka.  Omaha 

C.  R.  Williams.  Syracuse Gary  L.  Rademacher.  Nebr.  City 

L.  C.  Potts,  Grant __  Paul  Bottom,  Grant 

Frank  A.  Brewster,  II.  Holdrege.Rex  J.  Kelly.  Holdrege 

Herbert  D.  Kuper.  Columbus A.  H.  Liebentritt,  Columbus 

Jerry  A.  Adler,  Crete Clarence  Zimmer,  Friend 

E.  J.  Hinrichs.  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

J.  C.  Baumgartner,  Scottsbluff __ Jerome  A.  Fuhrman,  Gering 

Roger  A.  Jacobs,  Seward R.  W.  Herpolsheimer.  Seward 

Vincent  S.  Lynn,  Geneva Chas.  F.  Ashby,  Geneva 

Paul  M.  Scott.  Auburn Theo.  C.  Kiekhaefer.  Falls  City 

G A.  Harris.  Cambridge John  L.  Batty,  McCook 

Clifford  M.  Hadley,  Lyons H.  Neal  Sievers,  Blafr 

James  D.  Bell.  York B.  N.  Greenberg,  York 


16-A 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
I edema;  edema  resistant  to  other  diuretic  ther- 
l apy.  Also,  mild  to  moderate  hypertension, 
j Contraindications:  Pre-existing  elevated  serum 
I potassium.  Hypersensitivity  to  either  com- 
I ponent.  Continued  use  in  progressive  renal  or 
I hepatic  dysfunction  or  developing  hyperkalemia. 

I Warnings:  Do  not  use  dietary  potassium  supple- 
< ments  or  potassium  salts  unless  hypokalemia 
| develops  or  dietary  potassium  intake  is  markedly 
I impaired.  Enteric-coated  potassium  salts  may 
I cause  small  bowel  stenosis  with  or  without 
I ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 
I been  reported  in  4%  of  patients  under  60  years. 

I in  12%  of  patients  over  60  years,  and  in  less 
I than  8%  of  patients  overall.  Rarely,  cases  have 
I been  associated  with  cardiac  irregularities. 

I Accordingly,  check  serum  potassium  during 
i therapy,  particularly  in  patients  with  suspected 
| or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
S diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
j comitantly  with  ‘Dyazide’,  check  serum  potas- 
I sium  frequently  —both  can  cause  potassium  re- 
| tention  and  sometimes  hyperkalemia.  Two 
I deaths  have  been  reported  in  patients  on  such 
I combined  therapy  (in  one.  recommended  dosage 
I was  exceeded;  in  the  other,  serum  electrolytes 
I were  not  properly  monitored).  Observe  patients 
I on  ‘Dyazide’  regularly  for  possible  blood  dys- 
I crasias.  liver  damage  or  other  idiosyncratic 
( reactions.  Blood  dyscrasias  have  been  reported 
[ in  patients  receiving  Dyrenium  (triamterene, 

I SK&F).  Rarely,  leukopenia,  thrombocytopenia, 

I agranulocytosis,  and  aplastic  anemia  have  been 
I reported  with  the  thiazides.  Watch  for  signs  of 
I impending  coma  in  acutely  ill  cirrhotics.  Thia- 
| zides  are  reported  to  cross  the  placental  barrier 
[ and  appear  in  breast  milk.  This  may  result  in 
I fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
I cytopenia.  altered  carbohydrate  metabolism 
I and  possibly  other  adverse  reactions  that  have 
I occurred  in  the  adult.  When  used  during 
j pregnancy  or  in  women  who  might  bear 
| children,  weigh  potential  benefits  against 
[ possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
[ BUN  determinations.  Do  periodic  hematologic 
[ studies  in  cirrhotics  with  splenomegaly.  Anti- 
I hypertensive  effects  may  be  enhanced  in  post- 
I sympathectomy  patients.  The  following  may 
l occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
[ with  possible  metabolic  acidosis,  hypergly- 
I cemia  and  glycosuria  (diabetic  insulin  require- 
I ments  may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
I effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth:  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 


KEEPTHE  HYPERTENSIVE 
PATIENT  ON  THERAPY 
KEEP  THERAPY  SIMPLE  WITH 


DMZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium'  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Just  ‘Dyazide’  once  daily  or  twice  daily 
No  inconvenient  potassium  supplements 
Nor  special  K+  rich  diets  needed  as  a rule 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  ( 1 ) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’.  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


SK&f  CO. 

Carolina,  RR.  00630 
Subsidiary  of 
SmithKline  Corporation 


TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POIASSIUM  LEVELS  UP 


STAGE  1 


STAGE  2 


STAGE  3 


STAGE  4 


HOURS  # 1 • ^ 

begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


••• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Averager, me Required  confirmed  by  clinical  studies  in  four 

16  Subjects* 2 3'’  <4 5  studies  ge0graphically  separated 

research  laboratories25 

14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HC1)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HC1) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
nfrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
oeen  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HC1),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 


sleep 

Using  a 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity' to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(.e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only'  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly'  and  debilitated,  initial  dosage  should  be 
mited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy'.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably'  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ness. talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion. anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT.  SGPT.  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions. 
eg.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


REFERENCES:  1 . Kales  A.  el  al:  Arch  Gen  Psychiatry  23:226-232.  Sep  1970 

2 Karacan  I.  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association.  Washington  DC.  May  3-7,  1971 

3.  Erost  JD  Jr:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc,  Nutlev  NJ 

5.  Dement  WC:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc.  Nutley  NJ 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


When  diarrhea  has  his  number... 


Lomotil  puts  him  back  in  the  game. 


Physicians  and  patients  both 
want  prompt  control  of  the 
symptoms  of  diarrhea.  A rapid, 
uncontrolled  loss  of  fluids  and 
electrolytes  can  cause  a medical 
crisis,  particularly  in  children,  and 
in  patients  who  are  seriously  ill, 
or  in  people  who  are  badly 
undernourished. 

Lomotil  usually  stops  diarrhea 
promptly.  This  rapid  action  halts 
the  emergency  aspect  of  diarrhea 

® 

Each  tablet  and  each  5 ml.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 

TABLETS/LIQUID 

Usually  stops  diarrhea  promptly. 


and  is  comforting  and  reassuring 
to  the  patient.  Electrolyte  and  fluid 
losses  can  be  corrected  while  the 
specific  cause  of  the  diarrhea  is 
being  determined.  If  an  infective 
agent  is  the  cause,  appropriate 
antibiotic  therapy  should  be  given 
along  with  Lomotil. 

Lomotil  has  few  side  effects, 
and  those  that  do  occur  are 
generally  mild. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur ; treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  carelul  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
ol  an  initial  response  to  Nalline ® (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN  THIS  MEDICA. 
TION  SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN 


Indications  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea 

Contraindications  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage  Do 
not  exceed  recommended  dosages  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recdmmended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  Is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years.  4 ml.  (2  mg.)  t.i  d ; 5 to  8 years,  4 
ml  (2  mg  ) q i d ; 8 to  12  years.  4 ml.  (2  mg.)  5 
times  daily:  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q i d or  two  regular  teaspoonfuls 
(10  ml.,  5 mg  ) q i d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled 

Overdosage  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and.  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  lorms  Tablets,  2 5 mg.  of  diphenoxylate 
HCI  with  0 025  mg  of  atropine  sulfate.  Liquid,  2 5 
mg  of  diphenoxylate  HCI  and  0 025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  1/2  ml  (total  capacity.  2 ml.)  accom- 
panies each  2-oz  bottle  of  Lomotil  liquid. 
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Propranolol  vs  Saphenous  Vein  Graft  By- 
pass for  Impending  Infarction  (Preinfarc- 
tion Syndrome)  — A.  M.  Master  (Mount 
Sinai  School  of  Medicine,  New  York  10029) 
and  H.  L.  Jaffe.  Am  Heart  J 87 :321-326 
(March)  1974. 

The  prognosis  in  impending  infarction  is 
good  on  a medical  regime  of  bed  rest  and 
sedation.  In  a series  of  18  patients  treated 
with  propranolol,  the  results  were  even  bet- 
ter; there  were  no  deaths  or  transmural  in- 
farction. Surgical  intervention  is  not  indi- 
cated in  impending  infarction  and  should 
be  considered  an  experimental  procedure  at 
this  time. 


Assessment  of  Minimal  Head  Injuries:  Indi- 
cations for  In-Hospital  Care  — R.  K. 

Jones  (Lankenau  Medical  Bldg,  City-Line 
and  Lancaster  Ave,  Philadelphia  19151). 
Surg  Neurol  2 :101-104  (March)  1974. 

A retrospective  study  of  over  3,500  mini- 
mally head-injured  patients  revealed  that 
1%,  one  year  later,  continued  to  have  symp- 
tomatology, developed  serious  neurologic 
complications,  or  died,  although  initially  dis- 
charged from  a hospital  emergency  room  as 
not  in  need  of  further  evaluation  or  treat- 
ment. The  presence  of  a normal  neurological 
examination  in  head-injured  patients  is  a 
reliable  parameter  in  forecasting  a favorable 
future  outcome. 


Sleep  Epilepsy:  Pattern  and  Prognosis  — 

F.  B.  Gibberd  (Westminster  Hosp,  Lon- 
don) and  M.  C.  Bateson.  Br  Med  J 2: 
403-405  (May  25)  1974. 

In  a series  of  645  patients  with  epilepsy, 
only  38  had  exclusively  sleep  attacks.  A fur- 
ther 111  had  both  waking  and  sleep  attacks. 
The  number  of  patients  whose  epilepsy  start- 
ed with  sleep  attacks  and  later  became  wak- 
ing attacks  increased  with  each  successive 
year.  The  prognosis  of  sleep  epilepsy  is 
important  in  relation  to  the  granting  of 
driving  licenses. 
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THE  VOICE  OF  AUTHORITY 

You  only  die  once,  and  nobody  nearly  dies, 
but  a lady  once  told  me  that  she  had  been 
in  the  hospital  and  nearly  died;  and  she 
said  that  while  she  was  half-conscious  or 
half-unconscious,  she  heard  her  doctor  speak. 
And  while  he  didn’t  know  she  could  hear 
him,  she  did,  and  the  one  thing  she  remem- 
bered was  that  his  voice  was  strong  and  had 
a note  of  confidence  and  authority. 

This  gave  her  confidence  of  her  own,  and 
even  courage,  and  the  will  to  live,  she  said. 
Only  one  of  her  five  senses  was  working, 
and  hearing  her  doctor’s  voice  was  a very 
good  thing.  She  thinks  it  pulled  her 
through. 

It  is  something  to  remember.  We  used 
to  wear  beards  for  the  same  purpose.  When 
we  talk  to  the  patient,  let  us  speak  with 
an  air  of  confidence  and  even  authority. 
Confidence  is  contagious,  it  transfers  from 
doctor  to  patient,  in  the  way  that  the  pa- 
tient’s fears  are  carried  on  the  physician’s 
shoulders. 

When  the  doctor  sounds  unsure,  the  pa- 
tient worries.  When  the  doctor  speaks  with 
confidence,  the  patient  will  feel  better,  and 
relax,  and  even  get  well. 

F.C. 

ON  BEING  BORN 

Coming  into  this  world  may  be  no  easier 
than  leaving  it.  It  is  the  greatest  giving- 
up-of-security  act  one  can  ever  know,  and 
it  is  involuntary.  The  baby  is  cold,  strange- 
ly surrounded,  delivered  into  a seemingly 
hostile  atmosphere,  and  crying  to  tell  who- 
ever will  listen  that  it  is  hurting. 

But  see  the  picture.  A capped  and 
gowned  and  masked  doctor  is  holding  the 
newly  born  infant  upside  down,  by  the  feet, 
while  he  slaps  the  defenseless  child  on  what 
a few  seconds  ago  was  the  bottom. 

Holding  a baby  by  the  feet  does  not  seem 
good  for  the  feet.  Keeping  the  child  up- 


side down  may  be  harmful  to  the  brain, 
and  to  the  heart  and  lungs.  And  holding  a 
baby  by  its  slippery  feet,  with  wet  rubber 
gloves,  may  be  asking  for  trouble:  it  is  a 
good  way  to  drop  babies. 

The  slap  is  an  insult  to  the  baby  and  to 
the  doctor’s  intelligence.  Does  hurting  the 
child  make  it  breathe?  If  so,  a pinch  will 
do  as  much.  And  where  else  in  medicine  do 
we  treat  patients  by  hurting  them? 

If  we  still  hold  babies  upside  down  by 
the  feet  and  slap  them,  we  should  consider 
stopping.  We  don’t  slap  the  mother,  and 
the  child  didn’t  ask  to  be  born.  I wonder 
how  often  the  slap  does  real  harm.  Any- 
way, I don’t  think  we  should  hit  our  pa- 
tients; the  little  ones  might  even  sue  us, 
when  they  get  big  enough  to  hit  us  back. 

F.C. 


CAN  A GET-WELL  CARD  GET 
YOU  WELL? 

We  show  kindness  to  sick  friends  in  ways 
that  mark  our  culture.  It  is  like  putting 
flowers  on  graves;  it  is  nonspecific  and  it 
does  not  really  help.  But  you  are  doing 
something,  and  that  is  good,  and  it  is  good 
for  you,  too.  Visitors  used  to  bring  food 
to  the  hospitalized  alter  ego,  and  would  even 
curl  up  on  the  floor  overnight.  Today  it  is 
the  cheery  visit,  books,  magazines,  candy, 
flowers,  and  the  get-well  card. 

I like  the  get-well  card.  It  means  some- 
one cares.  A lot  of  them  mean  a lot  of  people 
care.  They  are  colorful,  and  they  brighten 
your  room.  They  make  pleasant  reading,  and 
you  can  even  recite  the  jingles  to  others. 

I think  get-well  cards  give  you  a glow; 
they  warm  the  cockles  of  your  heart,  as  we 
used  to  say.  Digitalis  and  surgery  aside, 
the  hospitalized  patient  wants  something 
else,  and  if  the  get-well  card  makes  him  feel 
better,  it  may  help  him  get  better.  It  can’t 
hurt. 

F.C. 
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IS  MY  MEDICINE  STILL  GOOD? 

When  a symptom  recurs  for  which  an 
expensive  antibiotic  was  bought,  the  pa- 
tient may  well  wonder  if  the  left-over  cap- 
sules are  still  good.  Is  the  ointment  pur- 
chased in  January  for  chapped  hands  all 
right  to  use  when  November  comes  with  its 
own  bout  of  hand  chapping?  How  long  is 
a cough  medicine  good?  Is  whatever  you 
purchased  months  ago  to  put  on  your  lips 
all  right  to  use  today? 

Do  medicines  get  old;  do  they  have  a life- 
time of  their  own,  or  a half-lifetime?  And 
then,  what  happens  to  them  as  they  stay  in 
your  medicine  cabinet  for  months?  Do  they 
become  less  potent,  or  can  they  be  harm- 
ful? 

The  date  on  which  the  prescription  was 
made  up  appears  on  the  bottle.  I think  it 
would  be  a good  idea  to  add  another  date, 
with  the  words:  Do  not  use  after  this  date. 

It  would  accomplish  many  things.  The 
patient  would  have  a feeling  of  confidence 
when  his  symptoms  came  round  again ; he 
would  be  spared  the  expense  and  time  and 
effort  involved  in  renewing  the  prescription ; 
he  would  avoid  using  a medicine  he  should 
not  use;  and  his  medicine  cabinet  would  not 
be  cluttered  with  outdated  medications. 

F.C. 


WHO  READS  X-RAYS? 

An  orthopedic  consultant  will  properly  in- 
clude his  interpretation  of  the  patient’s  x- 
rays  in  his  report;  and  the  radiologist  comes 
along  and  dictates  his  analysis  of  the  x-ray 
picture,  and  one  can  only  wonder  why  two 
doctors  are  doing  the  same  thing. 

If  they  agree,  there  may  be  a waste  of 
talent,  effort,  and  expense.  But  what  if 
they  see  differently?  The  orthopedist  may 
rightfully  claim  that  interpreting  x-rays  is 
part  of  his  training  and  practice,  and  that  if 
he  did  not  look  at  the  pictures,  he  would  be 
negligent  and  his  examination  would  be 
incomplete.  The  radiologist  can  with  equal 
truth  say  that  this  is  his  very  own  specialty, 
and  there  is  no  denying  him. 


But  if  the  two  do  not  look  at  the  x-rays 
at  the  same  time,  think  of  the  poor  patient. 

And  if  I do  not  take  sides  in  this  issue, 
I must  say  that  the  first  one  to  read  x-rays 
was  a radiologist,  name  of  Roentgen. 

F.C. 


PEOPLE  WE  KNOW 

1 do  not  mean  to  suggest  that  left-handed 
people  are  different,  but  laterality  has  long 
interested  me,  and  I began  this  collection 
with  lefthanders.  Then  I thought  of  the 
colorblind,  the  deaf,  the  bedridden,  the  died- 
young  and  the  died-old,  and  as  they  say, 
things  like  that. 

Anyway,  I have  gone  to  a great  deal  of 
work  to  make  this  list,  and  a lot  of  fun, 
and  I thought  you  might  want  to  see  it. 
Would  you  like  to  know  who  had  epilepsy, 
or  what  famous  people  would  eat  no  meat? 
Read  on. 

Lefthanders:  Benjamin  Franklin,  Presi- 
dent Gerald  Ford,  Jack  the  Ripper,  Pablo 
Picasso,  Babe  Ruth,  the  Boston  Strangler, 
Hideki  Tojo,  President  Truman,  the  Devil, 
and  President  James  Garfield. 

Vegetarians:  John  Snow,  Leo  Tolstoy. 

It  is  believed  that  Peter  the  Great,  St. 
Paul,  Napoleon,  Moses,  Caesar,  Mohammed, 
and  Alexander  were  epileptics. 

Blind:  Milton. 

Diabetics : Sarah  Bernhardt,  Thomas  Edi- 
son, H.  G.  Wells,  Clemenceau,  and  LaGuardia. 

Deaf : Beethoven,  Edison. 

Taft  was  obese,  and  FDR  had  polio. 

These  presidents  never  went  to  college: 
Washington,  Truman,  Van  Buren,  Cleveland, 
Taylor,  Andrew  Johnson,  Fillmore,  and  Lin- 
coln. 

There  are  others.  Einstein  would  not  wear 
stockings,  I seem  to  remember;  he  didn’t 
read  his  mail,  either.  Steinmetz  and  Tou- 
louse-Lautrec had  obvious  physical  handi- 
caps; was  RLS  tuberculous?  And  think  of 
Helen  Keller. 
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Kafka  may  have  been  neurotic,  and  what 
of  Utrillo,  and  van  Gogh?  But  I am  think- 
ing of  other  things,  like  diabetes,  and  deaf- 
ness, and  who  didn’t  go  to  college.  Have 
fun. 

F.C. 


MEDITATIONS  OF  AN  EDITOR 

There  are  at  least  a dozen  kinds  of  punc- 
tuation marks.  Some  are  used  sparingly; 
commas  are  not  used  enough.  I do  not 
understand  why  most  writers  omit  the  final 
comma  in  separating  a series  of  words  or 
phrases. 

But  there  are  others  I can  do  without.  I 
see  no  need  for  the  apostrophe  at  any  time. 
It  is  not  required  in  cant  or  dont  or  wont; 
their  meaning  is  plain  enough,  and  it  is 
only  a useless  nicety  that  makes  the  writer 
go  back  and  put  in  something  that  the  reader 
does  not  need.  It  is  particularly  offensive 
in  forming  the  possessive,  where  we  get 
into  all  sorts  of  trouble,  as  in  James’  book 
or  Jesus’s  words. 

When  we  write  of  Graves’  disease  or 
Moots’  index  or  Conn’s  syndrome,  or  Coombs’ 
test,  we  may  not  be  sure  where  to  put  the 
apostrophe,  or  even  how  to  spell  the  doc- 
tor’s name.  How  much  simpler  it  is  to 
write  Graves  disease  and  Conn  syndrome. 

The  exclamation  point  died  long  ago  and 
should  never  have  been  born,  and  that  is 
the  end  of  that.  If  your  writing  is  not 
forceful  enough,  no  amount  of  exclamation 
points  will  better  it. 

Parentheses  are  almost  never  needed ; the 
words  are  more  simply  separated  by  com- 
mas. Dashes  and  hyphens  are  things  that 
have  driven  editors  to  laughter  or  to  drink. 
And  I remember  that  Hearn  was  called 
semicolon  because  he  was,  and  rightly,  a 
stickler  for  that  beauty. 

Put  the  comma  back,  take  out  the  apostro- 
phe, learn  where  the  semicolon  goes,  and 
abolish  the  exclamation  point. 

F.C. 


Combined  Positive  and  Negative  Pressure 
Ventilation  in  Management  of  Severe  Res- 
piratory Distress  Syndrome  in  Newborn 
Infants  — D.  W.  Roloff  et  al  (E.  W.  Outer- 
bridge,  Montreal  Children’s  Hosp,  Mon- 
treal). Biol  Neonate  22:325-337  (No.  5- 
6)  1973. 

Eleven  newborn  infants  with  severe  res- 
piratory distress  syndrome  were  artificially 
ventilated  with  an  intermittent  positive  pres- 
sure respirator  while  a continuous  negative 
pressure  of  — 4 to  —8  cm  H20  was  main- 
tained about  the  chest,  thereby  achieving 
the  equivalent  positive  pressure  ventilation. 
Although  only  two  infants  ultimately  sur- 
vived, arterial  oxygen  tension  was  improved 
in  all  patients,  with  a mean  rise  of  69.8  ± 
17.3  mm  Hg.  Simultaneously,  the  alveolar- 
arterial  oxygen  difference  fell  by  a mean 
of  63.7  ± 18.4  mm  Hg,  even  though  the 
infants  had  not  improved  on  preceding  trials 
of  both  intermittent  negative  and  intermit- 
tent positive  pressure  ventilation  alone. 


Significance  of  Fever  in  Acute  Myocardial 
Infarction:  Reappraisal  — T.  C.  Gibson 
(Medical  Center  Hosp  of  Vermont,  Bur- 
lington 05401).  Am  Heart  J 87:439-444 
(April)  1974. 

A reappraisal  of  the  significance  of  fever 
in  acute  myocardial  infarction  was  under- 
taken in  the  controlled  environment  of  a 
coronary  care  unit.  With  the  use  of  stand- 
ardized criteria,  334  patients  were  given  a 
diagnosis  of  acute  myocardial  infarction. 
The  seven-day  point  prevalence  for  fever 
was  65.3%,  with  a maximal  incidence  of 
72%  on  the  second  day.  No  significant 
correlation  could  be  found  between  maximal 
temperature  levels,  degree  of  enzyme  eleva- 
tion, and  leukocyte  count.  A policy  of  mak- 
ing cultures  from  those  patients  with  fever 
identified  infection  in  63  (18.9%)  with  a 
high  correlation  in  this  group  with  heart 
failure,  atelectasis,  and  the  use  of  urinary 
and  central  venous  pressure  catheters.  High 
fever  or  fever  beyond  the  fourth  day  of 
illness  was  most  likely  caused  by  respiratory 
or  urinary  tract  infection,  frequently  related 
to  Gram-negative  organisms. 
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Primary  Invasive  Adenocarcinoma 
Of  the  Vermiform  Appendix 


PRIMARY  adenocarcinoma  of 
the  appendix  is  an  uncommon 
neoplasm  first  described  by 
Berger  in  1882.2  Sierachi  and  Tesluk  pre- 
sented 8 cases  of  their  own  and  reviewed 
reports  of  42  other  cases  of  invasive  adeno- 
carcinoma of  the  appendix  in  1956. 17  In 
1972  Hopkins  et  al 13  reported  7 cases  and 
reviewed  165  reported  cases.  By  1974,  166 
cases  had  been  reported. 

This  review  follows  the  finding  of  invasive 
adenocarcinoma  of  the  appendix  in  two  in- 
cidental appendectomies  performed  four 
weeks  apart  at  the  Immanuel  Medical  Center 
in  Omaha,  Nebraska.  A review  of  the  Path- 
ology Department  records  there  revealed  no 
previous  diagnosis  of  this  lesion. 

Case  Reports 

Case  1.  A 77-year-old  retired  physi- 
cian was  admitted  to  the  hospital  for 
study  because  of  increasing  flatulent 
dyspepsia,  acute  attacks  of  epigastric 
pain,  and  weight  loss  of  a year’s  dura- 
tion. He  was  using  Orinase  for  con- 
trol of  diabetes  mellitus,  had  a long 
history  of  arterial  hypertension,  and 
suffered  from  Bell’s  palsy.  Upper  and 
lower  gastrointestinal  x-rays  were  in- 
terpreted as  being  within  normal  limits. 
Oral  cholecystograms  revealed  good 
concentration  of  the  dye  in  the  gall 
bladder  with  multiple  stones  visible. 

A cholecystectomy  was  performed  on 
December  16,  1971,  at  which  time  inci- 
dental appendectomy  was  performed. 
A constriction  of  the  appendix  about 
0.5  cm  from  the  tip  was  noted,  and  the 
portion  distal  to  this  was  firm.  A pre- 
vious perforation  at  that  point  was  sus- 
pected. Pathologically,  the  resected 
specimens  revealed  chronic  cholecys- 
titis with  cholelithiasis  and  invasive 
adenocarcinoma  of  the  vermiform  ap- 
pendix. The  patient  died  suddenly  of 
a suspected  pulmonary  embolism  on  his 
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sixth  postoperative  day.  Autopsy  was 
not  performed. 

Case  2.  A 72-year-oid  spinster  was 
admitted  to  the  Immanuel  Medical  Cen- 
ter with  severe  pain  in  her  epigastrium 
and  general  malaise.  Anorexia  result- 
ing in  a 20  pound  weight  loss  over  the 
past  6 weeks  was  of  additional  concern. 
X-ray  studies  revealed  a nonreducible 
sliding  type  hiatus  hernia,  a nonfunc- 
tioning gallbladder,  and  a reasonably 
normal  appearing  colon.  She  was  placed 
on  a medical  regimen,  but  no  improve- 
ment in  her  symptoms  followed.  On 
January  11,  1972,  cholecystectomy  and 
incidental  appendectomy  was  performed. 
At  this  time  the  distal  two  thirds  of  the 
appendix  was  noted  to  be  firm  and  non- 
pliable,  with  an  attached  veil  of  thin 
adhesions  suggesting  the  possibility  of 
a previous  episode  of  acute  appendicitis. 

Pathologically,  chronic  cholecystitis 
with  stones  was  found,  with  a primary 
mucus-secreting  adenocarcinoma  of  the 
appendix  involving  its  mesentery. 

The  patient  was  advised  to  have  a 
right  hemicolectomy  and  this  was  done 
February  4,  1972.  The  liver  contained 
no  visible  or  palpable  metastatic  carci- 
noma, and  no  residual  tumor  or  lymph 
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node  metastases  were  identified  grossly 
or  microscopically. 

Classification 

Carcinomas  of  the  appendix  are  classified 
into  three  histologic  types:  carcinoid,  mu- 
cocele, and  adenocarcinoma.  The  latter  type, 
formerly  known  as  the  colonic  type,  is  by 
far  the  rarest  and  carries  the  worst  prog- 
nosis. 

Incidence 

In  an  effort  to  determine  the  crude  in- 
cidence of  adenocarcinoma  of  the  vermiform 
appendix  at  the  Immanuel  Medical  Center, 
the  number  of  surgically  removed  appen- 
dices for  a twenty  year  period,  1951  through 
1971,  was  reviewed  and  found  to  total  4,627. 
The  percentage  of  adenocarcinomas  in  that 
series  is  0.043.  Collins  reported  an  overall 
incidence  of  0.08%  in  71,000  specimens  ex- 
amined.6 Warren  and  Warren  reported  two 
cases  of  adenocarcinoma  in  6,797  appendec- 
tomies;18 Frauenthal  and  Grausman  report 
one  in  1,390  appendectomies;9  and  Sieracki 
and  Tesluk  found  7 cases  in  14,173  consecu- 
tive appendectomies.17  Wright-Smith  found 
one  case  of  adenocarcinoma  in  5,000  con- 
secutive autopsies.19  Hopkins  reported  7 
cases  of  primary  adenocarcinoma  in  6,578 
appendectomy  specimens.13  These  figures 
place  the  incidence  of  adenocarcinoma  of 
the  vermiform  appendix  at  about  0.07  per 
cent. 

Age 

The  reported  cases  have  ranged  in  age 
from  17  to  84  years,  with  the  median  age 
being  over  60  years.15 

Sex 

Adenocarcinoma  of  the  vermiform  appen- 
dix is  slightly  more  common  in  men.3' 17  This 
might  be  a significant  fact,  as  more  appen- 
dectomies are  performed  in  women. 

Pathology 

Adenocarcinomas  of  the  appendix  may 
occur  at  the  base  or  tip  of  the  appendix. 
The  lesions  are  polypoid,  ulcerative,  or  in- 
filtrative, and  microscopically  they  resemble 
adenocarcinoma  of  the  colon. 

Diagnosis 

In  no  case  has  the  diagnosis  been  made 


preoperatively,  although  in  one  instance  the 
diagnosis  was  entertained  as  a possibility.8 
Hesketh11  noted  that  44  percent  of  the  cases 
of  adenocarcinoma  of  the  appendix  present- 
ed as  acute  appendicitis,  14  percent  as  ap- 
pendiceal abscesses,  11  percent  as  chronic 
appendicitis,  11  percent  as  terminal  with 
widespread  metastases,  and  that  14  percent 
were  found  with  incidental  appendectomies. 

Modes  of  Spread 

Adenocarcinomas  of  the  vermiform  ap- 
pendix spread  by  local  invasion,  through 
the  blood  stream,  and  via  the  lymphatics. 
Regional  nodes  are  frequently  involved,  liver 
metastases  are  common,  and  direct  invasion 
of  adjacent  structures  such  as  the  ureter 
has  been  recorded  a number  of  times.  Peri- 
toneal implants  are  frequent  and  felt  to 
be  related  to  rupture  of  the  appendix. 

Treatment 

The  depth  of  the  penetration  of  the  adeno- 
carcinoma of  the  appendix  is  an  important 
consideration.  The  anatomy  of  the  appendix 
is  such  that  submucosal  infiltration  can  be 
considered  subserosal  penetration  because 
of  the  deficient  muscular  layers  and  free 
communications  of  the  lymphatics  of  the  va- 
rious coats.10 

Almost  any  node  of  the  entire  upper  or 
lower  ileocolic  chain  may  be  a primary  drain- 
age site  of  the  appendix.  This  includes 
nodes  of  the  anterior  surface  of  the  third 
part  of  the  duodenum  or  those  above  the 
ileocolic  artery.1- 14 

Hilsabeck12  and  Fleming7  believe  simple 
appendectomy  is  adequate  for  those  adeno- 
carcinomas of  the  appendix  confined  to  the 
mucosa.  Hesketh11  challenges  this  as  being 
inadequate  and  reports  that  only  4 of  19 
patients  treated  by  appendectomy  alone  were 
alive  at  the  end  of  five  years,  whereas  19  of 
31  patients  who  underwent  right  hemicolec- 
tomy were  alive  and  well  in  5 years.  Calla- 
ghan and  Del  Beccaro5  recommend  a second 
look  operation  in  six  months  for  the  lesions 
confined  to  the  mucosa  and  treated  by  ap- 
pendectomy only. 

Adenocarcinomas  of  the  vermiform  ap- 
pendix demonstrating  invasion  through  the 
mucosal  layer  should  be  treated  by  right 
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hemicolectomy  initially  or  secondarily  with- 
in a couple  of  weeks  of  the  appendectomy. 
Pack  and  Grill16  recommended  bilateral 
ovariectomy  at  the  time  of  the  right  hemi- 
colectomy because  of  frequent  metastases  to 
the  ovaries. 

Summary 

The  appendix  is  becoming  a vestigial  or- 
gan in  man,  and  it  is  now  generally  ac- 
cepted that  routine  appendectomy  is  not  fol- 
lowed by  an  increased  cancer  risk.4  The 
appendix  is  important  only  for  its  maladies 
— acute  appendicitis  and  tumors.  Incident- 
al appendectomy  is,  therefore,  recommend- 
ed whenever  feasible  and  safe.  If  the  appen- 
dix appears  abnormal,  frozen  section  should 
be  considered.  In  any  case,  every  surgically 
removed  appendix  should  be  examined  his- 
tologically. Adenocarcinoma  of  the  appen- 
dix has  a poor  prognosis  unless  discov- 
ered early.  Adequate  treatment  consists  of 
primary  or  secondary  right  hemicolectomy. 
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Trousseau  s Phenomenon,  Sign,  or  ? 


HAVING  been  asked  by  the  Chair- 
man of  the  Department  of  Sur- 
gery to  find  the  original  article 
on  Trousseau’s  phenomen  or  the  migratory 
phlebitis  associated  with  visceral  cancer,  I 
decided  to  get  a good  definition  first.  So 
I consulted  the  24th  edition  of  Dorland’s 
Illustrated  Medical  Dictionary.  Much  to  my 
surprise,  Trousseau’s  phenomenon  was  de- 
fined as  “spasmodic  contractions  of  muscles 
provoked  by  pressure  upon  the  nerves  which 
go  to  them;  seen  in  tetany,  etc.”  Now  this  is 
what  I had  learned  as  Trousseau’s  sign,  not 
phenomenon. 

Wishing  to  quickly  clear  up  this  confusion, 
I referred  to  the  22nd  edition  of  Stedman’s 
Medical  Dictionary  and  could  find  no  men- 
tion of  Trousseau’s  phenomenon  and  did 
find  Trousseau’s  sign  defined  as  “in  latent 
tetany,  typical  attitude  of  the  hand  that  is 
assumed  when  the  upper  arm  is  compressed, 
as  by  a tourniquet,  or  blood  pressure  arm- 
let.”  Well,  at  least  I had  remembered  Trous- 
seau’s test  correctly  (or  so  I thought).  Look- 
ing farther  in  Stedman’s,  I found  Trous- 
seau’s syndrome  defined  as  “(1)  Hodgkin’s 
disease;  (2)  Gastric  vertigo;  (3)  Thrombo- 
phlebitis migrans  associated  with  visceral 
cancer.”  Well,  at  least  I had  found  that 
Trousseau  was  associated  with  the  phlebitis 
of  visceral  cancer,  but  it  was  now  called 
syndrome. 

Not  quite  satisfied,  I next  looked  at  the 
1972  edition  of  Encyclopedia  and  Dictionary 
of  Medicine  and  Nursing  to  find  no  mention 
of  Trousseau’s  phenomenon  but  under  Trous- 
seau’s sign  I found  “(1)  Spontaneous  periph- 
eral venous  thrombosis,  suggestive  of  vis- 
ceral carcinoma,  especially  carcinoma  of  the 
pancreas;  (2)  A sign  for  tetany  in  which 
carpal  spasm  can  be  elicited  by  compressing 
the  upper  arm  and  causing  ischemia  to  the 
nerves  distally.”  Now  I was  really  con- 
fused for  what  I thought  was  originally 
Trousseau’s  phenomenon  was  referred  to 
equally  as  Trouseau’s  syndrome  and  Trous- 
seau’s sign. 

Wishing  to  clear  up  this  matter,  I quickly 
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referred  to  the  1972  3rd  edition  of  the  Goidd 
Medical  Dictionary  to  find,  much  to  my  de- 
spair, “Trousseau’s  sign  or  phenomenon 
(1)  A sign  for  tetany  in  which  carpal  spasm 
can  be  elicited  by  compressing  the  upper 
arm;  (2)  Tache  cerebrale  (a  red  streak, 
sometimes  associated  with  petechiae,  pro- 
duced by  drawing  a fingernail  over  the  skin, 
due  to  increased  vasomotor  irritability,  oc- 
curring in  certain  neurologic  disorders,  es- 
pecially in  connection  with  meningeal  irrita- 
tion.” There  was  no  mention  of  phlebitis  or 
cancer. 

Bewildered,  I reached  for  solace  in  the 
mother  tongue,  the  British  Medical  Diction- 
ary. My  solace  was  short  lived  for  Trous- 
seau’s phenomenon  was  defined  as  “a  sign 
of  latent  tetany;  spasm  of  the  hand  and 
wrist  with  adduction  of  the  thumb,  bunching 
of  the  fingers,  and  flexion  of  the  wrist,  pro- 
duced by  compression  of  the  forearm  in  sub- 
jects having  under-neuromuscular  excit- 
ability as  a result  of  deficiency  of  ionized 
calcium.”  Under  Trousseau’s  sign  was 
“(1)  Trousseau’s  phenomenon;  (2)  Tache 
cerebrale.”  I was  back  to  where  I started, 
but  not  entirely  dismayed,  I decided  to  refer 
to  some  basic  textbooks. 

The  first  obvious  choice  was  Pathology  by 
Stanley  Robbins  (3rd  edition,  1967).  Going 
to  the  index  I could  find  only  Trousseau’s 
phenomenon  and  not  sign,  but  when  I looked 
to  the  reference  pages  (156  and  979)  only 
Trousseau’s  sign  was  mentioned,  not  Trous- 
seau’s phenomenon,  and  was  discussed  under 
the  general  subject  of  “an  obscure  relation- 
ship between  malignancy  and  peripheral  ve- 
nous thrombosis.”  Doubt  now  began  to  take 
over.  Had  I just  not  remembered  correctly 
what  I had  learned  in  my  pathology  course? 

As  it  was  a surgeon  who  assigned  me  the 
original  task,  the  next  obvious  move  was  to 
go  to  Principles  of  Surgery  by  Schwartz 
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(1969).  There  I found  Trousseau’s  sign 
mentioned  under  primary  aldosteronism  (p. 
867)  and  hypoparathyroidism  (p.  1315, 

1358)  and  defined  as  the  carpopedal  spasm 
induced  by  occlusion  of  arm  circulation  and 
due  to  hypocalcemia  seen  in  both  disease 
states.  There  is  no  mention  of  Trousseau 
in  the  discussion  on  pancreatic  carcinoma 
and  only  a passing  mention  of  thrombosis 
associated  with  cancer  in  the  chapter  on  ve- 
nous disorders.  Harrison’s  Principles  of 
Internal  Medicine  (6th  edition,  1970)  only 
mentions  Trousseau’s  sign  and  only  in  the 
context  of  the  above,  that  is,  hypocalcemia. 

My  last  recourse  was  the  text  Peripheral 
Vascular  Disease  edited  by  Fairbairn  et  al 
(4th  edition,  1972)  which  provided  an  ex- 
cellent discussion  on  recurrent  thrombo- 
phlebitis of  either  superficial  or  deep  veins 
or  both  as  an  early  clinical  sign  of  visceral 


carcinoma,  especially  of  the  body  or  tail 
of  the  pancreas  or  of  the  lung,  but  also  of 
the  ovary,  prostate,  stomach,  or  colon. 
Metastatic  lesions  have  usually  developed 
by  the  time  thrombosis  occurs.  The  throm- 
bosis may  be  due  to  a hypercoagulable  state 
but  anticoagulant  therapy  has  been  ineffec- 
tive and  this  fact  may  be  the  first  clue  to  the 
eventual  diagnosis. 

There  was  no  mention  of  Trousseau  in  the' 
last  text  and  perhaps  that  is  best.  No  one 
will  deny  that  the  medical  profession  is  an 
ego  trip,  but  the  trip  has  been  carried  too 
far  when  we  insist  on  having  every  test, 
sign,  or  phenomenon  named  after  its  or- 
iginal describer.  Trousseau’s  phenomenon 
(syndrome,  sign?)  is  but  one  small  example 
of  the  confusion  this  practice  of  eponyms  has 
caused.  I feel  a return  to  basic  clinical  de- 
scriptions is  in  order. 


Primary  Dissecting  Aneurysm 
Of  the  Coronary  Artery 


THE  literature  regarding  primary 
dissecting  aneurysm  of  the 
coronary  artery  is  sparse  and 
it  is  believed  that  this  is  only  the  25th  case 
to  be  reported  in  English  literature. 

This  is  a 26-year-old  white  female  who  was 
first  seen  for  the  present  illness  on  March 
10,  1972  with  a chief  complaint  of  feeling 
weak,  tired,  some  syncope,  and  pain  in  the 
anterior  chest  which  did  radiate  to  the  left 
shoulder  and  arm.  She  stated  that  she  felt 
fine  on  this  morning  when  she  woke  up. 
She  did  say  that  she  had  “flu”  last  week  but 
she  was  feeling  somewhat  better  when  she 
got  to  the  office.  Her  blood  pressure  at  that 
time  was  116/78  in  the  left  arm  and  110/70 
in  the  right  arm.  Electrocardiogram  taken 
at  the  office  was  not  particularly  remark- 
able. Further  physical  examination  at  that 
time  was  all  within  normal  limits  except  for 
the  fact  that  she  had  some  slight  epigastric 
tenderness.  Because  of  the  character  of  the 
pain,  it  was  felt  obligatory  to  investigate 
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further  and  she  was  admitted  to  the  hospital 
for  further  evaluation.  However,  she  de- 
ferred admission  to  the  hospital  until  3-12-72. 
At  the  time  of  admission,  she  stated  that  she 
was  feeling  fine  and  was  no  longer  having 
the  pain  that  she  had  had  two  days  prior  to 
that.  Routine  electrocardiogram  on  admis- 
sion on  3-12-72  again  was  within  normal  lim- 
its. CPK,  LDH,  and  SGOT  were  also  nor- 
mal. On  the  following  day,  she  had  no  pain 
but  showed  classical  lateral  and  inferior 
changes  of  myocardial  infarction.  She  was 
then  treated  for  myocardial  infarction.  Her 
enzyme  levels  then  did  begin  to  rise.  The 
LDH  reached  a maximum  of  618  units  on 
March  14,  1972.  The  SGOT  and  CPK  were 
not  of  any  particular  value  because  they 
probably  had  gone  down  prior  to  the  time 
she  was  admitted  to  the  hospital  in  the  48- 


8 


Nebraska  M.  J. 


hour  period  in  which  she  procrastinated. 
She  was  then  kept  on  bedrest,  coronary  vaso- 
dilators and  anticoagulants,  and  routine 
treatment  for  a myocardial  infarction.  She 
was  kept  in  the  hospital  until  March  26,  1972. 
At  that  time  she  was  discharged  from  the 

I hospital  with  a diagnosis  of  postmyocardial 
infarction.  She  was  discharged  on  antico- 
agulants, also  on  a mild  tranquilizer,  coro- 
nary vasodilators,  and  aspirin,  Gr.  V,  t.i.d. 
The  plan  at  the  time  of  discharge  was  to 
refer  her  for  coronary  arteriography  at  a 
proper  interval  of  time  in  the  postinfarction 
period.  The  patient  did  extremely  well  dur- 
ing the  four  week  postinfarction  period,  and 
was  then  referred  for  coronary  arteriog- 
raphy. She  was  admitted  to  the  University 
Hospital  on  April  10,  1972  and  underwent 
coronary  arteriography  on  April  11,  1972. 
The  following  is  the  report  of  the  arteriog- 
raphy: 

Left  ventriculogram  — The  conclusion 
was  severe  apical  dyskinesia  secondary 
to  previous  myocardial  infarction,  eti- 
ology undetermined.  On  the  coronary 
arteriogram  conclusion  was  dissection 
around  the  proximal  portion  of  the  an- 
terior descending  coronary  artery,  spe- 
cific etiology  not  determined.  The  pos- 
sibility of  an  intimal  dysplasia  or  in- 
creased fragility  must  be  considered. 
Repeat  examination  with  injection  into 
the  right  coronary  artery  is  recommend- 


Figure  1.  A preinjection  cine  frame  with  the  patient  in 
left  anterior  oblique.  No  contrast  is  seen  in  the  coronary 
circulation. 


ed  for  further  evaluation  after  the  pa- 
tient’s clinical  condition  has  stabilized  to 
allow  this. 

Further,  there  is  a note  that  there  is  evi- 
dence of  high  proximal  dissection  around 
the  distribution  of  the  proximal  anterior  de- 
scending coronary  artery  to  the  level  of  the 
first  muscular  branch.  Total  occlusion  did 
not  occur.  However,  the  patient  sustained 
acute  anterior  chest  pain  and  localized  evi- 
dence of  acute  ischemia  in  the  distributions 
of  Leads  V-2  and  V-3  and  for  this  reason, 
subsequent  coronary  injections  were  de- 
ferred. The  etiology  of  this  dissection  with 
no  instrumentation  of  the  coronary  artery 
by  wire  or  other  firm  device  strongly  raises 
the  possibility  of  intimal  dysplasia.  The  pos- 
sibility of  this  episode  being  quite  similar 
to  the  clinical  event  that  occurred  in  early 
March  is  considered  to  be  a distinct  possi- 
bility. 

The  patient  was  then  transferred  to  Inten- 
sive Care  at  the  University  Hospital  and 
further  treated  medically  for  a recurrent 
myocardial  infarction,  the  etiology  of  the  in- 
farction being  primary  dissection  of  the 
coronary  artery.  Please  refer  to  photo- 
graphs of  the  coronary  arteriograms  alluded 
to  above. 

She  was  seen  in  August,  1972,  when  she 
was  doing  extremely  well.  She  was  seen  three 
times  in  1973,  when  she  showed  progressive 
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Figure  2.  Cine  frame  at  the  beginning  of  the  injection 
demonstrating  that  the  coronary  artery  fills  in  normal 
fashion. 
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improvement.  She  is  taking  Isordil  10  mg. 
q.i.d.,  Lanoxin  0.25  mg.  daily  and  Aspirin, 
5 grain,  t.i.d.  She  has  experienced  no  chest 
pain  since  leaving  University  Hospital.  She 
now  walks  three  blocks  twice  a day  and  her 
pulse  is  only  68-74  per  minute  at  the  end 
of  her  walk.  Gradual  increase  in  her  activ- 
ities is  being  planned  and  further  therapy 
will  be  dependent  upon  her  response  to  pro- 
gressive increases  in  her  exercise  tolerance 
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ADDENDUM 

This  patient  underwent  approximately 
80%  submaximal  stress  test  on  1-19-74  with 
excellent  response  and  is  now  on  unlimited 
activity  except  for  competitive  athletics. 
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Figure  3.  Three  seconds  after  the  beginning  of  the 
injection,  notice  the  dense  perivascular  cuffing  of  contrast 
material  high  in  the  distribution  of  the  anterior  descend- 
ing coronary  artery.  This  dissection  also  involves  a por- 
tion of  the  main  left  coronary  artery  near  its  bifurcation. 


L 


Figure  4.  10  seconds  after  the  injection  with  no  ad- 

ditional contrast  material  being  added  at  this  time,  note 
the  dense  periarterial  contrast  accumulation  and  the  very 
poor  runoff  in  the  distribution  of  the  anterior  descend- 
ing and  a lateral  muscular  branch  of  the  left  coronary 
artery. 
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Laparoscopy  in  Family  Practice 


LAPAROSCOPY  has  rapidly  been 
gaining  popularity  because  it 
provides  a rapid  technique  for 
intrabdominal  examination  and  certain 
operative  procedures  which  are  associated 
with  less  morbidity  than  laparotomy  or 
watchful  waiting. 

Laparoscopy  is  more  valuable  with  his- 
tosalpingography  in  assessing  tubal  patency 
in  infertility  work  ups  because  the  tubes 
are  directly  visualized.  Direct  visualization 
may  also  allow  the  surgeon  to  decide  if 
tuboplasty  is  possible,  thereby  avoiding 
laparotomy  in  obviously  hopeless  cases.12 

Assessment  of  acute  and  chronic  pelvic 
pain  or  pelvic  masses  via  the  laparoscope 
avoids  many  laparotomies  in  cases  of  endo- 
metriosis, pelvic  inflammatory  disease,  or 
ovarian  cysts  with  or  without  bleeding.  Con- 
versely in  cases  of  suspected  unruptured  ec- 
topic pregnancy  laparoscopy  will  facilitate 
early  operation  if  found  or  early  dismissal 
if  not  present.3  Sterilization  procedures  via 
the  laparoscope  are  popular  because  of  de- 
creased morbidity,  short  hospital  stay  and 
lower  hospital  cost.  Nearly  all  patients  are 
back  on  full  duty  by  the  third  postoperative 
day  and  many  by  the  second.  Carson  re- 
ports a failure  rate  of  0.2%  in  4,922  sterili- 
zation cases  from  seven  centers.1 

The  purpose  of  this  paper  is  to  report  154 
cases  of  laparoscopy  done  in  Nemaha  County 
Hospital  (44  beds)  and  Johnson  County  Hos- 
pital (28  beds)  by  family  physicians.  The 
AMCI  laparoscopic  equipment  is  shared  by 
family  physicians  of  four  communities.  The 
authors  were  instructed  in  the  technique  at 
a course  sponsored  by  the  University  of  Ne- 
braska College  of  Medicine  Ob-Gyn  depart- 
ment. The  first  four  cases  done  at  the  au- 
thors’ home  hospitals  were  done  with  the 
assistance  of  the  University  instructors. 

Technique 

Our  patients  are  usually  admitted  on  their 
operative  morning  having  been  NPO  since 
bedtime,  have  an  IV  started,  and  pre-op- 
erative medication  of  atropine  and  Vistaril 
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given.  No  bowel  or  perineal  preps  are  done, 
but  at  the  Nemaha  County  Hospital  the  blad- 
der is  catheterized  in  the  operating  room, 
and  a cardiac  monitor  is  attached.  With  the 
patient  under  general  anesthesia  with  assist- 
ed ventilation  via  an  endotracheal  tube,  a 
dull  curette  or  dilator  is  placed  in  the  uterus 
and  taped  to  a cervical  tenaculum.  Towel 
clips  are  used  to  elevate  the  skin  on  either 
side  of  the  umbilicus  and  a 1 cm  incision 
is  made  in  the  inferior  margin  of  the  umbili- 
cus. A Verres  needle  is  placed  into  the  peri- 
toneal cavity  and  checked  for  position  with 
saline.  Carbon  dioxide  gas  via  a Wisap  ap- 
paratus is  insufflated  at  less  than  one  liter 
per  minute  and  at  not  more  than  12  mm  of 
mercury  pressure.  Two  and  one  half  liters 
are  used  initially  and  additional  gas  added 
as  needed.  The  scope  cannula  is  placed 
through  the  umbilical  incision,  and  the  ab- 
domen examined.  An  insulated  operative 
cannula  is  placed  in  the  lower  midline  of  the 
abdomen,  and  a probe  inserted  to  facilitate 
the  examination  of  the  pelvic  organs  and 
displacement  of  the  bowel.  When  steriliza- 
tion is  performed,  the  tube  is  traced  to  the 
fimbria  for  identification,  then  grasped  in 
its  isthmic  portion  and  coagulated  with  cut- 
ting current,  being  careful  to  have  the  in- 
sulated portion  of  coagulating  forceps  distal 
to  the  tip  of  the  cannula.  Care  is  also  given 
to  avoid  bowel  and  bladder  during  coagula- 
tion. The  tube  is  then  released  and  grasped 
a short  distance  distally,  the  coagulation  re- 
peated, and  a segment  excised  from  the 
coagulated  area.  If  the  segment  does  not 
come  away  easily,  it  is  manipulated  to  divide 
the  tube.  After  the  cannulae  are  removed 
and  the  remaining  C02  expressed,  the  wounds 
are  closed  with  absorbable  suture.  The  usual 
sterilization  procedure  takes  20-25  minutes. 
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The  patient  is  dismissed  that  evening  and 
seen  for  followup  in  two  weeks. 

Results 

This  series  includes  154  laparoscopies  per- 
formed from  June  1,  1972  to  March  31,  1974. 
Three  cases  were  unsuccessful.  In  one,  pneu- 
moperitoneum could  not  be  established  be- 
cause of  obesity.  Two  other  cases  were 
found  to  have  extensive  pelvic  adhesions, 
making  tubal  coagulation  hazardous  and 
therefore  sterilization  was  done  via  lapa- 
rotomy. 

Fifteen  diagnostic  cases  were  performed. 
Two  were  performed  for  infertility,  with  one 
being  normal  and  one  showing  tubal  obstruc- 
tion by  pelvic  adhesions.  Thirteen  cases 
were  done  for  pelvic  mass  or  pain.  Five 
were  found  to  have  active  pelvic  inflamma- 
tory disease,  two  had  endometriosis,  three 
had  hemorrhagic  ovarian  cysts,  one  had 
multiple  uterine  fibroids  with  pelvic  adhe- 
sions, and  two  were  normal  by  examination. 

One  hundred  thirty  - nine  laparoscopies 
were  performed  for  sterilization.  To  date, 
no  pregnancies  have  occurred.  All  of  our 
complications  were  from  the  sterilization 
group.  The  first  complication  was  perfora- 
tion of  a distended  stomach  with  the  Verres 
needle,  as  reported  by  Reynolds4  and  Edger- 
ton.5  The  stomach  was  deflated,  the  opera- 
tion completed  and  a nasogastric  tube  left 
in  place  for  36  hours,  with  no  subsequent 
problem.  One  patient  developed  a tear  into 
the  broad  ligament  with  bleeding  which 
could  not  be  controlled  with  coagulation, 
necessitating  laparotomy  with  ligation  of 
the  bleeding  point.  One  patient  returned  ten 
days  postoperative  with  pelvic  pain  and  left 


adnexal  mass.  At  laparotomy,  the  surgeon 
found  the  omentum  adherent  to  the  left  tubal 
cautery  site.  The  area  was  sterile  by  cul- 
ture, and  the  bowel  had  not  been  injured. 
The  omentum  was  excised,  and  the  patient 
made  an  uneventful  recovery.  Two  pa- 
tients had  significant  adhesions  from  previ- 
ous abdominal  operations.  In  one,  the  scope 
could  be  passed  down  either  side  of  a midline 
adhesion  and  diagnostic  laparoscopy  accom- 
plished. The  other  required  electrical  lysis 
of  a transverse  curtain  of  adhesions  from  an 
old  right  lower  quadrant  scar.  Once  the  ad- 
hesions were  lysed,  the  adnexa  could  be 
visualized  and  the  operation  was  performed. 

We  have  not  encountered  injury  to  bowel, 
bladder,  or  abdominal  wall ; fever,  infection, 
or  serious  arrhythmias. 

Conclusions 

We  believe  laparoscopy  is  a useful  proce- 
dure for  rural  as  well  as  urban  patients  and 
that  interested  family  physicians  with  proper 
training,  ability  to  enter  the  abdomen  in 
emergencies,  and  ready  gynecological  con- 
sultation and  assistance  can  become  adept 
laparoscopists.  We  are  aware  of  the  possi- 
bilities of  complications  and  advise  all  pa- 
tients of  these  preoperatively. 
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Nebraska's  Prenatal  Diagnostic  Program* 


Beginning  with  the  July  1972 

passage  of  the  Birth  Defects 
Prevention  Program,  under  the 
direction  of  the  Nebraska  Department  of 
Health,  a formal  in  utero  detection  project 
for  Down’s  syndrome  was  initiated  as  a 
part  of  the  overall  program.  Under  the 
project,  pregnant  women  over  the  age  of 
35  may  request,  through  their  physician, 
that  they  be  tested  for  the  presence  or  ab- 
sence of  Down’s  syndrome  (mongolism)  in 
their  unborn  fetuses  at  an  early  stage  of 
gestation.  Down’s  syndrome,  which  oc- 
curs in  approximately  1 in  600  births,  is 
the  most  common  single  type  of  mental  re- 
tardation. 

The  rationale  for  offering  this  service  to 
the  over-35  age  group  is  that,  after  this  age 
in  the  female,  the  risk  of  having  a child  with 
Down’s  syndrome  increases  significantly. 
In  a recent  study  of  97,000  births,  approxi- 
mately half  the  Down’s  syndrome  children 
occurred  in  women  who  had  conceived  after 
the  age  of  35.  In  the  state  of  Nebraska,  if 
this  statistic  were  to  apply,  this  would  mean 
that  approximately  18  of  the  36  cases  of 
mongolism  which  would  statistically  occur 
in  Nebraska  would  occur  in  women  of  this 
age  group. 

The  prenatal  diagnosis  of  mongolism,  as 
well  as  the  approximately  sixty  other  gen- 
etic conditions  which  can  be  detected  in  utero 
at  this  time,  involves  amniocentesis  at  an 
early  stage  of  pregnancy.  The  procedure 
requires  the  withdrawing  of  a small  amount 
(10-20  ml)  of  amniotic  fluid  from  the  uterus 
of  the  expectant  mother  at  12  to  18  weeks 
of  pregnancy.  Pooled  data,  representing  the 
results  of  more  than  1,600  amniocenteses 
nationwide,  indicate  that  the  majority  of  am- 
niocenteses done  for  genetic  reasons  are  at 
approximately  14  weeks  of  pregnancy.  The 
amniocentesis  procedure  is  considered  med- 
ically safe,  with  minimal  risk  to  the  fetus 
or  pregnant  woman,  providing  the  procedure 
is  performed  by  physicians  who  are  specific- 
ally trained  in  the  technique. 

When  performing  an  amniocentesis  for 
prenatal  detection  of  a genetic  defect,  it  is 
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important  not  only  to  prevent  damage  to  the 
fetus  and  the  mother,  but  also  to  be  quite 
sure  that  the  cells  obtained  are  those  of 
fetal  origin.  It  is  obvious  that  if  maternal 
cells  are  inadvertently  obtained,  incorrect 
data  will  result.  Once  obtained,  fetal  cells 
are  isolated  from  the  amniotic  fluid  and 
incubated  in  tissue  culture  media  at  37°  C. 
The  cells  grow  and  reproduce  in  cell  culture 
and,  after  a period  ranging  from  ten 
days  to  four  weeks,  are  ready  for  analysis. 
When  attempting  to  rule  out  a biochemical 
genetic  abnormality,  the  cells  are  harvested 
and  appropriate  biochemical  analyses  are 
performed.  When  attempting  to  rule  out  a 
chromosomal  anomaly,  such  as  Down’s  syn- 
drome, the  cells  are  harvested  and  a chromo- 
some analysis  is  then  performed.  Recent 
research  techniques,  including  use  of  differ- 
ential banding  and  fluorescence  of  the  chro- 
mosomes, are  used  to  detect  abnormalities 
which  prior  to  this  time  were  not  detectable 
microscopically. 

If  analysis  of  the  fetal  cells  indicates 
fetal  abnormality,  the  decision  as  to  what  to 
do  in  any  particular  case  is  left  to  the 
prospective  parents  and  their  physician. 

The  value  of  this  program  is  that : 

(1)  It  allows  the  physician  to  provide  re- 
assurance to  his  “advanced  age”  preg- 
nant patient  who  is  concerned  about 
her  risk  of  having  a child  with 
Down’s  syndrome. 

(2)  It  provides  a relief  from  the  major 
part  of  the  anxiety  that  an  older  preg- 
nant woman  experiences. 

(3)  It  could  also  be  used  by  women  who 
might  not  otherwise  consider  a preg- 
nancy because  of  unfounded  fears. 

An  interesting  and  unexpected  byproduct 

‘Presented  at  the  NMA  Annual  Session.  May  1,  1974. 
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of  the  program  has  occurred,  and  is  occur- 
ring. Since  July  1972,  several  women  who 
were  over  the  age  of  35  at  the  time  of  their 
pregnancy  expressed  the  desire  for  termina- 
tion of  their  pregnancies  because  of  their 
fear  of  having  a child  with  Down’s  syn- 
drome. This  program,  by  demonstrating  that 
their  fetuses  were  not  mongoloid,  helped  to 
convince  the  mothers  to  carry  through  their 
pregnancies.  Thus,  there  has  been  an  un- 
expected “dividend”  of  the  birth  of  several 
normal  children  since  the  inception  of  the 
program  who,  under  other  circumstances, 
most  likely  would  not  have  been  born. 

The  National  Institute  of  Child  Health 
and  Human  Development  (NICHD)  of  the 
Department  of  Health,  Education  and  Wel- 
fare has  recently  published  two  booklets : one 
for  health  professionals,  entitled  “Ante- 
natal Diagnosis  of  Down’s  Syndrome;”  and 
one  for  the  general  public,  entitled  “Facts 
About  Mongolism  for  Women  Over  35.”  The 
NICHD  has,  with  these  booklets,  initiated  a 
campaign  to  inform  physicians  and  their  pa- 
tients about  the  relationship  of  maternal  age 
to  genetic  defects  and  to  provide  a simple 
question  and  answer  document  concerning, 
specifically,  Down’s  syndrome. 


The  booklet  for  physicians  discusses  who 
is  at  risk  in  producing  a child  with  Down’s 
syndrome  and  who  should  be  considered  for 
prenatal  diagnosis.  In  addition,  the  book- 
let discusses  other  procedures  which  are  still 
in  the  experimental  stage,  including  fetal 
amniography,  fetal  ultrasonography  and 
fetoscopy.  The  risks  of  amniocentesis, 
which  appear  to  be  minimal  at  fourteen 
weeks  gestational  age,  are  delineated.  The 
booklet  underscores  our  experience  at  the 
University  of  Nebraska  Medical  Center, 
mentioning  “couples  facing  a high-risk  situ- 
ation who,  without  the  availability  of  amnio- 
centesis, might  needlessly  choose  to  interrupt 
pregnancy.”  Plans  are  being  made  to  dis- 
tribute this  booklet  to  all  physicians  in  the 
state  of  Nebraska,  under  the  aegis  of  the 
Nebraska  Department  of  Health. 

Questions  concerning  the  availability  of 
facilities,  limitations  of  and  indications  for 
the  procedure,  etc.,  may  be  referred  to  the 
Birth  Defects  Prevention  Program  office  of 
the  Nebraska  Department  of  Health,  the 
Birth  Defects  Prevention  Program  office  at 
the  University  of  Nebraska  Medical  Center, 
or  the  Department  of  Obstetrics  at  the  Uni- 
versity of  Nebraska  Medical  Center. 
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Fifty  Years  in  Practice 


A request  for  an  account  of  my 
fifty  years  in  the  practice  of 
medicine  reminds  me  of  the 
fact  that  I was  graduated  from  the  Uni- 
versity of  Michigan  in  1925  one  of  the  150 
residual  members  of  an  admitted  class  of 
225  — a large  class  indeed  even  by  today’s 
standards. 

To  compress  the  fifty  years  spent  in  the 
practice  of  obstetrics  and  gynecology  into 
a short  resume  is  a challenge.  So  much  has 
happened  not  to  me  particularly  but  to  the 
practice  of  medicine  itself,  that  it  will  be 
difficult  to  accomplish.  In  reporting  on 
those  circumstances  immediately  concerned 
with  my  own  efforts  as  an  obstetrician  and 
gynecologist,  one  could  resort  to  the  anec- 
dotal circumstances  that  would  portray  the 
pathos  as  well  as  the  humor  of  certain 
events  surrounding  pregnancy  and  delivery, 
as  well  as  the  many  serious  and  sometimes 
not  so  serious  anecdotes  of  the  consulting 
room.  However,  I choose  to  look  back  at 
the  fifty  years  as  a continuum  of  experi- 
ences, frustrations  and  exaltations.  But 
above  all,  the  feeling  of  an  increasing  pride 
in  the  men  and  women  who  devoted  them- 
selves to  the  improvement  of  obstetrical  care 
and  the  furtherance  of  gynecological  knowl- 
edge. 

When  I,  as  well  as  the  other  embryonic 
obstetricians  entered  our  training  programs 
fifty  years  ago,  toxemia,  sepsis  and  hem- 
orrhage were  the  triad  that  caused  the  great- 
est maternal  and  fetal  mortality.  Today 
due  to  the  continued  efforts  of  our  research- 
ers, teachers  and  obstetricians  generally, 
sepsis  has  become  a dirty  word.  Toxemia  is 
recognized  early  and  for  the  most  part 
eclampsia  is  rarely  seen.  Hemorrhage  con- 
tinues to  be  the  leading  cause  of  maternal 
death  and  an  associated  high  degree  of  peri- 
natal mortality.  These  dramatic  results 
did  not  occur  overnight,  but  were  the  result 
of  continual  studies  of  the  causes  of  ma- 
ternal deaths  at  local,  state  and  national 
levels.  As  a member  of  a national  commit- 
tee and  later  Chairman  of  the  American 
Medical  Association’s  Committee  on  Maternal 
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and  Child  Care,  I speak  with  the  secure 
knowledge  that  had  it  not  been  for  those 
far-flung  but  well  coordinated  efforts  that 
our  results  today  would  still  be  less  than 
desirable. 

Another  problem  associated  with  the  high 
perinatal  mortality  rate  during  these  years, 
was  that  of  the  delivery  of  the  breech  pre- 
senting baby.  Normally  one  could  figure  a 
7-10%  fetal  loss  connected  with  the  breech. 
Here  I am  proud  to  say  that  due  to  the  co- 
operative efforts  of  the  obstetricians  of  Lin- 
coln that  rate  was  reduced  to  a nearly  un- 
reduceable  figure  of  .8%.  This  I believe  is 
the  lowest  rate  in  the  United  States  and  dem- 
onstrates what  can  be  done  when  skill  and 
cooperation  and  teamwork  are  banded  to- 
gether in  a common  cause. 

During  the  fifty  years,  changes  have  oc- 
curred in  other  branches  of  my  specialty  — 
gynecology.  I well  remember  the  day  that 
while  we  were  scrubbing  for  surgery  my 
Chief,  Doctor  Reuben  Peterson,  asked  a visit- 
ing German  gynecologist  whether  he  thought 
anything  of  importance  would  ever  come 
out  of  hormone  investigations.  Today  hor- 
mone therapy  is  a way  of  life  for  many 
women.  Advances  in  surgical  techniques 
have  lowered  the  mortality  rates  formerly  as- 
sociated with  gynecologic  surgery.  The  rad- 
ical surgical  approach  to  pelvic  malignant 
disease  has  varied  and  vacillated  according 
to  the  enthusiasm  of  individual  proponents 
until  at  the  present  time  the  procedure  bears 
a respectable  image  and  mortality  rate.  Due 
recognition  of  the  part  radiology  has  played 
in  the  reduction  of  the  death  rate  from  pel- 
vic malignancy  has  also  been  achieved  dur- 
ing the  period  we  are  concerned  with.  This 
is  particularly  true  when  the  two  disciplines, 
radiology  and  gynecology,  have  combined 
their  talents  in  caring  for  patients  with 
malignant  pelvic  disease. 

It  is  easy  to  recall  the  time  that  routine 
pap  smears  were  unheard  of  and  it  is  equal- 
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ly  easy  to  remember  the  difficulties  en- 
countered in  gaining  acceptance  for  mass 
screening  of  female  populations  to  dis- 
cover early  cancer  of  the  cervix. 

The  apprehensions  of  preparing  for  the 
American  Board  examinations  is  also  well 
remembered  as  is  the  relief  and  joy  one 
felt  when  one  was  notified  that  he  had  passed. 
Even  as  of  today,  young  men  and  women 
suffer  the  same  apprehensions  that  we  did. 
Today  Board  examinations  are  changing 
along  with  the  modernization  of  the  medical 
school  curricula  and  are  more  complicated. 
I have  reference  to  the  fact  that  in  gyne- 
cology and  obstetrics  subspecialty  boards  are 
already  in  operation.  Gynecologic  endocrin- 
ology and  gynecologic  oncology  are  already 
functioning  in  their  task  of  certifying  indi- 
vidual gynecologists  as  being  extra-profi- 
cient in  the  endocrine  field  and  in  oncology. 

To  enumerate  the  social  changes  that  have 
occurred  during  this  fifty  year  span  in  the 
practice  of  medicine,  is  a matter  best  left 
to  the  historians.  I can  remember  being 
told  in  a class  in  preventive  medicine  in  the 


year  1922  that  socialized  medicine  was  the 
threat  of  the  not  too  distant  future.  Since 
that  time,  the  specter  of  socialized  medicine 
has  appeared  at  frequent  intervals  but  never 
so  persistently  as  of  now.  Having  been  con- 
cerned with  the  activities  of  organized  medi- 
cine over  the  past  years,  I have  been  priv- 
ileged in  one  capacity  or  another  to  have 
had  a close  look  at  the  methodologies  used 
to  achieve  change.  For  these  opportunities, 
I am  thankful  for  it  has  given  me  a chance 
to  know  fine  and  dedicated  men  and  women 
working  together  to  see  that  good  medical 
care  is  available  to  all  and  that  the  cost  of 
such  care  should  not  place  a catastrophic 
burden  on  anyone.  Many  plans  are  being 
advanced  both  by  physicians  and  their  or- 
ganizations as  well  as  by  the  administra- 
tion and  the  Congress.  What  the  outcome  will 
be  is  anyone’s  guess.  As  for  me,  I am 
thankful  that  I practiced  during  the  period 
of  time  that  I did,  for  in  those  years  I saw 
changes  that  saved  lives,  reduced  illness 
and  wiped  out  certain  diseases.  Above  all 
I met  many  wonderful  people  who  came  as 
patients  and  remained  as  friends. 
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FEATURES 


Down  Memory  Lane 


1.  Some  day  we  will  probably  take  up  the 
sociologic  problem  of  what  to  do  with  people 
with  damaged  hearts. 

2.  No  subject  in  medicine  has  a larger 
and  I feel  more  valueless  literature  than  gas- 
tric and  duodenal  ulcer. 

3.  In  these  days  of  social  and  political 
unrest  it  is  inevitable  that  the  medical  pro- 
fession should  be  caught  in  the  maelstrom. 

4.  Insulin  is  useless  in  all  comas  save 
those  due  to  acidosis,  and  the  physician  must 
beware. 

5.  Brady,  this  state,  is  again  without  a 
physician. 

6.  According  to  census  bureau  figures 
given  out  recently,  14,412  deaths  from  auto- 
mobile accidents  occurred  in  the  United 
States  during  1923. 


7.  From  the  number  of  malpractice  suits 
filed  during  the  past  six  months  it  seems 
evident  that  the  laity  has  implicit  confi- 
dence in  the  theory  that  all  doctors  have 
reserve  funds  that  ought  to  be  distributed 
pro  bono  publico. 

8.  X-ray  in  proper  hands  is  the  most 
valuable  handmaiden  we  have.  But  how 
many  sins  are  being  committed  in  the  name 
of  the  x-ray  of  the  stomach? 

9.  The  new  Lincoln  General  (city)  hos- 
pital is  approaching  completion. 

10.  The  medical  profession  in  this  state 
includes  many  men  who  are  the  equal  in 
training  and  ability  to  any  in  the  world. 

Nebraska  State  Medical  Journal 
January,  1925 


The  Letter  Box 


To  the  Editor: 

Due  to  the  St.  Paul  Company’s  program 
with  the  Nebraska  Medical  Association,  we 
receive  a copy  of  this  publication  each  month. 
Though  I do  not  read  much  of  this  journal 
as  my  medical  terminology  is  quite  nil,  I 
wanted  to  tell  you  that  I enjoy  your  edi- 
torials more  than  anything  I’ve  read  of  late. 
I can  imagine  that  they  would  really  be 
enjoyable  could  I understand  all  of  them. 
At  any  rate,  thanks  for  the  spot  of  humor 
in  many  anotherwise  bleak  day. 

Mrs.  K.  A.  (Kathy)  Klosterman 
Auto  - Casualty 
Omaha  S.  C. 


Dear  Dr.  Cole: 

I received  your  letter  asking  me  to  sub- 
mit a short  article  regarding  by  50  years 
of  practice  in  medicine. 

May  I take  this  opportunity  of  compli- 
menting you  on  the  very  fine  State  Medical 


Journal  that  you  are  putting  out.  It  is  a 
pleasure  to  read  it. 

As  alwravs,  my  kindest  regards. 

Sincerely, 

Harley  E.  Anderson,  M.D. 

Dear  Dr.  Cole: 

Your  article  entitled  “Familial  suscep- 
tibility to  anesthesia”  was  published  in  the 
December  1974  issue  of  the  Journal  with  the 
title  “Familiar  etc.” 

We  regret  the  altered  spelling  of  the  word 
and  hope  it  has  caused  you  neither  incon- 
venience nor  embarrassment. 

We  must  point  out  the  fact  that  while  its 
use  is  rare,  “of  or  pertaining  to  the  fam- 
ily” is  given  as  a definition  of  familiar, 
and  familial  is  hard  to  say,  anyway. 

This  minuscule  error,  if  it  is  indeed  one, 
was  unearthed  and  gleefully  reported  by  Dr. 
Robert  0.  Garlinghouse  and  Dr.  L.  Dwight 
Cherry. 

Very  truly  yours, 
F.C. 
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“THEM”  AND  “US” 

The  divisiveness  which  besets  American 
medicine  is  complex.  No  medical  meeting, 
whether  it  be  local,  regional,  or  national,  is 
complete  without  a portion  of  the  mem- 
bership expressing  the  sentiment  regarding 
their  leadership:  “What  have  they  done  to 
us  now?”  In  most  cases,  “they”  equates 
to  the  American  Medical  Association. 

In  earlier  days,  when  attacks  upon  or- 
ganized medicine  were  simpler  and  more 
direct,  any  splintering  within  the  profes- 
sion was  apt  to  be  of  much  more  minor 
significance.  As  a general  rule,  the  num- 
ber of  splinter  groups  formed  is  in  direct 
proportion  to  the  number  and  diversity  of 
assaults  upon  the  profession.  Today,  at- 
tacks upon  the  profession  seem  to  equal 
in  number  the  numbers  of  politicians,  econo- 
mists, and  other  “experts”  who  “know”  the 
answers  to  all  of  America’s  health  prob- 
lems without  having  first  come  to  grips 
with  a problem  in  its  entirety. 

To  the  individual  practicing  physician 
whose  time  and  energy  must  and  should  be 
devoted  to  the  care  of  his  patients,  these 
attacks  upon  the  organized  profession  are 
confusing  and  dismaying.  In  most  cases  in 
our  very  fast  moving  society,  the  dismay 
and  confusion  of  the  practicing  physician 
has  largely  been  created  by  a communication 
gap  between  the  leadership  of  the  profes- 
sion and  the  physician.  This  is  no  less  dis- 
maying, I am  sure,  to  the  leadership  than 
it  is  to  the  practicing  doctor. 

Our  nation’s  runaway  inflation  and, 
equally  important,  runaway  political  aspir- 
ants constantly  and  with  little  advance  no- 
tice force  our  leadership  into  untenable  posi- 
tions. When  the  leadership,  in  response  to 
these  demands,  attempts  to  speak  for  the  pro- 
fession without  first  having  had  the  oppor- 
tunity to  thoroughly  acquaint  us  as  indi- 
vidual doctors  about  the  problem  and  the 
various  answer  alternatives  to  the  prob- 
lem, then  we  at  home  are  apt  to  be  con- 
fused by  the  proffered  answers.  The  lead- 
ership, having  explored  various  potential 


solutions  to  a given  problem  and  having 
reasoned  from  Point  A through  B to  Point 
C,  is  apt  to  find  that  Point  C is  an  unaccept- 
able answer  to  the  practicing  physician  only 
if  the  practicing  physician  was  unaware  of 
Point  B.  This  then  tends  to  divide  the  camp 
into  “them”  and  “us.” 

Seldom  when  we  sit  and  reason  together 
concerning  most  philosophic  points  upon 
medicine’s  current  makeup  of  social,  eco- 
nomic, political  questions,  does  the  body 
of  the  membership  arrive  at  significantly 
differing  end  points,  unless  the  points  of 
origin  of  the  question  have  been  significant- 
ly different  or  unless  major  emotional  factors 
have  been  introduced  into  the  discussion 
either  wittingly  or  unwittingly.  At  this  time, 
it  seems  to  me  the  greatest  aggravating  fac- 
tor in  creating  philosophic  schisms  between 
the  AMA  and  the  practicing  doctor  relates  to 
the  physical  impossibility  of  the  busy  prac- 
ticing doctor  to  read  the  various  publications 
of  the  AMA  (and  our  own  NMA)  to  keep 
abreast  of  developments.  Demands  of  the 
typical  doctor’s  practice,  in  most  cases,  leave 
him  exhausted  physically  and  emotionally 
and  unable  to  follow  the  rapidly  changing 
and  complex  problems  which  his  profession 
must  answer  immediately. 

I do  not  know  the  answer  to  this  prob- 
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lem.  Certainly  the  creation  of  suspicion  and 
the  hostility  which  must  inevitably  follow  by 
the  dividing  of  our  medical  camp  into 
“them”  and  “us”  factions  must  be  stopped 
if  organized  medicine  is  to  survive. 

Your  leadership  in  Nebraska  has  elected 
to  try,  on  an  experimental  basis,  to  improve 
communications  between  the  AMA,  NMA, 
and  the  individual  doctors  by  publishing  on 
a frequent  periodic  basis  a very  condensed 
news  sheet  which  will  be  sent  to  each  of 
the  hospitals  in  the  state  for  display  in  what- 


Between Cases 

Medical  Quote  Unquote  (1). 

Most  things  get  better  by  themselves. 

Anon. 

Social  Hour  For  Astronomers. 

They  have  found  32  different  molecules  in 
interstellar  space,  and  one  of  them  (Sag- 
gittarius  B2)  is  ethyl  alcohol.  There’s 
water  out  there  too,  which  makes  it 
nice. 

The  Diagnosis. 

Spinal  fracture,  right  humerus. 

Heard  At  A Meeting. 

Ninety-nine  out  of  ten  times. 

0 To  Be  In  England,  Or  The  NHS  (1). 

I have  read  of  a movement  to  remove  all 
private  beds  from  the  NHS  hospitals  in 
England;  but  of  course  it  can’t  happen 
here. 

How  To  Make  A Good  Impression. 

Impression : abdominal  pain. 

Medical  Quote  Unquote  (2). 

Most  things  are  better  by  morning. 

Anon. 

On  Alcoholism. 

I’m  due  to  attend  a meeting  on  alcoholism, 


ever  area  of  the  hospital  the  Chief  of  Staff 
designates.  This  will  be  called  the  “NMA 
News  Notes”  and  will  attempt  to  communi- 
cate to  you,  in  capsule  form,  the  essence  of 
whatever  items  are  deemed  important  to 
relay  to  you.  Hopefully,  this  media  will  en- 
able a higher  portion  of  the  membership  to 
be  more  current  in  following  the  meander- 
ings  of  our  detractors  and  the  logic  of  the 
answers  of  those  whom  we  have  put  in  a 
position  to  answer  for  us. 

James  H.  Dunlap,  M.D. 


and  the  invitation  included  the  letters 
BYOB;  it  finally  happened. 

The  Fine  Art  Of  Diagnosis. 

Dx : cicatrix. 

The  Fine  Art  Of  Impression. 

Impression : dysuria. 

0 To  Be  In  England,  Or  The  NHS  (2). 

There  is  more  than  a little  neglect  of 
teeth  in  England  and  Wales;  44%  of 
Scots  over  the  age  of  16  have  lost  all 
their  teeth. 

It  Still  Is. 

It  was  once  considered  unlucky  to  pay  the 
doctor’s  bill  in  full.  I think  they  felt 
that  you  were  inviting  disaster,  by  tell- 
ing the  powers  that  there  was  no  longer 
anything  wrong  with  you. 

Did  You  Know?  (1). 

Peonies  were  once  used  to  cure  epilepsy. 

The  Chart. 

Dictated:  Large  amount  formed  stool. 

Typed:  Large  amount  foreign  stool. 

1 Think  Confucius  Said  It. 

A man  should  plant  a tree,  father  a child, 
and  write  a book.  I planted  one  tree, 
fathered  two  children,  and  wrote  three 
books.  Take  me. 
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Advice  For  The  Month. 

I beseech  you  to  think  it  possible  you 
may  be  wrong. 

Cromwell. 

On  Reaching  The  Retirement  Age. 

Churchill  was  65  when  he  became  Prime 
Minister. 

This  Month’s  Essay  On  Inflation. 

Congressmen,  who  vote  their  own  pay 


raises,  want  to  raise  their  annual  salaries 
from  the  present  $42,500  per  year  to 
between  $55,400  and  $58,400  per  year. 
That’s  a raise  of  up  to  $15,900,  or  over 
37  percent. 

Did  You  Know?  (2) 

They  used  to  cover  the  mirrors  in  a sick 
room.  If  you  saw  your  reflection,  your 
soul  might  escape. 

F.C. 


Our  Medical  Schools 


Continuing  education 

The  University  of  Nebraska  Medical  Cen- 
ter’s Center  for  Continuing  Education  has 
scheduled  two  classes  for  February,  1975. 

1.  Therapeutic  neurology  will  be  the  sub- 
ject of  a course  February  20  and  21. 

Guest  faculty  includes  Dr.  Michael  H. 
Brooke,  associate  professor  of  neurology, 
University  of  Colorado  and  director  of  the 
Muscular  Dystrophy  Research  Center,  Den- 
ver; Dr.  Julius  Korein,  professor  of  neu- 
rology, New  York  University  Medical  School ; 
Dr.  J.  Kiffin  Penry,  chief,  Applied  Neuro- 
logical Research  Branch,  National  Institute 
of  Neurological  Diseases  and  Stroke,  Bethes- 
da,  Maryland;  and  Dr.  Dewey  Ziegler,  pro- 
fessor and  chairman  of  the  department  of 
neurology,  University  of  Kansas,  and  direc- 
tor of  the  headache  research  program,  Kan- 
sas City. 

Chairmen  of  the  program  are  Drs.  Donald 
R.  Bennett,  chairman  and  professor  of  neu- 
rology at  both  Creighton  University  School 
of  Medicine  and  the  University  of  Nebraska 
Medical  Center,  and  Dr.  Robert  N.  Baker, 
professor  of  neurology  and  pathology,  Uni- 
versity of  Nebraska  Medical  Center. 

The  course  is  acceptable  for  14  prescribed 
hours  by  the  American  Academy  of  Family 
Practice.  The  registration  fee  of  $60  in- 
cludes tuition,  lunches  and  other  amenities. 

2.  Infections  of  wounds  and  burns  will 


be  the  topic  of  a conference  February  27 
and  28. 

Guest  faculty  includes  Dr.  J.  Wesley  Alex- 
ander, associate  professor  of  surgery,  Holmes 
Hospital,  Cincinnati,  Ohio;  Dr.  Charles  R. 
Baxter,  professor  of  surgery,  Texas  South- 
west Medical  School;  Dr.  Richard  B.  Fra- 
tianne,  associate  professor  of  surgery,  Uni- 
versity Hospital,  Cleveland,  Ohio;  Dr.  John 
C.  Gaisford,  chief,  division  of  surgery,  West- 
ern Pennsylvania  Hospital,  Pittsburgh;  Dr. 
Walter  J.  Hierholzer,  Jr.,  assistant  profes- 
sor, epidemiology  and  internal  medicine, 
Yale-New  Haven  Medical  Center;  Florence 
H.  Jacoby,  director  of  nurses,  Strong  Me- 
morial Hospital,  University  of  Rochester, 
Rochester,  New  York;  Dr.  Mitchell  Y.  Ka- 
minski, Jr.,  department  of  surgery,  Walter 
Reed  Medical  Center ; Dr.  George  H.  Koepke, 
professor  of  physical  medicine  and  rehabili- 
tation, University  Hospital,  Ann  Arbor, 
Michigan ; Dr.  Spyros  D.  Kominos,  chief, 
clinical  microbiology,  Mercy  Hospital,  Pitts- 
burgh, Pennsylvania ; Dr.  Thomas  J.  Krizek, 
professor  of  surgery,  Yale-New  Haven  Med- 
ical Center;  Dr.  Harold  Laufman,  director, 
surgical  studies,  Montefiore  Hospital  and 
professor  of  surgery,  Albert  Einstein  Col- 
lege of  Medicine,  New  York  City;  and  Dr. 
W.  Eugene  Sanders,  Jr.,  professor  and  chair- 
man, department  of  medical  microbiology, 
Creighton  University. 

Course  coordinators  are  Dr.  Paul  E.  Hodg- 
son, professor  and  chairman  of  the  depart- 
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ment  of  surgery,  and  Dr.  Malcolm  T.  Foster, 
Jr.,  professor  and  vice  chairman  of  the  de- 
partment of  internal  medicine,  University 
of  Nebraska  Medical  Center. 


Wash  ingtoNo  t es 

Health  bills 

The  only  two  crucial  health  bills  that  have 
an  outside  chance  of  passage  in  the  93rd 
Congress  face  tough  sledding  in  the  remain- 
ing lame  duck  days,  mostly  due  to  the  wide 
differences  between  the  House  and  Senate 
versions. 

The  House  Commerce  Committee  has  ap- 
proved and  sent  to  the  floor  for  action  an 
Aid-For-Medical  Education  bill  requiring 
medical  school  graduates  to  pay  back  the 
federal  government  for  its  contribution  to 
their  education  through  capitation  assist- 
ance or  serve  in  shortage  areas. 

Another  provision  of  the  House  Commit- 
tee bill  establishes  an  agency  for  accredit- 
ing medical  residency  training  programs  and 
for  limiting  the  number  of  positions  in  each 
program.  The  total  would  equal  125  per- 
cent of  the  estimated  number  of  graduates 
from  U.S.  medical  schools,  thus  imposing 
a ceiling  on  the  number  of  slots  that  could 
be  filled  by  foreign  medical  graduates.  Some 
7,000  residencies  could  be  eliminated  if  this 
limitation  were  imposed  now. 

Health  planning  bills  are  also  pending  in 
the  Senate  and  House.  Both  bills  have  been 
substantially  modified  from  the  original  ver- 
sions which  called  for  a tough  regulatory 
structure  for  the  health  sector  similar  to 
sanctions  which  now  govern  the  operations 
of  public  utilities. 

The  arguments  of  the  AMA  and  other 
groups  have  prevailed,  and  a rate  setting  pro- 
vision has  been  struck  from  the  House  bill. 
However,  the  Senate  bill  still  contains  au- 
thority for  government  regulation  of  hos- 
pital rates. 

The  AMA  opposes  the  Senate  bill  because: 

— The  bill  represents  a mechanism  for  the 


The  program  is  acceptable  for  fourteen 
prescribed  hours  by  the  AAFP.  Registration 
fee  of  $40  includes  tuition,  coffee,  lunch, 
and  other  amenities. 


regulation  of  the  health  care  delivery 
system. 

— Control  of  the  planning  and  regulation 
process  would  not  be  at  the  local  level, 
but  would  be  directed  from  HEW. 

— Health  care  would  be  subject  to  public 
utility  type  regulation. 

— State  legislatures  would  be  required  to 
adopt  certificate  of  need  legislation  to 
implement  state  programs  of  control 
meeting  the  satisfaction  of  the  HEW 
Secretary. 

— States  would  be  expected  to  establish 
rates  for  all  health  services,  which 
through  regulation,  could  cover  all  in- 
stitutional and  ambulatory  services,  in- 
cluding professional  charges.  HEW  is 
empowered  to  establish  criteria  respect- 
ing basic  elements  of  the  rate  struc- 
tures. 

— Control  of  the  health  sector  would  be 
federalized  through  the  broad  authority 
vesting  such  power  in  HEW. 

— The  complicated  planning  program  pro- 
posed in  the  bill  “could  delay  health  re- 
source development  and  adversely  affect 
health  services,”  according  to  the  AMA. 

National  health  insurance 

President  Ford  has  indicated  that  the  na- 
tional health  insurance  plan  he  will  sub- 
mit to  the  next  Congress  will  be  similar  to 
former  President  Nixon’s  Comprehensive 
Health  Insurance  Plan  (CHIP)  which  was 
based  on  mandatory  coverage  of  workers  by 
employers  through  the  existing  private 
health  insurance  system.  In  a legislative 
message  to  lame-duck  Congress,  Ford  made 
no  pitch  for  action  in  the  present  Congress. 


January,  1975 


21 


The  AMA  has  provided  HEW  Secretary 
Weinberger  and  other  providers  with  this 
14-point  set  of  principles  that  it  believes  es- 
sential in  any  NHI  plan. 

(1)  minimum  federal  involvement  in  ad- 
ministration of  any  national  health 
insurance  program 

(2)  state  jurisdiction  with  respect  to  li- 
censure and  certification  of  profes- 
sional health  personnel  and  regula- 
tion of  insurance 

(3)  minimum  federal  dollars  in  financing 
of  programs  for  comprehensive  cov- 
erage at  least  possible  cost 

(4)  funding  through  federal,  state  and 
private  funds  including  (a)  employ- 
er-employee contributions  for  pri- 
vate health  insurance  and  (b)  an  in- 
dividual tax  credit  as  applied  for  full 
health  care  protection 

(5)  no  added  Social  Security  tax  for  fi- 
nancing 

(6)  no  administration  by  Social  Security 

(7)  cost  sharing  by  participating  indi- 
viduals and  families  and  a subsidy 
for  the  indigent  scaled  according  to 
income 

(8)  use  of  private  insurance  on  risk  and 
underwriting  basis 

(9)  comprehensive  coverage,  basic  and 
catastrophic,  for  the  entire  popu- 
lation 

(10)  pluralism  in  methods  of  health  care 
delivery 

(11)  cost  controls  as  appropriate 

(12)  quality  controls  as  appropriate 

(13)  continuity  of  benefits 

(14)  coordination  of  benefits 

Lower  priced  drugs 

The  Government  has  issued  its  long-prom- 
ised regulations  to  encourage  purchase  of 
lower  priced  drugs  for  the  Medicare  and 
Medicaid  programs,  and  introduced  a new 
wrinkle  — a drug  price  information  bulletin 
to  be  sent  to  all  physicians. 


Major  impact  of  the  regulations  — if  fin- 
ally carried  out — would  be  on  physicians 
and  pharmacies  dealing  with  Medicaid  pa- 
tients and  their  outpatient  drug  benefits. 
The  inpatient  Medicare  program  involving 
hospital  drug  purchase  would  be  less  affect- 
ed. 

The  new  regulations  are  aimed  at  reim- 
bursement for  the  lowest  price  drugs  avail- 
able where  the  drugs  are  chemically  iden- 
tical. The  limit  is  termed  maximum  allow- 
able cost,  or  MAC.  Physicians  prescribing 
for  Medicaid  patients  would  have  to  prescribe 
the  designated  drug  or  certify  the  necessity 
for  prescribing  a more  expensive  drug  and 
give  reasons. 

Pharmacists  would  be  limited  to  their 
actual  acquisition  cost  plus  a dispensing  fee. 

Under  the  proposal,  HEW  would  concen- 
trate on  the  200  most  widely-used  drugs. 
Some  12  to  20  would  be  placed  on  the  MAC 
list  this  summer. 


Federal  government  health  spending 

The  federal  government  is  now  providing 
33  cents  of  every  health  care  dollar  spent 
in  this  country,  according  to  a report  made 
by  the  AMA-Washington  office. 

During  the  fiscal  year  that  ended  last  July, 
the  federal  government  disbursed  more  than 
$32.7  billion  for  health,  up  $2.6  billion  from 
the  previous  year,  plus  more  than  $12  bil- 
lion for  disability  programs.  Total  spending 
from  all  sources  on  health  was  estimated 
at  about  $100  billion. 

The  HEW  Department  leads  the  list  of 
government  health  spenders  with  $23.7  bil- 
lion appropriated  last  fiscal  year  for  its  many 
health  activities  including  Medicare  and  Med- 
icaid. Next  in  line  were  Defense,  $3,065,- 
274,500,  and  Veterans  Administration,  $3,- 
016,853,000.  Fourth  and  fifth  slots  are  oc- 
cupied by  relatively  recent  federal  activi- 
ties — the  Federal  Employees  Health  Insur- 
ance program  — $696.6  million  — and  the 
Environmental  Protection  Agency,  $528.9 
million. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  — 
January  11  — Norfolk,  Elks  Lodge 
January  25  — Scottsbluff,  St.  Mary’s  Hos- 
pital 

February  22  — Kearney,  Elks  Lodge 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  27-30,  1975,  Hilton 
Hotel,  Lincoln,  Nebraska. 

AMERICAN  CANCER  SOCIETY  — Na- 
tional Cancer  Institute  — National  Con- 
ference on  Advances  in  Cancer  Manage- 
ment; Part  II,  Detection  and  Diagnosis, 
May  1-3,  1975,  The  Denver  Hilton,  Den- 
ver, Colorado. 

AMERICAN  COLLEGE  OF  SPORTS  MEDI- 
CINE — 22nd  Annual  Meeting;  May  22- 


I Remember 

THE  SURGEON  WHO  NEVER  MADE 
A MISTAKE 

Once  there  was  a surgeon  who  never  made 
a mistake.  He  just  never  did  anything 
wrong.  You  see,  it  was  always  somebody 
else’s  fault,  no  matter  what  happened.  If  a 
tie  came  off,  or  if  a sponge  was  left  in,  or 
if  the  blood  pressure  fell,  one  of  the  assist- 
ants was  to  blame,  or  the  anesthesiologist, 
or  the  nurses;  or  maybe  even  the  patient. 

One  day,  he  finished  scrubbing  before  any- 
one else  did,  and  they  gowned  him  and  gloved 
him,  and  he  strode  to  the  operating  table 
alone,  all  by  himself,  and  they  handed  him 
a scalpel.  And  he  made  an  incision.  It  went 
through  the  skin,  the  subcutaneous  tissue, 
the  fat,  the  muscle  and  fascia,  the  peritone- 
um, and  the  intestine.  All  in  one  fell  swoop, 


24,  1975;  Marriott  Hotel,  New  Orleans, 
Louisiana.  Write  to:  American  College  of 
Sports  Medicine,  1440  Monroe  Street,  Mad- 
ison, Wisconsin  53706. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Convention,  June  15-19,  1975,  At- 
lantic City,  New  Jersey. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  17-19,  1975,  Omaha, 
Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  — 
29th  Clinical  Convention,  November  30- 
December  4,  1975,  Honolulu,  Hawaii. 


as  operating  doctors  say.  And  there  he  was, 
all  alone  with  the  scalpel  in  his  hand,  and 
nobody  to  blame. 

And  they  all  looked  at  him  and  wondered 
how  he  would  get  out  of  this.  Because  he 
had  done  it  all  himself,  cut  right  into  the 
patient’s  bowel;  or  from  skin  to  gut  in  just 
one  cut,  you  might  say.  And  how  could  it 
be  anybody’s  fault  but  his? 

But  he  rose  to  the  occasion,  in  the  manner 
of  surgeons  everywhere.  And  this  is  what  he 
said. 

“I’ve  been  operating  at  this  hospital  for 
twenty  years,  and  for  the  first  time,  they 
give  me  a sharp  knife,  and  nobody  tells  me!” 

0,  surgeons. 

— F.C. 


January,  1975 
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State  medical  journals  head  list 

State  medical  journals  have  received  an- 
other vote  of  confidence  from  their  readers. 

This  year,  10  of  the  state  journals  in  the 
36-journal  group  to  which  this  journal  be- 
longs were  tested  by  a professional  research 
group  in  Philadelphia  and  set  a record  of 
which  we  may  be  very  proud. 

The  testing  mechanism,  which  is  as  ob- 
jective as  it  is  possible  to  be,  consists  of  at- 
taching valid  bank  checks  for  $5.00  to  ad- 
vertising pages  and  then  counting  the  num- 
ber of  checks  which  are  cashed  within  10 
weeks  after  mailing. 

The  journal  copies  to  be  decorated  with  the 
checks  are  selected  by  an  independent  certi- 
fied public  accountant.  Physicians’  names 
are  chosen  from  the  mailing  list  by  serial 
numbers  so  that  the  selection  is  complete- 
ly at  random. 

The  checks  are  distributed  through  the 
various  journal  copies  so  that,  in  the  end, 
each  one  of  the  advertising  pages  has  been 
labeled  as  often  as  all  the  other  ad  pages 
in  that  issue. 

During  1973  and  1974  our  own  state  jour- 
nal group  and  16  of  the  most  popular  nation- 
ally distributed  association  sponsored  and 
commercial  medical  publications  have  been 
tested  by  this  technic. 

The  10  state  medical  journals  had  an 
average  score  of  35%.  This  is  an  extremely 
high  response.  Usually  returns  on  such  tests 
are  considered  good  if  they  are  between  20 
and  25%. 

The  scores  for  the  other  16  national  pub- 
lications varied  from  34.6%  down  to  15.4%. 
The  state  journal  group  was  at  the  head  of 
the  list. 

Measuring  a publication’s  ad-page-expo- 
sure  record  by  the  $5.00  check  technic  is 
the  most  reliable  method  yet  devised.  Every 


effort  was  made  by  the  researcher  to  assure 
the  highest  standards  of  precision  and  ac- 
curacy. Standard  procedures,  without  devi- 
ation, were  employed  on  all  journals. 

The  entire  process  is  scrupulously  conduct- 
ed so  as  to  avoid  bias.  The  results  may  be 
accepted  as  truly  indicative  of  a publication’s 
ability  to  attract  and  interest  its  readers, 
the  physicians.  All  state  journals  may  feel 
complimented  and  honored  by  such  a study. 

Corroborative  evidence  of  the  high  reader- 
ship  of  state  journals  is  furnished  by  an- 
other type  of  reader  interest  study  which  was 
done  by  Medico  Media  Audit  in  June  and 
July  of  this  year.  State  medical  journals  as 
a group  headed  the  list  of  the  10  publications 
which  were  studied. 

These  two  readership  audits  are  consid- 
ered the  most  objective  and  most  reliable 
of  all  the  advertising  surveys.  The  fact  that 
state  journals  are  at  the  top  of  each  list 
indicates  a consistency  and  reliability  of  a 
medical  journalism  medium  which  is  most 
commendable. 


Senate  planning  bill  reported 

The  public  utility-type  regulatory  system 
developed  to  replace  CHP,  RMP,  and  the  Hill- 
Burton  Hospital  construction  plan  has  now 
been  reported  by  the  Senate  Committee  on 
Labor  and  Public  Welfare.  S.  2994  calls  for 
the  establishment  of  Health  Planning  Agen- 
cies throughout  the  United  States  to  serve 
under  direct  contract  with  the  Secretary  of 
HEW  on  an  annual  basis.  These  agencies 
would  develop  long  and  short  range  plans  in 
conformance  with  the  criteria  published  by 
the  Secretary,  and  their  activities,  such  as 
staffing,  budgeting  and  performance,  would 
be  subject  to  review  and  approval  by  the 
Secretary.  State  agencies  would  be  author- 
ized to  enforce  certificate  of  need  legisla- 
tion and  would  be  encouraged,  through  grant 
authority  in  the  bill,  to  establish  systems  of 
rate  regulation  for  health  care  providers. 


24 


Nebraska  M.  J. 


“J 


0 


lfA_ 

half-ounce 
prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it's  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  contains  three  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


iTIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
y for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
is  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
ary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
1 infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
natic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

: ohylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 

Iis,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
iunds  accidentally  incurred,  its  use  may  prevent  the  development  of 
on  and  permit  wound  healing. 

I IAINDICATI0NS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 

I orated.  This  product  is  contraindicated  in  those  individuals  who  have 
hypersensitivity  to  any  of  the  components. 

ING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
i neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
: ;ive  burns,  trophic  ulceration  and  other  extensive  conditions  where 

. 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Dialogue 


“I  may  be  prejudiced,  but  I ai 
very  much  in  favor  of  the  detail  m< 
I meet.  Most  of  them  are  knowledg 
able  about  the  drugs  they  promote 
and  can  be  a great  help  in  acquain 
ing  me  with  new  medication.” 


h 


Family  Physician's  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  o 
the  men  who  visit  me  regularly  anc 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  muc 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealin 
with  health  problems  in  this  count 
there  is  a potential  for  detail  men 
to  play  a meaningful  role." 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con 
tact  that  people  in  a medical  cente 
research  people,  and  academic 
people  have  and  that’s  in  all  likelih 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu 
cational  function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful —as  well  as  some  excellent  film 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  thi 


s He  a Source  of  Information? 

Yes,  with  certain  reservations. 
Irhe  average  sales  representative 
, ias  a great  fund  of  information 
about  the  drug  products  he  is  re- 
l iponsiblefor.  He  is  usually  able  to 
ftnswer  most  questions  fully  and 
ntel I igently.  He  can  also  supply 
'eprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 

:oo,  I exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
land  opinions  that  I find  in  the 
aapers  and  studies  which  come 
:rom  the  larger  teaching  facilities, 
t goes  without  saying  that  a physi- 
cian should  also  rely  on  other 
[sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
position  as  a sales  representative 
of  a pharmaceutical  company 
should  be  a graduate  pharmacist 
who  has  a questioning  mind.  I don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
.as  "pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
vated sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
senting a one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
at  first  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuingeducation.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


Dr.  Graves  elected 

Harris  B.  Graves,  M.D.,  of  Omaha,  Ne- 
braska has  been  elected  President-elect  of 
the  American  College  of  Emergency  Physi- 
cians (ACEP).  He  is  chairman  of  the  Emer- 
gency Departments  of  Nebraska  Methodist 
and  Lincoln  General  hospitals. 

A member  of  the  ACEP  Board  of  Direc- 
tors since  its  inception  in  1969,  Dr.  Graves 
is  currently  chairman  of  the  Constitution 
and  Bylaws  Committee.  He  served  a term  as 
vice-president  in  1972-73  and  was  formerly 
chairman  of  the  Hospitals  Committee. 

Dr.  Graves  is  a native  of  Lincoln,  Ne- 
braska and  completed  his  undergraduate  and 
medical  education  at  the  University  of  Ne- 
braska. He  interned  at  Kansas  City  (MO) 
General  Hospital. 

Dr.  Graves  has  been  active  in  local,  state 
an  national  organizations  promoting  better 
emergency  medical  care.  He  is  a member 
of  the  Nebraska  Governor’s  Advisory  Com- 
mittee on  Emergency  Services ; Chairman  of 
the  Nebraska  Medical  Association’s  Commit- 
tee on  Emergency  Services ; a member  of  the 
Committee  on  Community  Emergency  Medi- 
cal Services  of  the  American  Hospital  Asso- 
ciation ; and  vice-chairman  of  the  Emergency 
Services  Council  for  the  Health  Planning 
Council  of  the  Midlands. 

A.C.S.  to  meet 

The  third  annual  Spring  Meeting  of  the 
American  College  of  Surgeons  will  be  held 


on  April  21-24,  1975,  at  the  Hyatt  Regency 
Atlanta  and  Marriott  Motor  Hotel  in  At- 
lanta, Georgia. 

The  main  purpose  of  the  meeting  will  be 
postgraduate  education,  with  special  em- 
phasis on  eight  formal  postgraduate  courses. 
The  College’s  annual  spring  meeting  is  de- 
signed to  supplement  and  complement  the 
offerings  of  its  annual  Clinical  Congress. 

The  courses  to  be  offered  and  the  course 
chairmen  are:  Fluid,  Electrolyte,  and  Acid- 
Base  Balance,  Henry  Thomas  Randall,  AID, 
FACS,  Providence,  and  Stanley  J.  Dudrick, 
MD,  FACS,  Houston ; Gynecologic  Infections, 
John  B.  Nettles,  MD,  FACS,  Tulsa,  and  John 
R.  McCain,  MD,  FACS,  Atlanta;  Abdominal 
Trauma,  Robert  Zeppa,  MD,  FACS,  Miami, 
and  J.  Richard  Amerson,  MD,  FACS,  At- 
lanta; Current  Application  of  Computers  for 
Surgeons,  William  V.  Nick,  MD,  FACS,  Co- 
lumbus; Cancer  of  the  Colon  and  Rectum, 
J.  Shelton  Horsley,  III,  MD,  FACS,  Char- 
lottesville, and  A.  Hamblin  Letton,  MD, 
FACS,  Atlanta;  Trauma  to  the  Eye  and  Its 
Adnexae,  William  C.  Frayer,  MD,  FACS, 
Philadelphia,  and  Clinton  D.  McCord,  Jr., 
MD,  FACS,  Atlanta;  Respiratory  Failure  in 
Surgery,  Samuel  R.  Powers,  Jr.,  MD,  FACS, 
Albany,  and  Panagiotis  N.  Symbas,  MD, 
FACS,  Atlanta ; and  Peripheral  Vascular  Dis- 
ease, Jesse  E.  Thompson,  MD,  FACS,  Dallas, 
and  Garland  D.  Perdue,  Jr.,  MD,  FACS, 
Atlanta. 

In  addition  to  the  postgraduate  courses, 
there  will  be  a number  of  general  lectures, 
panel  discussions,  and  symposia  covering 
such  topics  as  minimal  breast  cancer,  gyne- 
cology, biliary  surgery,  inguinal  and  ven- 
tral hernias,  and  problems  of  the  thyroid. 
There  will  also  be  audio-visual  presentations. 

Fellows  of  the  College  whose  dues  are  paid 
for  1974,  members  of  the  ACS  Candidate 
Group  and  surgical  residents  and  interns 
may  register  free  of  charge.  The  fee  for 
Fellows  whose  1974  dues  have  not  been  paid, 
for  applicants  for  Fellowship  and  for  guest 
physicians  is  $55.  Non-Fellows  in  federal 
service  (fulltime)  or  those  residing  outside 
the  U.S.  or  Canada  may  register  for  $30. 

Registered  nurses  and  medical  students 
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may  attend  the  general  sessions  and  visit 
the  commercial  exhibits  free  of  charge. 

The  fee  for  each  of  the  eight  postgraduate 
courses  is  $40,  regardless  of  the  status  of 
the  person  who  registers  for  the  course.  This 
fee  includes  a manual.  Registration  for  the 
meeting  is  a prerequisite  for  registering 
for  a postgraduate  course.  For  the  first  time 
this  year,  surgical  residents  and  surgical  in- 
terns will  be  permitted  to  register  for  post- 
graduate courses. 

Fellows  of  the  College  will  receive  official 
registration  and  hotel  forms  in  early  Janu- 
ary. Non-Fellows  may  write  to  S.  Frank 
Arado,  American  College  of  Surgeons,  55  E. 
Erie,  Chicago,  111.  60611. 

Charles  McLaughlin,  Jr.,  MD,  FACS,  of 
Omaha,  is  President  of  the  College.  Frank 
Stinchfield,  MD,  FACS,  of  New  York,  is 
Chairman  of  the  Board  of  Regents.  David 
Sabiston,  MD,  FACS  of  Durham,  N.C.,  is 
Chairman  of  the  Board  of  Governors.  C. 
Rollins  Hanlon,  MD,  FACS,  is  Director  of 
the  College.  Edwin  Gerrish,  MD,  FACS,  is 
in  charge  of  scientific  programs. 


VA  honors  doctor 

Dr.  Ludwik  Gross,  Veterans  Administra- 
tion senior  medical  investigator  at  the  Bronx, 
N.Y.,  hospital,  received  the  agency’s  high- 
est honor  for  medical  research  at  a recent 
VA  research  conference  in  Alexandria,  Va. 

The  William  S.  Middleton  Award  was  pre- 
sented by  Chief  Medical  Director  Dr.  John 
D.  Chase  in  recognition  of  Dr.  Gross’s  out- 
standing accomplishments  in  cancer  virus  re- 
search. 


MAC  drug  rules  proposed 

On  November  15,  1974,.  the  Department 
of  HEW  published  proposed  rules  spelling 
out  the  particulars  of  the  Maximum  Allow- 
able Cost  (MAC)  plan  which  has  now  been 
under  study  for  almost  a year.  DHEW  has 
allowed  60  days  for  comment  on  the  sweep- 
ing proposal  which  would  affect  allowable 
drug  costs  of  . . . Medicare  providers  . . . 
State  administered  programs  . . . direct  fed- 


eral grant  programs  . . . and  direct  DHEW 
drug  purchases. 

The  proposal  would  establish  a five  mem- 
ber Pharmaceutical  Reimbursement  Board 
which  would  consider  both  cost  and  quality  of 
drug  products  and  then  establish,  for  multi- 
ple-source drugs,  the  lowest  cost  at  which 
“chemically  equivalent”  drugs  were  gener- 
ally available  in  the  United  States.  “That 
is,”  the  proposal  states,  “marketed  so  as  to 
be  widely  and  consistently  available  to  pro- 
viders in  the  United  States.”  Members  of 
the  Board  would  be  DHEW  employees,  and 
they  would  be  required  to  consult  with  a 
nine  member  Pharmaceutical  Reimbursement 
Advisory  Committee  for  “advise  and  tech- 
nical assistance.”  Responsibility  for  chem- 
ical equivalence  and  bioavailability  require- 
ments, “where  needed,”  would  be  vested  in 
the  FDA.  The  November  15  publication  ex- 
presses concern  that  public  payment  for 
health  services  and  products  “be  made  in  a 
manner  which  ensures  the  most  economical 
expenditures  consistent  with  the  mainten- 
ance of  a high  standard  of  care.”  It  fur- 
ther provides  that  the  MAC  limitation  would 
not  apply  when  a prescriber  certified  in  writ- 
ing that  only  a specific  brand  of  drug  was 
effective  for  or  could  be  tolerated  by  a par- 
ticular patient. 

With  respect  to  the  identification  of  drugs 
to  which  the  MAC  would  be  applied,  the 
Board  would  identify  those  multiple-source 
drugs  “for  which  significant  amounts  of 
Federal  funds  are  or  may  be  expended”  and 
for  which  there  are  or  may  be  significantly 
different  prices  charged  by  various  product 
formulators  and  labelers.  The  Department 
proposes  two  principal  elements  insofar  as 
the  MAC  program  is  concerned:  (1)  the  cost 
of  the  drug  to  the  provider;  and  (2)  the  pro- 
vider’s charge  for  dispensing  the  drug. 

Indian  health  care 

The  Senate  Committee  on  Interior  and 
Insular  Affairs  has  reported  S.  2938,  the 
Indian  Health  Care  Improvement  Act.  The 
comprehensive  measure  authorizes  $1.6  bil- 
lion over  five  years  to  improve  federal  In- 
dian health  services.  Features  of  the  bill  in- 
clude establishment  of  a scholarship  pro- 
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gram  for  training  qualified  Indians  in  the 
fields  of  medicine,  dentistry,  osteopathy  and 
other  health  professions,  improving  exist- 
ing Indian  health  services,  authorizing  ad- 
ditional health  facilities  construction,  and  im- 
proving access  to  health  services  for  Indians. 


Omaha  physicians  elected 

New  Fellows  elected  to  the  American  Col- 
lege of  Physicians  (Nebraska  Region)  in 
November  of  1974  were  Alan  D.  Forker,  M.D., 
and  Vincent  F.  Miscia,  M.D.,  both  of  Omaha. 

HEW  publishes  utilization 
review  regulations 

November  29,  1974,  HEW  published  final 
regulations  governing  utilization  review  pro- 
cedures applicable  to  the  Medicare  and  Medi- 
caid programs.  The  regulations,  which  will 
take  effect  February  1,  1975,  were  developed 
from  the  previously  proposed  system  of  pre- 
admission approval  of  elective  institutional 
care.  The  original  rules,  first  published 
January  9,  1974,  precipitated  over  4,700  com- 
ments from  interested  persons  and  civic 
groups.  The  regulations,  as  now  formulated, 
call  for  the  review  of  admissions  within  one 
working  day  of  each  such  admission.  The 
new  regulations,  which  are  not  related  direct- 
ly to  the  PSRO  law,  will  govern  utilization 
review  procedures  until  the  PSRO  system 
becomes  operational,  which  may  be  as  long 
as  two  years  according  to  HEW  estimates. 
In  the  introductory  comments  accompanying 
the  regulations,  HEW  maintains  that  the 
regulations  will  assist  the  development  of 
PSRO  and  “enable  PSROs  to  concentrate 
their  efforts  on  relatively  smaller  areas  of 
questionable  professional  activities.” 

Since  the  present  regulations  have  been 
published  in  final  form,  there  is  no  oppor- 
tunity for  official  comment  upon  them,  al- 
though HEW  had  been  requested  following 
the  publication  of  the  proposed  rules  of  Jan- 
uary 9 to  republish  any  additional  UR  re- 
quirements in  the  form  of  proposed  rules. 

The  new  regulations  are  separated  into 
two  parts:  (1)  conditions  of  participation  for 
hospitals  and  nursing  facilities  under  Medi- 


care; and  (2)  utilization  control  of  care 
and  services  under  the  state-administered 
Medicaid  plans.  Certain  documentation  would 
be  required  to  support  the  admission  of  a 
Medicare  or  Medicaid  patient.  The  applic- 
able review  committee  would  have  to  be  sup- 
plied with  the  following:  (1)  identification 
of  the  eligible  individual  and  physician  . . . 
(2)  date  of  admission  ...  (3)  the  physician’s 
plan  of  care  which  would  be  periodically  re- 
viewed and  evaluated  “by  a physician  and 
other  personnel  involved  in  the  care  of  the 
eligible  individual”  ...  (4)  where  appro- 
priate, the  date  of  any  operating  room  res- 
ervation ...  (5)  in  the  case  of  an  emer- 
gency admission,  the  justification  of  such 
admission  ...  (6)  the  reasons  for  any  con- 
tinued stay  and  an  appropriate  plan  of  care 
. . . and  (7)  such  other  supporting  material 
as  the  review  committee  may  deem  appro- 
priate. 

The  admission  would  be  evaluated  against 
written  criteria  selected  or  developed  by 
the  institution’s  UR  committee.  Each  in- 
stitution would  develop  or  select  such  cri- 
teria of  care  but  appropriate  regional  norms, 
where  available,  could  be  used  in  determining 
extended  stay  review  points.  Authority 
would  be  granted  for  hospitals  to  exercise 
preadmission  review  of  elective  admissions 
for  those  categories  of  elective  admissions 
which  produce  unusually  high  costs  or  which 
have  been  found  to  be  of  questionable  neces- 
sity or  which  have  been  proposed  by  physi- 
cians “whose  patterns  of  care  have  been 
found  to  be  questionable.”  In  any  event  ad- 
ditional criteria  and  closer  professional  scru- 
tiny would  be  applied  in  the  review  of  such 
admissions. 

Admissions  would  be  reviewed  within  one 
working  day  by  the  committee,  a subgroup 
of  the  committee  or  a designee  of  the  com- 
mittee. Admission  screening  could  be  con- 
ducted by  nonphysician  personnel.  Where 
the  admission  was  found  to  be  unnecessary, 
the  committee  w'ould  notify  the  attending 
physicain  and  afford  him  an  opportunity  to 
present  his  views.  If  he  did  not  present  his 
views,  the  decision  would  become  final.  If, 
however,  he  provided  additional  information, 
the  case  would  be  reviewed  by  at  least  two 
other  physicians.  If  the  admission  were 
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disallowed,  notices  would  be  sent  to  the  in- 
terested parties.  If  it  were  allowed,  a date 
for  continuing  review  would  be  set  based 
upon  the  patient’s  projected  discharge  date. 
Final  determination  regarding  continued 
hospital  stays  would  be  made  within  two 
working  days  after  the  assigned  review  date. 

Although  major  emphasis  is  placed  upon 
“concurrent  review,”  certain  post-payment 
review  procedures  would  also  be  authorized. 

For  example,  among  other  things,  Medi- 
caid plans  would  be  required  to  provide  “For 
a post-payment  review  process  that  allows 
for  the  development  and  review  of  recipient 
utilization  profiles,  provider  service  profiles, 
and  exceptions  criteria;  and  that  identifies 
exceptions  in  order  to  rectify  misutilization 
practices  of  recipients,  providers,  and  insti- 
tutions . . .” 


A Guide  To  Self-Care  In  Diabetes.  This  book 
is  available  from  The  Nebraska  Regional  Medical 
Program,  530  South  13th  Street,  Lincoln,  Nebraska 
68508;  the  preface  is  by  Geraldine  R.  Stamm,  R.D. 
It  was  prepared  by  these  members  of  the  sub- 
committee on  diabetes  education:  Phyllis  Stelling, 
R.N.,  Shirley  DeMott,  R.N.,  Maureen  Harrington, 
R.N.,  Janet  Just,  R.N.,  Nancy  Hickman,  R.D.,  Alice 
McLeod,  R.D.,  Marta  Sarke,  R.D.,  and  Anna  Smhra, 
nutritionist.  The  Diabetes  Education  Planning  Com- 
mittee includes  Tom  Bowen,  Norma  Byrd,  R.N.,  S. 
Douglas  Campbell,  M.D.,  Twila  Carper,  Linda  de 
Wolfe,  R.N.,  Mary  Hummer,  R.N.,  Ramnath  Nayak, 
M.D.,  Robert  Rosenlof,  M.D.,  Anna  Smhra,  Geral- 
dine Stamm,  R.D.,  Phyllis  Stelling,  R.N.,  Jack 
Stiles,  Wesley  Tomhave,  M.D.  and  Jerry  Tussing, 
D.D.S.  8V2  by  11  in.,  160  pages,  limp  cover,  1974; 
$5.00. 

The  book  is  for  the  patient,  of  course.  It  is  divided 
into  seven  sections,  an  index,  and  a supplement. 
You  will  find  meal  planning,  urine  testing,  insulin, 
and  just  about  everything  else.  I don’t  think  I have 
diabetes,  but  if  I did,  I think  I’d  want  this  book. 
I made  the  first  paragraph  of  the  review  long  so 
you  could  see  who  put  the  book  together. 

F.C. 


Books 

Books  reviewed 

Beyond  The  Limits;  edited  by  Frank  J.  Menolas- 
cino,  M.D.  and  Paul  H.  Pearson,  M.D.;  288  pages; 
paperback  $6.50;  published  October  1974  by  Spe- 
cial Child  Publications,  Division  of  Bernie  Straub 
Publishing  Co.,  4535  Union  Bay  Place  N.E.,  Seattle, 
Washington  98105. 

The  text  is  divided  into  five  sections,  and  further 
into  ten  subdepartments;  it  is  written  by  nine  au- 
thors. It  is  the  result  of  a recent  conference  at 
the  University  of  Nebraska  Medical  Center  on  chal- 
lenges in  the  providing  of  services  for  severely 
retarded,  multiply  handicapped  citizens.  There  are 
figures,  references,  and  superb  photographs. 

Fortunately,  the  editors  write,  we  do  not  now 
need  to  say  that  custodial  care  in  large  institutions 
is  the  largest  source  for  these  handicapped  indi- 
viduals. Most  can  now  live  at  home  if  adequate 
developmental  and  family  social  services  exist  in 
the  community. 

I liked  Parents  Of  The  Mentally  Retarded,  A 
Normal  Life,  and  Concluding  Remarks,  but  then  I 
liked  everything  in  between.  It  is  an  excellent  book 
and  a bargain;  the  text  is  well  written,  the  mes- 
sage is  clear  and  refreshing,  the  pictures  are  an 
added  bonus  and  are  nothing  short  of  being  won- 
derful, or  if  you  like,  outstanding. 

Beyond  The  Limits  is  a fine  publication  with 
a splendid  title,  chock  full  of  information;  and 
those  pictures!  Buy  it;  you’ll  like  it;  I recom- 
mend it. 

F.C. 


Handbook  of  Obstetrics  and  Gynecology,  by  Ralph 
C.  Benson,  M.D.;  770  pages;  limp  cover  $8.00;  pub- 
lished 1974  by  Lange  Medical  Publications,  Los 
Altos,  California. 

Dr.  Benson  is  Professor  of  O & G at  the  Univer- 
sity of  Oregon.  This  is  the  fifth  edition  of  the 
Handbook,  which  made  its  appearance  in  1964. 
There  is  a really  good  appendix,  a fine  index,  and 
29  chapters,  complete  with  tables  and  figures. 

The  book  is  up-to-date,  being  in  its  fifth  edi- 
tion; it  has  a chapter  on  therapeutic  abortion  and 
sterilization  in  which  there  are  13  indications  and 
9 methods,  which  are  22  less  than  I learned  in  med- 
ical school,  but  that  was  before  the  Supreme  Court 
said  it  was  all  right. 

The  print  is  easy  to  read,  and  the  book  will  slip 
into  a white-coat  pocket  without  being  obvious.  In 
the  section  on  resuscitation  of  the  newborn,  the 
author  recommends  the  use  of  the  Cole  endo- 
tracheal tube;  it’s  a good  book. 

It’s  recommended,  anyway;  I’d  rather  have  the 
book  than  the  eight  dollars;  it’s  even  a hedge 
against  inflation. 

F.C. 


TtfatKcut'd  /tuxiCia'icf 

Report  given  by  Mrs.  Kelley 

The  following-  is  the  report  given  by  Mrs. 
J.  Whitney  Kelley,  AMA  - ERF  Chairman, 
to  the  House  of  Delegates,  October  4,  1974 : 

I am  indeed  honored  to  be  given  the  op- 


January,  1975 


29 


portunity  to  appear  before  you  again  to 
make  a plea  for  AMA-ERF  and  to  give  you  a 
few  facts  concerning  this  very  worthy  Foun- 
dation. 

The  American  Medical  Association  Edu- 
cation Research  Foundation  is  organized  sep- 
arately from  the  AMA  and  depends  entire- 
ly on  contributions  from  physicians,  the 
Woman’s  Auxiliary,  private  industry,  and 
the  general  public.  We  do  not  ask  for  federal 
funds  nor  do  we  employ  professional  fund 
raisers. 

AMA-ERF  is  an  established  organization 
staffed  by  responsible  executives  who  will 
make  prudent  use  of  your  donations.  The 
programs  of  AMA-ERF  are  carefully  con- 
ceived and  conducted.  They  are  designed  to 
fill  today’s  urgent  needs  in  the  field  of  medi- 
cal education. 

AMA-ERF  has  no  staff  of  its  own  and 
therefore  doesn’t  have  to  take  any  of  the 
“cream  off  the  top”  for  operating  expenses. 
The  AMA  pays  all  overhead  expenses  as  well 
as  providing  staff  members  to  perform 
duties  for  the  Foundation  at  no  cost  to  the 
Foundation. 

AMA-ERF  funds  are  of  extreme  import- 
ance to  our  two  medical  school  deans,  be- 
cause they  can  be  used  as  the  deans  see 
fit  to  solve  their  most  pressing  financial 
problems.  The  funds  may  be  used  to  pay 
faculty  salaries,  purchase  library  books, 
modern  equipment  and  expansion  programs 
or  solve  other  financial  problems  for  which 
budgeted  funds  are  not  available.  There  are 
no  strings  attached  as  to  where  the  funds 
may  be  used. 

More  than  58  million  dollars  has  been 
loaned  to  medical  students,  hospital  interns, 
and  residents  since  1962  when  the  Founda- 
tion came  into  existence.  In  the  state  of 
Nebraska  alone  1,419  loans  have  been  made 
totalling  $1,631,400  during  this  time.  94 
loans  amounting  to  $118,240  were  made  dur- 
ing the  1973-74  school  year. 

We  all  know  that  the  Federal  govern- 
ment has  been  pouring  millions  into  student 


loans;  however,  recent  cutbacks  have  shown 
that  the  federal  funds  are  not  limitless,  and 
the  department  of  HEW  reports  that  federal 
aid  can  accommodate  only  some  of  the  medi- 
cal students  who  need  help.  Then  too,  not 
everyone  wants  to  be  subsidized  by  tax 
payers  money.  Many  medical  students  pre- 
fer to  finance  their  own  education  because 
then  there  are  not  strings  attached. 

Contrary  to  the  article  that  appeared  in 
the  newspaper  on  September  19,  1974  con- 
cerning the  rate  of  default  on  federal  loans 
to  students,  there  is  less  than  4%  default 
on  loans  guaranteed  by  AMA-ERF,  and  most 
of  these  are  due  to  illness  or  death.  If  there 
is  a default  not  due  to  illness  or  death  the 
AMA-ERF  pays  off  the  loan  and  the  interest 
to  the  bank  and  collects  it  from  the  student 
after  he  starts  his  practice. 

The  national  slogan  for  last  year  was  “A 
Million  for  Millions,”  and  the  organization 
exceeded  its  million  dollar  goal.  Our  state 
contributions  amounted  to  $10,240.47,  an 
Auxiliary  per  capita  of  $13.69.  This  fan- 
tastic sum  was  made  possible  by  the  gener- 
osity of  you  fine  gentlemen  and  the  hard 
work  of  your  wives.  I have  worked  long 
and  hard  for  something  which  I hold  near 
and  dear  to  my  heart  — AMA-ERF  — but 
without  the  help  of  your  wives  and  your  gen- 
erosity I could  have  accomplished  exactly 
nothing.  I have  said  many  times  that  this 
is  not  a one  man  (or  woman  as  the  case  may 
be)  operation. 

We  have  great  hopes  for  making  the  year 
1974-75,  and  my  last  year  as  State  Chair- 
man, better  than  ever  before  so  that  Ne- 
braska will  have  a part  in  fulfilling  the  goal 
of  a “A  Million  and  More.”  We  would  like 
so  very  much  to  increase  our  Auxiliary  per 
capita  to  $15.00,  and  this  will  mean  an 
increase  of  only  $1.31.  Won’t  you  please 
help  us? 

Thank  you,  gentlemen,  for  your  kindness 
and  your  courtesy  in  permitting  me  to  ap- 
pear before  you  again  to  make  my  plea  for 
AMA-ERF.  Thank  you. 
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Studies  on  Neutropenia  of  Cancer  Chemo- 
therapy — A.  S.  Deinard  et  al  (Box  60, 
Univ  of  Minnesota  Hospital,  Minneapolis 
55455).  Cancer  33:1210-1218  (May) 
1974. 

Cancer  patients  who  are  receiving  chemo- 
therapy are  considered  to  be  at  an  increased 
risk  of  infection  when  the  peripheral  neu- 
trophil counts  falls  below  2,000  cells/cu  mm. 
To  protect  them  from  such  risk,  the  treat- 
ment is  discontinued.  The  size  of  the  mar- 
ginal neutrophil  pool,  the  extent  of  mar- 
row neutrophil  reserves,  the  patient’s  abil- 
ity to  develop  a tissue  neutrophil  and  mono- 
nuclear cell  response  to  a nonspecific  inflam- 
matory stimulus,  and  the  in  vitro  metabolic 
activity  of  neutrophils  were  measured  in  25 
patients  with  solid  tumors  before  and  after 
a course  of  chemotherapy.  Infection  only 
occurred  with  a depression  of  marrow  neu- 
trophil reserves  or  a depression  in  the  tis- 
sue neutrophil  and  mononuclear  cell  response 
to  nonspecific  inflammation.  The  functional 
capability  of  neutrophils,  as  measured  by 
the  in  vitro  metabolic  responses  to  phagocy- 
tosis of  latex  particles,  remained  intact  de- 
spite peripheral  neutropenia.  Chemotherapy 


may  be  safely  continued,  despite  peripheral 
neutropenia,  as  long  as  the  marrow  reserves 
and  tissue  leukocyte  inflammatory  respons- 
es remain  intact. 

Delayed  Recovery  of  Intellectual  Function 
After  Minor  Head  Injury  — D.  Gronwall 
(P.  Wrightson,  Dept  of  Neurosurgery, 
Auckland  Hosp,  Auckland,  New  Zealand). 
Lancet  2:605-609  (Sept  14)  1974. 

Patients  who  have  suffered  concussion  are 
for  a period  unable  to  process  information  at 
a normal  rate.  The  time  taken  to  recover 
is  related  to  the  severity  of  the  injury, 
judged  from  the  duration  of  posttraumatic 
amnesia,  and  after  uncomplicated  concus- 
sion is  usually  less  than  35  days.  Patients 
with  postconcussion  symptoms,  who  com- 
plain of  inability  to  carry  out  normal  work, 
poor  concentration,  fatigue,  irritability,  and 
headache,  show  a reduction  of  information- 
processing rate  which  is  inappropriate  to  the 
time  elapsed  since  injury  and  which  per- 
sists beyond  the  usual  period  of  35  days. 
It  is  suggested  that  reduction  of  information- 
processing rate  is  an  important  factor  in 
the  genesis  of  the  postconcussion  syndrome. 
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Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska Medical  Association  will  be  accepted  without 
charge  for  one  issue.  Each  advertisement  will  be  taken 
out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements, 
replies  should  be  addressed  in  care  of  The  Nebraska 
Medical  Journal.  1902  First  National  Bank  Building, 
Lincoln,  Nebraska  68508. 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 

Nebraska.  Three  nursing  homes  in  town,  good 
territory.  Equipped  office  available  for  den- 
tist. Write  Box  8,  Beaver  Citv,  Nebraska 
68926. 

CLINIC  PHYSICIAN  — With  special  in- 
terest in  the  area  of  Maternal  and  Child  Health 
for  a City-County  Health  Department  now 
serving  a population  of  approximately  400,000. 
Physician  licensed  or  eligible  to  practice  medi- 
cine in  Nebraska.  Contact  Health  Director, 
City-County  Health  Department,  3939  Leaven- 
worth, Omaha,  Nebraska  68105.  Telephone 
402-444-7471. 


WESTERN  NEBRASKA  TOWN  on  180 
and  U.S.  30  needs  two  physicians  (G.P.  or 
family  practice).  Fully  equipped  hospital. 
Help  available  in  procuring  clinic  facilities. 
An  ideal  community  to  raise  families.  Agri- 
culture is  principal  industry.  Contact:  Ronald 
L.  Howerter  (308)  874-2292  or  (308)  874-2610. 

PHYSICIAN,  CHIEF  OF  MATERNAL 
AND  CHILD  HEALTH  SERVICES  — To  as- 
sume responsibility  for  the  maintenance  and 
supervision  of  the  Maternal  and  Child  Health 
Program  for  a City-County  Health  Depart- 
ment now  serving  a population  of  approxi- 
mately 400,000.  Physician,  licensed  or  eligible 
to  practice  medicine  in  Nebraska, 
Master  of  Public  Health  or  Board  eligible  in 
areas  of  Preventive  Medicine  or  Pediatrics  or 
equivalent  graduate  or  resident  training.  Sal- 
ary range  $29,100  to  $37,090,  plus  retirement 
and  other  fringe  benefits.  Contact  Health 
Director,  City-County  Health  Department,  3939 
Leavenworth,  Omaha,  Nebraska  68105.  Tele- 
phone 402-444-7471. 
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isruptive  anxiety  usually  meets  its  match  here. 


)ften  effective  when  reassurance  and  counseling  are  insufficient. 
Three  dosage  strengths  to  meet  most  therapeutic  needs. 


;fore  prescribing,  please  consult  complete 

Iuct  information,  a summary  of  which 
ws: 

dications:  Relief  of  anxiety  and  tension 
irring  alone  or  accompanying  various 
ase  states. 

intraindications:  Patients  with  known 
irsensitivity  to  the  drug, 
amings:  Caution  patients  about  possible 
bined  effects  with  alcohol  and  other  CNS 
essants.  As  with  all  CNS-acting  drugs, 
ion  patients  against  hazardous  occupa- 
; requiring  complete  mental  alertness 
, operating  machinery,  driving).  Though 
;ical  and  psychological  dependence  have 
ly  been  reported  on  recommended  doses, 
caution  in  administering  to  addiction- 
le  individuals  or  those  who  might  increase 
ige;  withdrawal  symptoms  (including 
/ulsions),  following  discontinuation  of  the 
; and  similar  to  those  seen  with  barbitu- 
s,  have  been  reported.  Use  of  any  drug  in 
;nancy,  lactation,  or  in  women  of  child- 
ing  age  requires  that  its  potential  benefits 
weighed  against  its  possible  hazards, 
recautions: 

RAL:  In  the  elderly  and  debilitated  and  in 
dren  over  six,  limit  to  smallest  effective 
age  (initially  10  mg  or  less  per  day)  to 
dude  ataxia  or  oversedation,  increasing 
dually  as  needed  and  tolerated.  Not  recom- 
lded  in  children  under  six. 

'UECTABLE:  Keep  patients  under  observa- 
, preferably  in  bed,  up  to  three  hours  after 
al  injection;  forbid  ambulatory  patients  to 
rate  vehicle  following  injection;  do  not 
linister  to  patients  in  shock  or  comatose 
es;  use  reduced  dosage  (usually  25  to  50 
for  the  elderly  or  debilitated  and  for 
dren  age  twelve  or  older. 
ral  and  injectable:  Though  generally 
recommended,  if  combination  therapy 
i other  psychotropics  seems  indicated, 
afully  consider  individual  pharmacologic 
cts,  particularly  in  use  of  potentiating 
lpounds  such  as  MAO  inhibitors  and 
nothiazines.  Observe  usual  precautions  in 
sence  of  impaired  renal  or  hepatic  func- 
. Paradoxical  reactions  (e.g.,  excitement, 
lulation  and  acute  rage)  have  been 
orted  in  psychiatric  patients  and  hyper- 
ve  aggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

With  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d .;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
(See  Precautions.) 

For  Parenteral  Administration:  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium®  (chlordiazepoxide  HCI) 
Capsules— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Pre- 
scription Paks  of  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampuls—  Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions. Boxes  of  10. 
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Please  see  preceding  page  for  summary  of  product  information. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two.  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Important  Note:  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients. avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  is  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications  Children  14  years  or  less, 
senile  patients;  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction,  hyperten- 
sion, thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis, 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  ther- 
apy, existance  of  concomitant  diseases  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions  The  disease  con- 
dition itself  is  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers  Drug  may  appear  in  cord 
blood  and  breast  milk  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l.  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid) 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions,  complete 
physical  examination  including  check  of  pa- 
tient's weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car.  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions  This  is  a potent  drug,  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis, fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome.  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation, hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98- 146-070- J (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 
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Omnibus  health  bill  to  president 

The  House  and  Senate  agreed  to  the  con- 
ference report  on  H.R.  14214,  the  Health 
Revenue  Sharing  and  Health  Services  Act  of 
1974,  thus  clearing  this  measure  for  signa- 
ture by  President  Ford.  The  bill  extends 
and  amends  several  existing  programs  and 
adds  some  new  programs  under  the  general 
authority  of  the  Public  Health  Service  Act. 
The  present  programs  being  extended  are: 
Authority  for  block  grants  to  the  states  to 
assist  in  meeting  the  cost  of  providing  com- 
prehensive public  health  services,  called 
health  revenue  sharing  under  this  bill;  au- 
thority for  family  planning  and  population 
research  programs;  financial  assistance  to 
community  mental  health  centers ; authority, 
on  a greatly  expanded  basis,  for  the  develop- 
ment of  migrant  health  centers ; and  specific 
authority  for  community  health  centers.  In 
the  past,  general  authority  under  the  PHS 
Act  was  utilized  for  the  development  of 
neighborhood  health  centers.  This  bill  would 
replace  those  provisions  with  specific  au- 
thority for  the  support  of  community  health 
centers.  New  programs  which  have  been 
added  by  this  legislation  include  authority 
to  establish,  within  the  National  Institute  of 
Mental  Health,  a National  Center  for  the 
Prevention  and  Control  of  Rape.  Also  add- 
ed was  authority  for  making  grants  to  meet 
the  initial  costs  of  establishing  and  operat- 
ing public  and  nonprofit  agencies  which  will 
provide  home  health  services  in  areas  in 
which  such  services  are  not  otherwise  avail- 
able. Funds  under  this  authority  could  also 
be  used  to  expand  the  services  which  are 
presently  available  through  existing  agencies 
and  to  meet  the  costs  of  compensating  pro- 
fessional and  para-professional  personnel 
during  the  initial  operation  of  the  agencies 
or  the  expansion  of  services  of  existing 
agencies.  The  bill  also  calls  for  the  appoint- 
ment of  a Committee  on  Mental  Health  and 
Illness  of  the  Elderly,  the  establishment  of  a 
temporary  Commission  for  the  Control  of 
Epilepsy  and  its  Consequences.  Finally,  the 
bill  contains  authority  for  federal  assistance 
to  aid  in  the  establishment  of  comprehensive 
hemophilia  diagnostic  and  treatment  centers. 
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AMA  calls  for  study  of 
malpractice  issue 

AMA  President  Malcolm  Todd,  M.D.,  after 
meeting  with  HEW  officials  recently,  called 
for  initiation  of  a conference  between  rep- 
resentatives of  the  AMA  and  HEW  to  discuss 
problems  regarding  the  liability  of  health 
care  providers  to  beneficiaries  under  federal 
health  programs.  Doctor  Todd’s  statement, 
contained  in  a letter  to  HEW  Secretary  Cas- 
par W.  Weinberger,  stated  that,  “What  is 
needed  is  a swift  system  for  paying  deserving 
claims  so  that  justice  can  be  prompt.  For 
both  the  physician  accused  of  malpractice, 
who  bears  a severe  emotional  burden,  and 
the  patient  who  becomes  an  unfortunate 
plaintiff,  justice  delayed  is  justice  denied.” 
Doctor  Todd  also  called  for  an  end  to  wind- 
fall malpractice  payments  and  excessive 
litigation  fees  and  costs.  The  Department  of 
HEW  is  presently  examining  the  possibility 
of  federal  legislation  to  deal  with  medical 
malpractice  and  the  malpractice  insurance 
problem. 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  "top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  Norfolk 
Printing  Co.,  Inc.,  P.  O.  Box  278,  Norfolk,  Nebr.  68701. 
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HEW  staff  changes 

Charles  C.  Edwards,  M.D.,  Assistant  Secre- 
tary for  Health,  has  announced  his  resig- 
nation from  the  Department  of  HEW.  Dr. 
Edwards,  who  has  served  in  his  present  posi- 
tion since  1973,  was  previously  the  Commis- 
sioner of  the  Food  and  Drug  Administration. 
He  will  now  become  Senior  Vice  President 
for  Research  and  Scientific  Affairs  of  Bec- 
ton,  Dickinson  & Co.,  a major  supplier  of 
medical  laboratory  and  industrial  safety 
equipment.  In  another  development  Robert 
S.  Stone,  M.D.,  was  removed  as  Director  of 
the  National  Institutes  of  Health.  The  deci- 
sion was  protested  by  several  members  of 
the  biomedical  research  community  including 
a panel  of  Nobel  Prize  winners.  The  Feder- 
ation of  American  Scientists  protested  the 
action,  characterizing  it  as  the  “politicizing” 
of  NIH  directorship.  Dr.  Stone’s  removal 
marked  the  second  change  in  NIH  leadership 
in  a two-year  period. 


adjunctive 
therapy 
for  wound 
debridement 


HELPS  TO  REMOVE, 

• Necrotic  Tissue 

and  Associated  Odor 

HELPS  PREPARE 
WOUND  FOR, 

• Granulation/Healing 

• Granulation/Grafting 


CLEANSE  WOUND 

Thoroughly  cleanse  and 
irrigate  wound  area  with 
sodium  chloride  or  water 
solutions.  Wound  MUST 
be  cleansed  of 
antiseptics  or  heavy- 
metal  antibacterials. 


THOROUGHLY  MOISTEN 

Thoroughly  moisten 
wound  area  either 
through  tubbing, 
showering,  or  wet  soaks 
(e.g.,  sodium  chloride  or 
water  solutions). 


APPLY  ENZYME 

Apply  a layer  of  TRAVASE 
Ointment.  Assure  intimate 
contact  with  necrotic 
tissue  and  complete 
wound  coverage. 


APPLY  MOIST  DRESSING 

Apply  loose  moist 
dressings  (most 
important  with  dry 
leathery  eschar). 


CHANGE  DRESSINGS 

When  changing  dressing 
gently  wipe  away  the 
dissolved  material. 
Repeat  the  procedure, 
including  application  of 
TRAVASE  Ointment, 

3 to  4 times  per  day  for 
best  results. 


Travase  Ointment 


Please  see  next  page  for  prescribing  information. 


Travase  Ointment  brand  of  sutnains 


ulcers 


TERRY  V.  CARLE,  M.D.,  CLINICAL  INSTRUCTOR.  DEPT  OF  PHYS.  MED,  & REHAB,. 
CRAIG  REHABILITATION  HOSPITAL.  UNIVERSITY  OF  COLORADO 


Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


After  nine  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


burns 


DALE  B.  DUBIN,  M.D.,  DIPLOMATE, 

AMERICAN  BOARD  OF  PLASTIC  SURGERY,  TAMPA,  FLORIDA 


Before  treatment . . . 


48  hours  following  treatment  with  TRAVASE 
Ointment  on  right  hand;  left  hand  is  control. 


Travase"  Ointment 

(brand  of  Sutilains) 

Indications:  For  wound  debridement,  TRA- 
VASE Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following 
lesions: 

Second  and  third  degree  burns, 

Decubitus  ulcers, 

Incisional,  traumatic,  and 
pyogenic  wounds, 

Ulcers  secondary  to  peripheral 
vascular  disease. 

Contraindications:  Application  of  TRAVASE 
Ointment  is  contraindicated  in  the  following 
conditions: 

Wounds  communicating  with  major  body 
cavities, 

Wounds  containing  exposed  major  nerves 
or  nervous  tissue, 

Fungating  neoplastic  ulcers, 

Wounds  in  women  of  child-bearing 

potential — because  of  lack  of  laboratory 
evidence  of  effects  of  TRAVASE  upon 
the  developing  fetus. 


Warning:  Do  not  permit  TRAVASE  Ointment 
to  come  into  contact  with  the  eyes.  If  con- 
tact is  made,  immediately  rinse  with  copious 
amounts  of  water,  preferably  sterile. 

Precautions:  A moist  environment  is  essen- 
tial to  optimal  activity  of  the  enzyme.  En- 
zyme activity  may  also  be  impaired  by  cer- 
tain agents  (see  package  insert).  Although 
there  have  been  no  reports  of  systemic 
allergic  reaction  in  humans,  studies  have 
shown  that  there  may  be  an  antibody  re- 
sponse in  humans  to  absorbed  enzyme 
material. 

Adverse  Reactions:  Consist  of  mild,  tran- 
sient pain,  paresthesias,  bleeding  and  tran- 
sient dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  anal- 
gesics. Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally 
have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result 
of  the  application  of  TRAVASE  Ointment, 
therapy  should  be  discontinued.  No  systemic 
toxicity  has  been  observed  as  a result  of  the 
topical  application  of  TRAVASE  Ointment. 


DOSAGE  AND  ADMINISTRATION:  STRICT 

ADHERENCE  TO  THE  FOLLOWING  IS  RE- 
QUIRED FOR  EFFECTIVE  RESULTS  OF 

TREATMENT: 

1.  Thoroughly  cleanse  and  irrigate  wound 
area  with  sodium  chloride  or  water 
solutions.  Wound  MUST  be  cleansed  of 
antiseptics  or  heavy-metal  antibacterials 
which  may  denature  enzyme  or  alter 
substrate  characteristics  (e  g., 
hexachlorophene,  silver  nitrate, 
benzalkonium  chloride,  nitrofurazone, 
etc.). 

2.  Thoroughly  moisten  wound  area  either 
through  tubbing,  showering,  or  wet  soaks 
(e.g.  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer 
assuring  intimate  contact  with  necrotic 
tissue  and  complete  wound  coverage 
extending  Va  to  % inch  beyond  the  area 
to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per 
day  for  best  results. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 

Deerfield.  Illinois  60015 


“According  to  your  diabetes  report,  the  sugar 
shortage  hasn’t  hit  you  yet.” 
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Claims 

^ Hospitals  Physicians 
Dentists 

State  Licensed  and  Bonded 
“FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

307  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 

FREMONT  OFFICE 

1941  East  8th  Street 
Phone  727-9244 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties : 

Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela,  Lincoln.  Counties : 

Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  James 
G.  Carlson,  Verdigre.  Counties : 

Knox,  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Mad- 
ison, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

M.  Sorensen,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

G.  Steenburg,  Aurora.  Counties : 

Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

H.  Nelson,  Crete.  Counties : Sa- 
line, Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  A. 

Dean  Gilg,  Bassett.  Counties : 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 
R.  Walker,  Kearney.  Counties: 
Hall,  Custer,  Valley,  Greeley, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine,  Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Fred  J. 

Rutt,  Hastings.  Counties : Gos- 

per, Phelps,  Adams,  Furnas,  Har- 
lan, Webster,  Kearney,  Red  Wil- 
low, Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Berl 
W.  Spencer,  Ogallala.  Counties : 
Lincoln,  Perkins,  Keith.  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Calvin 
M.  Oba,  Scottsbluff.  Counties : 
Scotts  Bluff.  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyene,  Sioux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha  Medical 

Otoe 

Perkins-Chase 

Phelps 

Platte-Loup  Valley 

Saline 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska. 

S.E.  Nebraska 

S.W.  Nebraska 

Washington -Burt 

York-Polk 


Earl  J.  Dean,  Hastings Clyde  L.  Kleager,  Hastings 

R.  E.  Kopp,  Plainview  D.  F.  Johnson,  Jr.,  Osmond 

(Jnarles  l,.  Sweet,  Albion 

Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

Gerald  L.  Morris,  Kearney William  H.  Northwall,  Kearney 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Clinton  B.  Dorvvart,  Sidney Clinton  B.  Dorwart.  Sidney 

Thomas  R.  Tibbels,  West  Point L.  L.  Ericson,  West  Point 

M.  L.  Chaloupka,  Broken  Bow Loren  H.  Jacobsen,  Broken  Bow 

John  H.  Worthman,  Cozad Rodney  A.  Sitorius.  Cozad 

Roger  A.  Dilley,  Fremont William  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph... Charles  G.  Muffley,  Pender 

Morris  D.  Mathews,  St.  Paul Richard  M.  Fruehling,  St.  Paul 

Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

Richard  F.  Demay,  Gr.  Island Gordon  D.  Francis,  Gr.  Island 

Houtz  G.  Steenburg.  Aurora Richard  O.  Forsman.  Aurora 

Robert  W.  Waters,  O’Neill Don  D.  Bailey,  O’Neill 

R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch,  Sr.,  St.  Paul 

Gordon  O.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

Douglas  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

W.  F.  Nye,  Lincoln Dwight  L.  Snyder.  Lincoln 

Miles  E.  Foster.  North  Platte Lewis  B.  Harden.  North  Platte 

V W'aac.  Norfolk F.  Martin,  Norfolk 

D.  E.  Metcalf,  Gordon B.  A.  Owen,  Gordon 

Maurice  M.  Steinberg,  Omaha Donald  J.  Pavelka,  Omaha 

C.  R.  Williams,  Syracuse Gary  L.  Rademacher,  Nebr.  City 

L.  C.  Potts,  Grant Paul  Bottom,  Grant 

Frank  A.  Brewster,  II,  Holdrege  Rex  J.  Kelly.  Holdrege 

Herbert  D.  Kuper,  Columbus A.  H.  Liebentritt,  Columbus 

Jerry  A.  Adler,  Crete Clarence  Zimmer,  Friend 

E.  J.  Hinrichs,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

Jerome  A.  Fuhrman,  Gering R.  Dan  Clark,  Gering 

Roger  A.  Jacobs.  Seward R.  W.  Herpolsheimer.  Seward 

Vincent  S.  Lynn,  Geneva Chas.  F.  Ashby,  Geneva 

Paul  M.  S^ntt.  Auburn Theo.  C.  Kiekhafer,  Falls  City 

G.  A.  Harris,  Cambridge John  L.  Batty,  McCook 

Clifford  M.  Hadley,  Lyons H.  Neal  Sievers,  Blair 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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ORGANIZATIONS,  STATE 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Room  217,  Lincoln  68508 

American  Lung  Association  of  Nebraska 

Delmar  R.  Serafy,  Executive  Director 
406  W.O.W.  Building,  Omaha  68102 

American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 

The  Arthritis  Foundation,  Nebraska  Chapter 

Timothy  P.  Keyser,  Executive  Director 
904  South  75th  St.,  Omaha  68114 

United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 

Charles  F.  Lemr,  Executive  Director 
5002  Davenport,  Omaha  68132 

Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 

Cystic  Fibrosis  Foundation,  Nebraska  Chapter 

Mark  Dorcey,  Executive  Director 

8401  West  Dodge  Road,  Suite  17,  Omaha  68114 

Teri  Zimmerman,  Associate  Director 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 

Multiple  Sclerosis  Society,  Lincoln  Chapter 

Mrs.  Harold  R.  Stoehr,  Executive  Secretary 
Lincoln  Center  Bldg.,  Room  317,  Lincoln  68508 

Muscular  Dystrophy  Association  of  America 

Ken  Kontor,  District  Director 
1906  No.  90th  Street,  Omaha  68114 

National  Foundation,  Inc.  (March  of  Dimes) 

Robin  B.  Fraser,  1620  “M”  St.,  Lincoln  68508 

National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  WOW  Bldg.,  1319  Farnam  St.,  Omaha  68102 

Nebraska  Academy  of  Ophthalmology 

Kazimirs  Stivrins,  M.D.,  President 
3145  "O”  St.,  Box  81009,  Lincoln  68501 

Nebraska  Academy  of  Otolaryngology 

Ray  O.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Association  of  Pathologists 

Donald  A.  Dynek,  M.D.,  Sec’y-Treas. 

5440  South  St.,  Suite  1300,  Lincoln  68506 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Ne/braska  Chapter  — American  Academy  of  Family  Physicians 

William  A.  DeRoin,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Pediatrics 

K.  J.  Fijan,  M.D.,  State  Chairman 
630  North  Cotner,  Lincoln  68505 
Charles  G.  Erickson.  M.D.,  See’y-Treas. 

4701  Normal  Blvd.,  Lincoln  68506 

Nebraska  Chapter  — American  College  of  Radiology 

Robert  E.  Bodmer,  M.D.,  Secretary-Treasurer 
622  The  Doctors  Bldg.,  Omaha  68131 

Nebraska  Chapter  — American  College  of  Surgeons 

Herbert  E.  Reese,  M.D.,  Secretary-Treasurer 
5440  South  St.,  Lincoln  68506 

Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 

Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc.  — Omaha  Chapter 

Mrs.  Bessie  M.  White 

921  Dorcas,  Room  221,  Omaha  68108 

Nebraska  Dietetic  Association 

Miss  Alice  Lynn,  President 
5056  Grover,  Omaha  68106 

Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 

Nebraska  Easter  Seal  Society 

12177  Pacific  St.,  Omaha  68154 

Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 

Nebraska  Heart  Association 

Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 


Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 

Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 

NEBRASKA  MASTER  POISON  INFORMATION  CENTER 

Childrens  Memorial  Hospital 

502  South  44th  Avenue,  Omaha  68105 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Secretary 

1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Secretary 

1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 

Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson,  Executive  Director 
3100  “O”  Street,  Suite  5,  Lincoln  68510 

Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 
521  The  Doctors  Bldg.,  Omaha  68131 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Bulding,  Lincoln  68508 

Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 

Nebraska  Public  Health  Association 

Mr.  Dan  Worthing,  President 
Omaha-Douglas  County  Health  Department 
1201  South  42nd  St.,  Omaha  68105 

Nebraska  Region  — American  College  of  Physicians 

John  D.  Hartigan.  M.D.,  Governor  for  Nebraska 
527  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln  68508 

Nebraska  Rehabilitation  Services  Division 

Garry  D.  Cartwright,  Asst.  Commissioner-Director 

Dept,  of  Education 

233  South  10th  Street,  Lincoln  68508 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D..  President 

1512  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Society  for  Internal  Medicine 

Dan  A.  Nye,  M.D.,  President 

17  West  31st  St.,  P.O.  Box  K,  Kearney  68847 

Nebraska  Society  for  Medical  Technologists 

Walt  Buckner,  III,  President 
5419  Crown  Point  Ave.,  Omaha  68104 

Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention 
of  Blindness,  Inc.,  120  South  42nd  St.,  Lincoln  68510 

Nebraska  Society  of  Anesthesiologists 
John  L.  Gordon,  M.D.,  President 
10730  Pacific  St.,  Suite  234,  Omaha  68114 

Nebraska  Society  of  Radiologic  Technologists 
John  E.  Sonnenfield,  R.T.,  President 
611  South  84th  St.,  Omaha  68114 

Nebraska-South  Dakota,  District  Branch  of  the 
American  Psychiatric  Association 

Merrill  T.  Eaton,  Jr.,  M.D.,  President 
602  South  45th  St.,  Omaha  68106 

Nebraska  State  Department  of  Health 

Henry  Smith.  M.D.,  Director 

Lincoln  Building,  1003  “O”  Street,  Lincoln  68508 

Nebraska  State  Obstetric  and  Gynecology  Society 

Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Wilma  R.  Rabb.  President 

1515  South  126th  St.,  Omaha  68144 

Mrs.  Gwen  Hurlburt,  Corresponding  Secretary 

4808  No.  47th  St.,  Omaha  68104 

Nebraska  Urological  Association 

C.  Thomas  Frank,  M.D..  Secretary-Treasurer 
44th  and  Farnam,  Omaha  68131 

Nebraska  Veterinary  Medical  Association 

Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Midwest  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
University  of  Nebraska  Medical  Center 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey  Avenue,  Omaha  68105 
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HERE 


Muscles 
and  joints 


Wherever  it  hurts,  Empirin 
Compound  with  Codeine  usually 
provides  the  symptomatic 
relief  needed. 


In  flu  and  associated  respiratory 
infection,  Empirin  Compound 
with  Codeine  provides  an 
antitussive  bonus  in  addition  to 
relief  of  pain  and  bodily 
discomfort. 


prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1)  *Warning-may 
be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3V2, 
phenacetin  gr.  2V2,  caffeine 
gr.  V2. 


WHEN  FLU  HITS  AND 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


The  Role 
of  the 

Detail  Man 


Dr.  Willard  Gobbell 
Family  Physician 
Encino,  California 


§ 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 
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Dialogue 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge 
able  about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 


Family  Physician's  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihoc 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


, He  a Source  of  Information? 

Yes,  with  certain  reservations, 
he  average  sales  representative 
as  a great  fund  of  information 
bout  the  drug  products  he  is  re- 
oonsible  for.  He  is  usually  able  to 
nswer  most  questions  fully  and 
itelligently.  He  can  also  supply 
eprints  of  articles  that  contain  a 
reatdeal  of  information.  Here, 
x>,  I exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
nd  opinions  that  I find  in  the 
apers  and  studies  which  come 
'om  the  larger  teachingfacilities. 
goes  without  sayingthat  a physi- 
ol ian  should  also  rely  on  other 
ta.  ources  for  his  information  on 
harmacology. 

raining  of  Sales  Representatives 

Ideally,  a candidate  for  the 
iosition  as  a sales  representative 
fa  pharmaceutical  company 
hould  be  a graduate  pharmacist 
/ho  has  a questioning  mind.  I don’t 
hink  this  is  possible  in  every  case, 
nd  so  it  becomes  the  responsibility 


opacity  they  are  indeed  useful; 
/articularly  in  the  fact  that  they 
iisseminate  broadly  based  educa- 
ional  material  and  serve  not  just 
is  “pushers”  of  their  drugs. 

he  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
:al  companies  are  not  producing  all 
his  material  as  a labor  of  love— 
hey  are  in  the  business  of  selling 
/roducts  for  profit.  In  this  regard 
he  ambitious  and  improperly  moti- 
'ated  sales  representative  can 
ixert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
>enting  a one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
pn  drugs  for  his  total  therapy.  In 
:hese  ways,  the  salesman  has  often 
distorted  objective  reality  and 
jndermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce— information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose"  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  forthem. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


Keeping  things  in  balance*..* 


Antivert /25  Tablets 

( 25  mg.  meclizine  HC1) 


INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-Narional  Research  Council  and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

Effective  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective  Management  of  vertigo  associated  with  diseases  affecting 
the  vestibular  system 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation 

CONTRAINDICATIONS  Administration  of  Antivert  dunng  pregnancy  or  to 
women  who  may  become  pregnant  is  contraindicated  in  view  of  the  teratogenic 
effect  of  the  drug  in  rats. 

The  admimstranon  of  medicine  to  pregnant  rats  dunng  the  12-15  day  of  gestation 


has  produced  cleft  palate  in  the  oftspnng.  Limited  studies  using  doses  of  over  100 
mg.Ag./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft 
palate  Congeners  of  medicine  have  caused  cleft  palate  in  species  other  than  the  rat 
Medicine  HC1  is  contraindicated  in  individuals  who  have  shown  a previous 
hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug, 
patients  should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or 
operating  dangerous  machinery 

Usage  in  Children.  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done,  therefore,  usage  is  not  recommended  in  the  pediatric  age  group 
Usage  in  Pregnancy  See  "Contraindications  SlfSth 

ADVERSE  REACTIONS  Drowsiness,  dry  HUvnlVj 
mouth  and,  on  rare  occasions,  blurred  vision  A d)visi0n  of  p,l2er  Pharmaceuticals 
have  been  reported  New  York.  New  York  10017 


“Maybe  you’d  better  tell  Mrs.  Risney  to  come 
back  tomorrow  . . . I’m  still  reviewing  her 
history.” 


Physical  and  Demographic  Features  of  Men 
Before  Developing  Cancer  of  Prostate  — 

P.  Greenwald  et  al  (New  York  State  Dept 
of  Health,  Cancer  Control  Bureau  and  Of- 
fice of  Biostatistics,  Albany  12208).  J 
Natl  Cancer  Inst  53:341-346  (Aug)  1974. 

Physical  and  demographic  characteristics 
of  268  men  examined  while  in  college,  and 
who  later  died  with  cancer  of  the  prostate, 
were  compared  to  characteristics  of  536  con- 
trols. Attention  centered  on  features  pos- 
sibly influenced  by  hormonal  factors  before 
development  of  the  cancer.  The  anthropo- 
metric indexes  of  somatotype,  gynandro- 
morphy,  androgyny,  baldness,  and  pilosity 
were  similar  for  the  cases  and  the  controls, 
as  were  a number  of  other  body  measure- 
ments. Of  197  married  men  with  prostate 
cancer,  29  had  no  children  as  compared  to 
49  of  228  married  controls  (P  = 0.06). 
There  were  no  significant  differences  in  the 
proportion  ever  married,  age  at  first  mar- 
riage, age  at  first  child,  age  at  last  child, 
occupation,  or  college  or  postgraduate  activ- 
ities. 


The  anguish  associated  with  cancer  Is 
compounded  by  the  cancer  quack. 
False  hopes— harmful  delays— shat- 
tering expenses— deceptive  diag- 
noses— loss  of  life— these  are  some 
of  the  hazards  facing  the  cancer 
patient  desperate  enough  to  seek  a 
cancer  quack. 

You,  doctor,  play  a major  role  in 
the  fight  against  cancer  quackery. 

We  are  here  to  "partner”  you. 

Our  National  Office  maintains  an 
up-to-date  central  repository  of 
materials  on  unproven  methods  of 
cancer  diagnosis  and  treatment.  Its 
services  are  widely  used  by  all  seg- 
ments of  the  community,  from  coast 
to  coast. 

To  trigger  grass-roots  action,  our 
model  State  Cancer  Remedy  Act  to 
control  the  promotion  and  sale  of 
unproven  methods  of  cancer  man- 
agement, has  inspired  nine  states  to 
legislate  against  cancer  quackery— 
with  active  support  from  the  medical 
community.  Copies  of  the  model  act, 
and  of  the  laws,  are  available  in  our 
National  and  Division  offices. 

In  these,  as  in  all  our  efforts 
against  cancer;  ours  is  a lifesaving 
partnership. 


LIFESAVING 

PARTNERSHIP 

AGAINST 

CANCER 

QUACKERY 


American 


Cancer 


Society 


NEBRASKA  DIVISION,  INC.,  6910  PACIFIC  STREET,  OMAHA,  NE.  68106 


Surgical  Treatment  of  Infertility  Caused  by 
Variocele  — T.  Z.  Homonnai  et  al  (Sofer- 
man  Memorial  Institute  for  Study  of  Fer- 
tility, Tel  Aviv,  Israel).  Harefuah  87:107- 
109  (Aug.  1)  1974. 

Left  varioceles  in  31  patients,  25  to  40 
years  of  age,  were  removed  by  high  ligation 
of  the  left  internal  spermatic  vein.  Patients 
were  selected  on  the  basis  of  palpable  vario- 
cele, primary  or  secondary  infertility,  and 
laboratory  examination  of  the  semen.  Twen- 
ty-four had  less  than  30  million  spermato- 
zoa/ml with  severe  hypokinesis  or  akinesis, 
and  26  had  spermatozoa  with  markedly  path- 
ological morphology.  Within  18  months  of 
surgery,  there  was  striking  improvement  in 
semen  quality  and  17  pregnancies  with  nor- 
mal deliveries  followed.  There  were  only  11 
cases  remaining  in  the  subfertile  range  of 
sperm  concentration  and  motility  and  ten 
with  pathological  morphology.  These  re- 
sults confirm  the  findings  of  others  who 
have  noted  improvement  of  fertility  after 
varicocelectomy.  The  success  rate  of  55% 
is  within  the  range  reported  in  the  litera- 
ture. 
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The  post-T  & A patient: 

another  type  for  Tylenol  acetaminophen  products 


When  the  post-T  & A patient 
requires  an  analgesic,  a new  problem 
arises.  Hemorrhagic  tendencies 
following  the  use  of  aspirin  after 
tonsillectomies  have  been  reported.12 
In  a patient  who  “...has  recently 
undergone  a surgical  procedure  or  has 
another  underlying  hemostatic  defect, 
aspirin  ingestion  may  cause  significant 
bleeding. . . .Aspirin  is  absolutely 
contraindicated  in  such  situations. 
Acetaminophen... could  replace  aspirin 
in  these  instances.”3 

The  post-T  & A patient  is  only 
one  of  several  ‘types  for  TYLENOL’ 
antipyretic-analgesic  products— that  is, 
patients  who  should  avoid  aspirin. 
Considering  all  of  them,  wouldn’t  it 
provide  added  safety  (as  well  as 
added  convenience)  to  recommend 
TYLENOL  products  routinely  for 
simple  analgesia? 

References:  1.  Reuter,  S.H.,  and  Montgomery. 
W.W.:  Arch.  Otolaryng.  80:214-217  (Aug.)  1964. 

2.  Osol.  A.,  et  al..  ed.:  The  United  States 
Dispensatory  and  Physicians'  Pharmacology, 
ed.  26.  Philadelphia.  J.B.  Lippincott  Co.,  1967. 
p.  171. 3.  Schwartz,  A.D.,  and  Pearson.  H. A 
J.  Pediat  78: 558-560  (March)  1971. 

Precautions  and  Adverse  Reactions:  If  a rare 
sensitivity  reaction  occurs,  the  drug  should 
be  stopped.  Acetaminophen  has  rarely  been 
found  to  produce  any  side  effects. 

Elixir,  120  mg./5cc.  (alcohol  7%). 
Drops,  60  mg./0.6cc.  (alcohol  7%). 

Chewable  Tablets,  120  mg. 


Safer  than  aspirin, 
yet  just  as  effective  for 
relief  of  pain  and  fever 

Tylenol 

acetaminophen  products 


len 

cefazolin  sodium 


Ampoules,  equivalent  to  1 Gm.  of  cefazolin 


mu 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
400380 
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ADHESIONS 

Adhesions  can  be  good  or  bad.  The  only 
time  they  are  good  is  when  you  are  opened 
for  a bowel  obstruction  and  they  find  ad- 
hesions instead  of  cancer.  Otherwise  they 
are  bad. 

But  why  do  we  get  them,  and  why  do 
some  people  get  them  and  others  do  not? 
Aside  from  the  talc  connection,  we  do  not 
seem  to  know.  They  form  after  laparotomy ; 
and  when  enterolysis  or  lysis  of  adhesions  is 
done,  they  form  again. 

The  only  progress  I know  of  in  the  study 
of  adhesions  is  the  talc  theory ; and  the 
plication  operation,  which  I have  not  seen 
for  some  time.  I seem  to  remember  inject- 
ing things  into  the  abdominal  cavity,  and 
amniotic  fluid  may  have  been  one  of  them. 

I suppose  adhesions  are  like  keloids.  I 
think  whatever  keloids  do  in  the  skin,  that’s 
what  adhesions  are  doing  in  the  belly.  The 
cause  seems  the  same,  they  look  alike,  some 
people  get  them  and  some  don’t,  and  when 
you  operate  on  them,  they  come  back  and 
even  get  worse.  Keloids  are  distressing 
because  you  may  not  like  their  looks,  but 
adhesions  give  you  bowel  obstruction  and 
demand  surgery. 

While  we’re  waiting  to  eliminate  cancer, 
we  might  set  about  curing  adhesions.  It 
looks  like  a simpler  problem,  and  one  that 
wants  solving. 

F.C. 


WHICH  DOCTOR 

The  kind  of  treatment  you  get  and  your 
prognosis  may  depend  on  what  kind  of  doc- 
tor you  see  first.  If  you  have  a skin  tumor, 
should  you  consult  a dermatologist  or  a 
surgeon?  You  have  a skin  lesion,  and  you 
may  want  a skin  doctor.  But  you  have  a 
surgical  problem,  and  you  also  want  a sur- 
geon. And  may  they  not  treat  you  differ- 
ently ? 

If  your  gallbladder  hurts,  are  you  apt 
to  put  off  a needed  operation  if  you  take 


your  problem  to  an  internist?  Or  are  you 
headed  for  surgery  if  you  go  to  a surgeon? 
Should  you  take  your  child  to  a pediatrician 
if  there  is  right  lower  quadrant  pain,  or  go 
straight  to  the  surgeon’s  office? 

Who  will  treat  your  callus,  an  orthopedist 
or  a dermatologist?  If  you  go  to  a generalist 
or  a family  practitioner,  will  he  take  care  of 
it,  or  will  he  send  you  to  the  other-specialist 
of  his  choice?  If  there  is  something  wrong 
with  your  chest,  will  you  call  an  internist? 
Chest  is  mostly  heart  and  lungs,  and  we 
have  cardiology  for  heart,  but  will  you  look 
for  a pulmonologist  for  your  lungs? 

Nausea  and  vomiting  and  headaches  and 
fever  are  easy  for  the  patient  to  diagnose, 
and  the  patient,  I mean  to  point  out,  is  his 
own  diagnostician  as  he  starts  down  the 
road  to  recovery.  His  first  step  is  deciding 
which  doctor  he  should  see. 

No  pun  was  intended  in  the  title;  which 
doctor  just  sounded  better  than  what  doctor; 
we  don’t  have  witch  doctors  here,  anyway. 

F.C. 


CAN  YOU  BE  SUED? 

It  has  always  been  the  doctor’s  lot  to  do 
some  of  his  work  without  being  paid.  There 
were  accident  cases,  for  which  he  worked 
traditionally  for  nothing;  the  poor,  the  aged, 
the  physician-patient  and  physician-related- 
patient;  and  often  the  clergy  and  friends. 
And  when  the  patient’s  bill  was  paid  by  a 
state  welfare  agency,  we  obligingly  drew 
up  fee  schedules  amounting  to  a small  frac- 
tion of  our  usual  fee. 

Our  friends  the  lawyers  say  that  a uni- 
lateral contract  is  not  binding.  Then  where 
we  were  working  without  charging,  could 
we  be  sued  if  something,  in  the  patient’s 
opinion,  or  in  the  opinion  of  our  friend  the 
lawyer,  went  awry?  I must  point  out  that 
the  patient  may  not  always  know  that  we 
are  not  going  to  send  a bill.  Of  course,  can 
you  be  sued  is  not  quite  right;  you  can  sue 
anybody  for  anything,  if  a friendly  lawyer 
will  take  the  case;  winning  is  different. 
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And  now  we  have  Medicare  and  Blue 
Cross-Blue  Shield,  and  the  burden  of  char- 
ity and  courtesy  is,  to  some  extent,  lifted 
from  us.  Does  this,  I wonder,  make  for  an 
increase  in  malpractice-suit  incidence? 

We  still  do  charity,  we  will  never  stop. 
And  in  cases  in  which  we  have  reduced  our 
fee,  are  we  not  to  be  held  less  responsible, 
or  suit-free?  I think  we  should. 

The  malpractice  story  is  fascinating  and 
ageless.  What  we  do  is  more  important  than 
what  anybody  else  does.  We  do  more  work 
for  nothing  than  others  do.  Malpractice  is 
a bad  word;  physician  liability  is  better. 
There  are  too  many  claims  that  are  in- 
sincere, where  malpractice  has  not  occurred ; 
and  there  are  those  that  are  frivolous,  non- 
sense, and  nuisances.  Perhaps  if  we  insisted 
on  being  paid  when  we  worked,  things  would 
be  better.  The  laborer  is  worthy  of  his  hire. 

F.C. 


THE  REGULAR  PHYSICAL 

My  friendly  dentist  sends  me  a mail-re- 
minder to  tell  me  it’s  time  to  come  in  for  a 
checkup.  But  I go  to  see  my  physician  when 
I hurt,  and  I wonder  which  philosophy  is 
better.  If  you  believe  in  regular  physical 
examinations,  waiting  until  trouble  starts  is 
a poor  answer  to  the  health  problem ; you 
may  have  tarried  too  long. 

Is  being  examined  every  year  or  twice  a 
year,  at  regular  intervals,  a good  idea? 
If  it  is,  how  many  patients  do  it,  and  how 
many  doctors  prescribe  it?  Is  it  the  pa- 
tient’s responsibility  to  request  this  kind 
of  service,  or  the  physician’s? 

Preventive  medicine  may  be  good  medicine. 

F.C. 


ON  WAITING 

It  was  Monday  and  my  faithless  car  was 
overheating,  and  the  nonmechanic  in  charge 
of  mechanics  told  me  to  come  back  Thurs- 
day; one  of  the  key  persons  in  the  shop  had 
had  open  heart  surgery.  But  the  last  time, 
when  my  carburetor  had  a murmur,  some- 


one was  on  vacation;  it  was  Tuesday  and 
I was  to  come  back  on  Friday. 

Now  if  they  fall  three  days  behind  emer- 
gency cases,  and  stay  three  days  behind, 
they  are  actually  keeping  up  with  demand. 
When  I go  walking,  it  is  common  practice 
for  my  companion,  as  I am  a fast  walker,  to 
fall  three  feet  in  back,  and  then,  since  the 
distance  between  us  remains  constant,  to 
continue  at  my  pace,  all  the  while  explain- 
ing that  I am  walking  fast.  But  we  are 
walking  then  at  the  same  rate. 

When  you  go  to  an  office,  and  this  is 
true  for  lawyers’  offices  and  store  managers’ 
offices,  too,  it  is  customary  to  wait  for 
something  like  45  minutes.  The  next  person 
waits  45  minutes,  and  so  does  the  next.  So 
that  the  one  you  want  to  see,  like  the  me- 
chanic and  like  the  walking  companion,  is 
keeping  right  up  with  you. 

Why,  then,  do  we  wait?  The  doctor  and 
the  lawyer  and  the  engineer  and  the  man- 
ager and  the  walker  do  not  really  fall  behind. 
That  is,  they  do  not  continue  to  fall  behind, 
or  they  could  not  stay  in  business.  They 
fall  behind  for  three  days  or  three  feet  or 
45  minutes,  and  then  they  keep  right  up 
with  your  automobile  and  your  walking  and 
your  medical  or  legal  needs,  all  the  while 
explaining  that  there  is  more  than  they 
can  handle.  But  there  is  not,  or  the  days 
would  lengthen  to  a week,  the  feet  to  yards, 
and  the  minutes  to  hours. 

Waiting  is  senseless;  it  breaks  into  the 
pattern  of  your  everyday  life,  and  it  reduces 
your  mind  to  a dishwatery-activity  in  the 
waiting  room. 

I will  have  a solution  soon.  Just  wait. 

F.C. 


Some  of  your  hurts  you  have  cured, 

And  of  the  sharpest  you  still  have 
survived, 

But  what  torments  of  grief  you  endured, 
From  evils  which  never  arrived. 

Emerson 
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ORIGINAL  ARTICLES 


Cancer  Genetics,  Genetic  Counseling, 
And  Cancer  Control* 


PART  I 
Introduction 

EVERY  physician’s  office  should 
serve  as  a cancer  control  cen- 
ter. The  effectiveness  of  the 
physician’s  cancer  control  program  could 
be  increased  significantly  through  aware- 
ness of  cancer  risk  factors  among  his  pa- 
tients. One  aspect  of  the  problem,  namely 
genetic  and/or  familial  cancer,  harbors  a 
profound  potential  for  recognition  of  in- 
creased vulnerability  for  cancer  of  specific 
anatomic  sites  in  certain  patients  and  their 
close  relatives.  At  first  glance  the  problem 
of  familial  cancer  may  appear  to  have  only 
limited  importance  in  the  average  physi- 
cian’s practice.  A problem  that  obfuscates 
the  genetic  issue  is  the  fact  that  the  physi- 
cian is  treating  individual  patients  and  often 
does  not  have  the  opportunity  to  analyze 
critically  the  significance  of  genetic  and/or 
familial  risk  factors  in  the  specific  patient’s 
family.  However,  this  problem  can  be  cir- 
cumvented to  some  extent  through  encour- 
aging patients  to  participate  actively  in  can- 
cer control  through  developing  a detailed 
family  history  denoting  cancers  as  well  as 
other  major  causes  of  mortality  and  mor- 
bidity in  their  own  family.  When  this  in- 
formation is  compiled,  a pedigree  can  be  con- 
structed which  will  focus  attention  upon 
significant  familial  risk  factors  as  these 
exist  in  specific  relatives.  In  certain  diseases 
such  as  familial  polyposis  coli  or  Gardner’s 
syndrome,  this  knowledge  could  be  life  sav- 
ing to  the  patient  through  a simple  diag- 
nostic procedure,  namely  proctosigmoid- 
oscopy. Should  multiple  adenomatous  polyps 
be  identified,  and  their  generalized  involve- 
ment in  the  colon  be  confirmed  through  bari- 
um enema,  then  the  next  logical  preventive 
approach  would  be  colectomy,  since  this  auto- 
somal dominantly  inherited  disorder  will  lead 
to  adenocarcinoma  of  the  colon  in  virtually 
100%  of  affected  patients  by  the  time  they 
are  age  50  years.  Soberingly,  a certain 
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number  of  these  patients  will  develop  car- 
cinoma of  the  colon  at  a young  age  with 
examples  of  this  problem  having  been  docu- 
mented in  childhood  with  increasing  num- 
bers identified  in  the  teens  and  early  youth. 
This  indicates  clearly  the  need  for  a pre- 
ventive program  relatively  early  in  the 
course  of  the  disease,  prior  to  cancer  oc- 
currence. 

The  purpose  of  this  report  is  to  focus 
attention  upon  the  importance  of  the  family 
history,  genetic  counseling,  and  their  ap- 
plication to  cancer  control. 

Family  Physician  and  Genetic 
Counseling 

Genetic  counseling  involves  communica- 
tion of  genetic  risk  information  in  context 
with  diagnosis,  prognosis,  and  disposition 
of  the  medical  genetic  disorder  to  individual 
patients  and  their  concerned  relatives.  This 
subject  continues  to  receive  major  attention 
in  the  medical  literature  as  well  as  in  the 
lay  press.  The  improved  control  of  infec- 
tious and  other  controllable  diseases  has  un- 
doubtedly influenced  the  trends  in  medicine 
with  increasing  interest  now  being  given  to 
birth  defects,  metabolic  disorders,  and 
chronic  diseases,  including  cancer,  many  of 
which  have  a hereditary  etiology. 

Scope  of  Genetic  Counseling 
Problems 

Any  patient  or  relative  of  a patient  who 
manifests  a disorder  which  has  either  a pre- 
sumptive or  proven  hereditary  etiology 

‘Portions  of  this  material  are  reprinted  from  Cancer 
Genetics,  Editor  Henry  T.  Lynch,  M.D.,  in  press,  by  permis- 
sion of  Charles  C.  Thomas,  Publisher. 
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should  be  advised  concerning  the  possible  role 
of  genetic  factors.  However,  in  order  to  pro- 
vide accurate  and  satisfying  advice  about  a 
medical-genetic  problem  which,  incidental- 
ly, will  frequently  involve  diagnosis,  therapy, 
and  prognosis,  we  believe  that  it  is  manda- 
tory for  a physician  to  offer  genetic  coun- 
seling. Unfortunately,  to  some  individuals 
“genetic  counseling”  implies  the  quotation 
of  simple  stereotyped  mathematical  risks. 
However,  we  consider  medical  genetic  prob- 
lems in  the  same  context  as  any  other  medi- 
cal problem,  requiring  the  establishment  of 
a patient-physician  relationship.1 

Genetic  problems  are  unique  in  that  they 
often  affect  the  entire  family  directly  or 
indirectly ; occasionally  even  the  patient’s 
peer  group  as  well  as  members  of  the  com- 
munity in  which  the  family  resides  may  be 
concerned  with  the  “family  disorder.”  Cer- 
tain hereditary  disorders  present  in  a family 
may  arouse  misdirected  guilt,  fear,  anxiety, 
apprehension,  fatalism,  denial,  and  accusa- 
tion directed  toward  the  spouse,  parents,  or 
other  members  of  the  family.  In  some  cases, 
guilt  and  even  an  expressed  need  for  pun- 
ishment, resulting  from  misdirected  feelings 
of  “blame”  may  also  occur.  Therefore,  in 
order  to  proceed  with  positive  goal-directed 
genetic  counseling,  the  physician  must  evalu- 
ate the  problem  in  context  with  all  of  the 
emotional  components.  Thus,  hereditary 
disorders,  including  those  forms  of  cancer 
which  are  considered  to  be  genetic  or  “fa- 
milial” must  be  considered  within  the  frame 
of  reference  of  the  patient,  his  family,  and 
his  community;  the  complex  interaction  of 
these  problems  with  their  frequent  emo- 
tional overtones  provides  the  material  for 
genetic  counseling.  Accepting  this  premise, 
one  realizes  that  genetic  counseling  limited 
solely  to  any  single  facet  of  the  problem, 
such  as  mere  recitation  of  genetic  risk  is 
completely  inadequate  and  leads  only  to 
frustration  and  failure  of  the  process.  Thus, 
genetic  counseling  must  involve  a sensitive 
appraisal  and  reflection  of  family  inter- 
actions, financial  problems  which  a chronic 
hereditary  disease  might  engender,  disability 
with  possible  loss  of  employment,  occasional 
depersonalization  and  even  family  disrup- 
tion as  sequelae  of  emotional  stress. 


Genetic  Counseling  in  Specific  Genetic- 
Oncologic  Problems 

Clinically  oriented  genetic  counseling  can 
only  be  accomplished  satisfactorily  when  de- 
tailed epidemiologic  information  is  avail- 
able pertaining  to  the  specific  cancer  prob- 
lem of  concern;  this  should  include  its  dis- 
tribution in  the  family,  its  probable  risk  to 
living  relatives,  and  its  predicted  risk  to 
future  progeny  of  family  members.  In  ad- 
dition, preventive  measures  should  be  dis- 
cussed whenever  possible.  Such  examples 
would  include  the  mentioned  colectomy  for 
patients  with  familial  multiple  adenomatous 
polyposis  coli,  and  possible  gonadectomy  for 
patients  with  the  testicular  feminization  syn- 
drome. On  the  other  hand,  watchful  expec- 
tation with  periodic  diagnostic  examinations 
are  indicated  for  persons  who  are  thought 
to  be  at  increased  risk  for  some  of  the  com- 
mon malignant  neoplasms  such  as  carcinoma 
of  the  breast  and  colon  (in  the  absence  of 
polyposis  coli  syndromes),  which  modes 
of  inheritance  either  are  not  established  or 
specific  markers  are  not  present  so  that  the 
cancer  risk  must  be  judged  empirically. 

Clinical  examples  of  cancer-genetic  prob- 
lems have  been  provided  in  an  earlier  paper 
in  this  series  of  articles.2  Tables  indicating 
modes  of  genetic  transmission  when  these 
were  known  were  provided.  These  tables 
provide  a cursory  presentation  of  cancer- 
ous and  precancerous  disorders,  aggrega- 
tions of  which  in  families  have  led  to  vari- 
ous hereditary  etiological  hypotheses.  They 
should  be  used  cautiously,  with  full  knowl- 
edge of  the  fact  that  multiple  etiologic  fac- 
tors may  be  involved  in  any  one  particular 
condition.  For  example,  in  the  case  of 
carotid  body  tumors,  it  should  be  realized 
that  while  autosomal  dominant  inheritance 
has  been  shown  in  families  with  this  tumor, 
the  overwhelming  majority  of  occurrences 
apparently  do  not  involve  primary  genetic 
factors ; specifically,  about  97  percent  of 
the  occurrences  are  sporadic,  i.e.,  non- 
familial  with  unknown  etiology.  Similar- 
ly, retinoblastoma  has  a classical  genetic 
etiology  in  about  20  percent  of  the  cases; 
however,  certain  undefined  nongenetic 
factors  (fresh  gene  mutations  cannot 
be  excluded)  may  also  be  of  etiologic  im- 
portance. On  the  other  hand,  though  her- 
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edity  appears  to  play  a significant  role 
in  certain  patients  with  lupus  erythematosis, 
the  precise  genetic  mechanism  has  not  yet 
been  proven.  In  addition,  the  significance 
of  malignant  transformation  in  this  disease 
must  be  critically  scrutinized  so  that  its  full 
relationship  to  this  immune  disorder  may  be 
appreciated.  Finally,  in  several  commonly 
occurring  malignant  neoplasms,  including 
cancer  of  breast,  colon,  stomach,  prostate, 
lung,  endometrium  and  ovary,  the  risk  to 
a first  degree  relative  of  an  affected  pa- 
tient is  increased,  often  about  two  to  three 
fold.  This  is  referred  to  as  an  empiric  risk 
and  by  itself  does  not  provide  knowledge 
as  to  etiology,  i.e.,  genetic  or  familial  fac- 
tors and/or  both  may  be  important.  Thus, 
in  the  case  of  lung  cancer  it  is  clear  that 
cigarette  smoking  is  of  crucial  importance, 
but  nevertheless  familial  factors  also  must  be 
considered.3 

Breast  Cancer 

An  example  of  a lesion  showing  empiric 
risk  to  close  relatives  of  affected  probands 
is  breast  cancer,  for  which  no  reliable 
marker  has  been  determined  to  date.  It  is 
estimated  that  breast  cancer  will  occur  in 
about  6 percent  of  all  women  in  the  United 
States  when  appropriate  age  correction  is 
made.  However,  given  a first  degree  rela- 
tive with  breast  cancer,  the  empirical  risk 
becomes  approximately  three  times  as  great 
(18  percent)  as  that  occurring  in  the  gen- 
eral population.  The  familial  risk  is  greater 
in  patients  from  families  with  bilateral 
breast  cancer  and/or  onset  at  premeno- 
pausal age.  The  risk  for  breast  cancer  is 
also  increased  in  women  with  early  menarche, 
late  natural  or  surgical  menopause,  in  those 
who  are  nulliparous  or  have  their  first  preg- 
nancy after  age  30.  It  may  also  be  ac- 
centuated in  obese  women  and  those  from 
higher  socioeconomic  strata.  In  certain  fam- 
ilies, the  risk  may  approach  50  percent,  as 
is  expected  for  a dominantly  inherited  fac- 
tor.4 When  breast  cancer  prone  families  are 
identified,  genetic  risk  information  should 
be  given  in  context  with  cancer  control  tech- 
niques such  as  instruction  in  self-breast  ex- 
amination, and  the  patients  should  be  en- 
couraged to  visit  their  physician  annually 
for  careful  breast  examinations;  additional 
diagnostic  measures  such  as  mammography 


and  thermography  should  be  instituted 
after  age  35  or  40,  or  even  at  a younger  age 
for  members  of  families  in  which  an  un- 
usually early  onset  of  breast  cancer  may 
prevail. 

Testicular  Feminization  Syndrome 

The  testicular  feminization  syndrome 
(TFS)  is  a relatively  rare  disorder  which 
assumes  importance  in  genetic  counseling 
because  of  the  increased  risk  for  testicular 
cancer  in  certain  members  of  affected  fam- 
ilies.5'8 Typical  patients  have  a female  hab- 
itus with  absence  of  or  scanty  axillary  and 
pubic  hair,  female  external  genitalia,  with 
variable  stages  of  underdevelopment  of  the 
labia  with  a blind-ending  vagina  (which  is 
usually  adequate  for  sexual  relations).  Pa- 
tients with  TFS  appear  outwardly  as  females 
and  they  manifest  the  psycho-sexual  orien- 
tation of  a female.  They  frequently  marry 
and  often  enjoy  a normal  sex  life.7-9  There 
is  an  absence  of  development  of  internal 
genitalia  except  for  a rudimentary  uterus 
and  for  gonads  (testes)  which  may  be  intra- 
abdominal or  may  be  found  along  the  course 
of  the  inguinal  canal.  The  gonads  are  com- 
prised largely  of  seminiferous  tubules  char- 
acterized usually  by  the  absence  of  sperma- 
togenesis but  frequently  with  a marked  in- 
crease in  interstitial  cells.7 

Karyotypes  usually  indicate  a normal  male 
(46XY)  pattern.  Genetic  studies  of  fam- 
ilies have  shown  an  inheritance  pattern  with 
transmission  through  the  maternal  line,6 
consistent  with  inheritance  by  either  a sex- 
linked  recessive  or  male  sex-limited  auto- 
somal dominant  mechanism.  Linkage  studies 
for  genes  on  the  X-chromosome  have  not  yet 
yielded  conclusive  results.6' 10 

The  relationship  of  this  syndrome  to  can- 
cer has  promulgated  considerable  debate  in 
the  literature.  For  example,  Morris5  found 
only  one  patient  with  cancer  below  the  age 
of  20  but  he  did  find  11  cases  or  22  per- 
cent cancer  frequency  in  patients  over  30 
years.  Jones  and  Scott11  estimate  malig- 
nancies occurring  in  approximately  five  per- 
cent of  such  patients,  while  Hauser12  esti- 
mates that  about  8 percent  of  patients  will 
develop  cancer.  However,  the  true  inci- 
dence of  cancer  in  patients  with  TFS  is  dif- 
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ficult  to  evaluate  since  many  patients  have 
been  treated  with  prophylactic  gonadectomy 
at  an  early  age. 

The  most  frequent  form  of  cancer  oc- 
curring in  these  patients  is  seminoma,12  al- 
though other  histologic  varieties  including 
teratocarcinoma,14  embryonal  cell  carci- 
noma,13- 14  as  well  as  a gonadal  sarcoma  in  a 
single  patient15  have  been  reported. 

Genetic  counseling  for  such  patients  is 
obviously  an  exceedingly  delicate  matter.  It 
must  be  approached  so  that  no  unnecessary 
psychiatric  or  emotional  burden  is  imposed 
upon  the  patient.  Thus,  in  the  interest  of 
the  patient,  as  well  as  her  husband,  the 
physician  must  guard  against  divulging  the 
full  implications  of  the  XY  genotype.6- 9- 15 

However,  it  is  important  that  appropri- 
ate information  be  given  concerning  the 
cancer  risk  to  the  patient’s  gonads;  details 


about  the  issue  of  gonadectomy  should  be 
given.  In  addition,  the  timing  of  prophylac- 
tic gonadectomy  is  important.  While  some 
authors  have  suggested  the  need  for  imme- 
diate gonadectomy,  even  in  pre-pubertal  pa- 
tients,16 others  have  been  reluctant  to  ad- 
vise prophylactic  gonadectomy  for  any  of 
these  patients.12 

O’Connell  and  associates9  advise  that  bi- 
lateral gonadectomy  be  performed  follow- 
ing puberty.  They  reported  a family  where- 
in TFS  was  found  in  three  siblings,  one  of 
whom  developed  metastatic  seminoma  while 
a second  sibling  had  a testicular  tubular 
adenoma  (Sertoli  cell  tumor).  They  per- 
formed prophylactic  gonadectomy  on  two  of 
these  siblings. 

In  summary,  we  find  that  TFS  involves 
a genetic  defect  wherein  cancer  of  a spe- 
cific type,  involving  the  gonad,  occurs  in 
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Figure  1.  Pedigree  of  a family  showing  concordance  for  the  cancer  family  syndrome  in  identical  twins. 
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excess  and  wherein  advice  to  the  family  in 
addition  to  genetic  risk,  must  be  tempered 
extremely  carefully  because  of  profound 
psychological  and  psycho-sexual  implica- 
tions; finally,  recommendation  of  prophylac- 
tic gonadectomy  may  be  of  crucial  import- 
ance to  the  patient’s  welfare. 

Genetic  Counseling  and  the  Cancer 
Family  Syndrome 

We  have  studied  a kindred  among  whom 
adenocarcinoma  of  the  colon  and  endo- 
metrium and  multiple  primary  malignant 
neoplasms  have  occurred  with  increased  fre- 
quency through  three  generations.  These 
findings  fulfill  the  criteria  for  the  cancer 
family  syndrome16  which  includes:  (1)  in- 
creased frequency  of  adenocarcinoma,  par- 
ticularly of  colon  and  endometrium;  (2)  in- 
creased frequency  of  multiple  primary  mal- 
ignant neoplasms;  (3)  early  age  of  onset 
of  cancer,  when  compared  to  expectations 
from  the  general  population;  and  (4)  ver- 
tical transmission  of  cancer  consistent  with 
autosomal  dominant  mode  of  genetic  trans- 
mission. 

This  family  was  of  interest  because  the 
proband,  a 51-year-old  woman  (Figure  1) 
had  received  a diagnosis  of  endometrial  car- 
cinoma at  the  age  of  40  years.  She  had  been 
aware  of  the  increased  frequency  of  can- 
cer in  her  family  and  when  her  brother  re- 
ceived a diagnosis  of  carcinoma  of  the  colon, 
she  requested  that  her  physician  perform 
appropriate  diagnostic  studies  even  though 
she  was  completely  asymptomatic.  Findings 
on  proctosigmoidoscopy  and  barium  enema 
revealed  the  presence  of  an  early  adeno- 
carcinoma of  the  transverse  colon,  and  colec- 
tomy was  successfully  performed.  Of  fur- 


ther interest  was  the  fact  that  this  patient 
had  an  identical  twin  sister  who  had  been 
completely  asymptomatic  at  age  40  when 
her  sister  received  a diagnosis  of  endometrial 
carcinoma.  When  she  requested  evaluation 
of  her  uterus  because  of  the  occurrence  of 
endometrial  carcinoma  in  her  co-twin  (and 
her  knowledge  of  increased  incidences  of 
cancer  in  her  family)  a diagnosis  of  early 
endometrial  carcinoma  was  established  and 
a hysterectomy  was  successfully  performed. 

This  family  is  presented  because  it  reveals 
clearly  the  importance  that  certain  patients, 
themselves,  place  upon  the  family  history, 
and  the  importance  of  establishing  good 
lines  of  communication  between  the  pa- 
tient and  the  physician.  Obviously,  genetic 
counseling  would  be  of  invaluable  assistance 
for  this  family  and  many  others  like  it. 
However,  for  reasons  not  completely  clear 
to  us,  the  family  physicians  caring  for  mem- 
bers of  this  family  were  apparently  not 
directly  involved  in  initiating  cancer  preven- 
tive steps  which  were  definitely  indicated. 
However,  they  did  respond  immediately  to 
the  request  from  their  patients  for  diagnostic 
studies  based  upon  correct  assumptions  of 
cancer  risk.17 

In  managing  patients  from  families  who 
manifest  an  excess  occurrence  of  cancer,  the 
physician  will  not  always  be  fortunate  to 
have  the  patients  bring  this  information  to 
his  attention.  We  have  witnessed  numerous 
examples  in  which  members  of  cancer  prone 
families  became  extremely  fearful,  fatalistic, 
and  pessimistic  and  refused  to  see  their 
physicians  for  cancer  screening  examina- 
tions. Indeed,  in  many  circumstances,  the 
patients  manifested  inordinate  delay.18 
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The  Clinical  Laboratory  in  the  Diagnosis 

Of  Liver  Disease* 


THERE  is  no  absolute  answer 
to  the  use  of  the  laboratory 
in  the  evaluation  of  liver  dis- 
ease. Utilizing  the  laboratory  in  a diag- 
nostic sense  is  most  difficult  followed  by  its 
use  in  establishing  prognosis  and  aiding  in 
therapeutics.  By  skillful  knowledge  of  the 
methodological  and  interpretative  idiosyn- 
crasies of  the  particular  laboratory  proce- 
dures we  use  and  taking  advantage  of  any 
slight  statistical  edge  this  may  give  us,  we 
can  effectively  use  this  clinical  pathology 
data  to  help  solve  the  complex  diagnostic 
problems  which  patients  with  liver  dysfunc- 
tion may  present  to  us.  Following  certain 
general  guidelines  will  be  most  helpful  to  the 
concerned  clinician  and/or  clinical  patholo- 
gist. 

1.  Use  an  orderly  and  logical  approach. 
Don’t  jump  to  conclusions  on  incom- 
plete data. 

2.  Develop  a clinical  laboratory  data  base 
emphasizing  the  laboratory  procedures 
with  which  you  have  previously 
worked.  Have  a good  working  knowl- 
edge of  their  precision  and  know  their 
age  and  sex  adjusted  normal  ranges. 
Each  good  laboratory  should  have 
available  the  standard  deviation  (a 
good  estimation  of  precision)  of  most 
of  these  laboratory  procedures. 

3.  Do  not  become  a laboratory  faddist 
for  the  purpose  of  diagnosis.  Intro- 
duce new  and  untried  procedures  into 
your  diagnostic  armamentarium  with 
caution  until  you  have  gained  some 
experience  utilizing  them  and  know 
what  weight  to  place  upon  their  re- 
sults. For  example,  leucine  aminopep- 
tidase  (LAP)  was  touted  early  as  a 
method  of  diagnosing  pancreatic  car- 
cinoma. It  was  later  felt  to  parallel 
the  alkaline  phosphatase  in  diseases  of 
the  liver.  Both  of  these  diagnostic  ob- 
servations have  generally  proven  to  be 
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correct.  However,  LAP  is  now  recog- 
nized to  be  elevated  in  pregnancy  and 
childhood,  further  limiting  its  diag- 
nostic usefulness. 

4.  Have  a clear  understanding  of  the 
intermethod  interpretative  implica- 
tions, especially  with  enzymes.  As  one 
changes  from  procedure  to  procedure 
and  laboratory  to  laboratory,  the  order 
of  magnitude  may  change  and  the 
sensitivity  to  various  isoenzymes  may 
be  different  even  though  the  determin- 
ation is  apparently  the  same.  For 
example,  on  the  Technicon  SMA 
12/60,  two  different  methods  are 
available  for  determining  SGOT  and 
albumin,  each  of  which  has  a different 
normal  range  and  different  sensitivi- 
ties to  various  interfering  substances. 

5.  If  a patient  is  taking  a drug,  beware 
of  potential  hepatic  toxicity,  even 
with  those  drugs  with  which  you  are 
familiar.  Liver  dysfunction  is  much 
more  common  following  drug  inges- 
tion than  is  generally  appreciated. 

6.  Utilize  the  clinical  history  and  physical 
examination.  In  liver  disease,  family, 
social  and  environmental  history  are 
unusually  important. 

7.  Remember,  if  the  laboratory  data  you 
have  obtained  appears  itself  to  be  con- 
tradictory or  differs  greatly  with  the 
clinical  impression,  stop  and  regroup 
your  thoughts  and  perhaps  repeat 
those  determinations  which  are  in 
question.  Remember,  inflammatory 
diseases  of  the  liver  often  have  a chole- 

♦Presented  to  the  Houston  Society  of  Clinical  Pathologists, 
March  30,  1974,  at  a seminar  on  “Current  Problems  in  Liver 
Diseases.” 

f Associate  Pathologist,  Nebraska  Methodist  Hospital  ; Asso- 
ciate Pathologist,  Childrens  Memorial  Hospital  ; Associate  Pro- 
fessor of  Pathology,  University  of  Nebraska  College  of  Medicine. 
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static  phase  and  obstructive  diseases 
often  have  an  inflammatory  phase, 
each  of  which  is  a cause  of  potential 
confusion. 

The  best  approach  is  to  develop  a basic 
liver  profile,  using  it  judiciously  but  ex- 
panding its  content  as  the  individual  case 
requires.  Such  an  original  profile  should 
include  a complete  blood  count,  total  serum 
protein  with  electrophoretic  pattern,  bili- 
rubin both  total  and  direct,  prothrombin 
time,  SGOT,  alkaline  phosphatase,  and 
HBAg  (Hepatitis-B  antigen)  determination. 

If  it  appears  that  the  patient  has  hepato- 
cellular disease,  a test,  more  specific  for  dis- 
eases of  the  liver,  may  be  required.  SGPT 
is  usually  recommended.  Other  indicators 
of  hepatocellular  necrosis  such  as  the  orni- 
thine carbamyl  transferase  (OCT),  guanase, 
and  adenosine  deaminase  (SAD)  do  not  ap- 
pear to  significantly  improve  either  sensi- 
tivity or  specificity. 

If  the  patient  appears  to  have  an  obstruc- 
tive pattern,  S^nucleotidase  (5NT),  leucine 
aminopeptidase,  and  gamma-glutamyl-trans- 


peptidase (GGTP)  may  be  helpful  to  confirm 
that  the  source  of  the  elevated  alkaline  phos- 
phatase is  indeed  from  the  liver  and  not  from 
bone,  small  bowel,  or  placenta. 

Many  additional  studies  are  helpful  in  spe- 
cific instances.  Serum  copper  and  cerulo- 
plasmin (Wilson’s  disease),  alpha-feto-pro- 
tein  (hepatoma),  alpha-l-antitrypsin,  toxo- 
plasmosis titer,  antimitochondrial  antibody 
titer  (primary  biliary  cirrhosis),  antismooth 
muscle  antibody  (chronic  active  hepatitis), 
mono  test,  and  antinuclear  antibody  titers 
are  examples  of  such  procedures.  In  this 
way,  a reasonably  specific  diagnosis  may  be 
arrived  at,  either  in  classifying  the  prob- 
lem as  medical  or  surgical,  or  oftentimes, 
indicating  a specific  etiology.  At  this  point, 
specific  diagnostic  and/or  therapeutic  deci- 
cions  may  be  made.  If  indicated,  liver  biopsy 
is  then  undertaken,  usually  allowing  a spe- 
cific diagnosis  to  be  established. 
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Pesticide  Poisoning  in  Children:  A Review 
From  Children's  Memorial  Hospital, 
Omaha,  Nebraska  from  1960-1973 


PART  I 
Introduction 

PESTICIDE  poisoning  in  children 
is  on  the  decline.  During  the 
period  1956  to  1958,  pesticides 
contributed  8 percent  of  the  total  cases 
reported  to  poison  control  centers.1  Since 
1958,  pesticides  have  contributed  a steadily 
declining  percentage  of  the  cases  reported  to 
poison  control  centers.  In  1972,  the  last 
year  for  which  complete  reports  are  avail- 
able from  the  National  Clearing  House  for 
Poison  Control  Centers,  there  were  105,018 
individual  case  reports  of  poisoning,  and 
5,336  or  5 percent  involved  pesticides.2  This 
decline  is  due  to  a number  of  factors  — 
the  extensive  education  of  parents  through 
newspapers  and  journals  regarding  the  proper 
use  and  storage  of  pesticides,  education  of 
children  through  educational  television  in 
the  home  and  beginning  in  kindergarten  con- 
cerning the  recognition  and  dangers  of 
poisons,  government  restrictions  on  the  use 
of  the  most  toxic  pesticides,  and  the  im- 
provement of  labeling  and  packaging  into 
which  have  gone  millions  of  dollars  of  re- 
search and  development.  However,  there  is 
no  means  for  complacency  as  pesticides  still 
account  for  over  7 percent  (17/231)  of  the 
accidental  poisoning  deaths.2 

With  the  DDT  ban  effective  January  1, 
1973,  the  variety  of  other  chemical  pesti- 
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cides  has  increased  to  substitute  for  DDT 
in  the  control  of  pests.  Replacement  pesti- 
cides include  among  others:  (1)  chlorinat- 
ed hydrocarbons,  (2)  organophosphates, 
(3)  carbamates,  and  (4)  botanicals.  These 
are  all  less  persistent  in  the  environment 
than  DDT,  but  in  general  are  much  more 
acutely  toxic  to  man,  especially  the  organo- 
phosphates, which  generally  carry  a toxicity 
rating  of  extremely  toxic  (see  Table  1). 
Also,  many  of  the  replacement  chemicals 
are  more  readily  absorbed  through  the  skin, 
by  inhalation,  and  by  ingestion ; thereby  pre- 
senting more  potential  hazards  than  DDT. 

This  anticipated  change  in  the  types  of 
pesticides  used  to  replace  DDT  and  their 
inherent  high  toxicity  led  to  the  following 
review  of  pesticide  poisoning  cases  at  Chil- 
dren’s Memorial  Hospital  (CMH)t  to  ascer- 
tain if  pesticide  poisoning  in  children  has 
changed  significantly  since  the  introduction 
of  newer  and  more  potent  pesticides. 

♦Medical  Student,  Creighton  University  School  of  Medicine. 
Poison  Control  Fellow,  Children’s  Memorial  Hospital. 

tProfessor  of  Pediatrics,  Creighton  University  School  of 
Medicine. 

iMaster  Poison  Control  Center,  Omaha,  Nebraska,  serving 
the  7 state  region  including  Nebraska.  Iowa,  South  Dakota, 
Kansas.  Missouri,  Colorado,  and  Wyoming. 


Table  1 

TOXICITY  RATINGS* 


Toxicity 

Rating 

Class 

LD50  (mg/kg) 

Probable  LD  for 
150  lb.  man 

1 

Extremely  toxic 

< 5 

taste 

2 

Very  toxic 

5-49 

7 gtts  - 1 tsp. 

3 

Mod.  toxic 

50  - 499 

1 tsp.  - 1 oz. 

4 

Slightly  toxic 

500  - 4,999 

1 oz.  - 1 pt. 

5 

Almost  nontoxic 

5000  - 14,999 

1 pt.  - 1 qt. 

6 

Nontoxic 

15,000  and  above 

> 1 qt. 

♦Arena, 

Edition. 

J.  M.  : Poisoning.  Toxicology  — Symptoms  — 

C.  C.  Thomas,  Springfield,  Illinois,  1970,  page  141. 

Treatments  : 2nd 
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Material 

The  total  number  of  patients  seen  for 
pesticide  poisoning  at  CMH  was  407,  and 
of  these,  42  (10.3%)  were  admitted.  Figure 
1 illustrates  the  decreasing  number  of  cases 
of  pesticide  poisoning  seen  at  CMH,  which 
reflects  a national  trend. 

Findings  and  Discussion 

Compounds  Involved 

Pesticides  represent  a wide  variety  of 
chemicals  used  in  controlling  pests  which 
compete  with  man  for  food  and  this  may 
jeopardize  human  health.  They  are  divided 
up  into  five  major  groups:  I.  Insecticides, 
II.  Rodenticides,  III.  Herbicides,  IV.  Fun- 
gicides, and  V.  Fumigants  and  Repellents. 
Of  the  five  groups,  only  the  first  three  were 
involved  in  the  cases  seen  at  CMH: 

I.  Insecticides  (33)** 

A.  Synthetic  Organic  Insecticides 
1.  Chlorinated  Hydrocarbons 

••Number  of  cases. 


a.  Chlorobenzene  derivatives 

(1)  DDT  (1) 

(2)  Paradichloral  ben- 
zene (2) 

b.  Indane  derivatives 

(1)  Chlordane  (2) 

(2)  Aldrin  (2) 

(3)  Dieldrin  (1) 

c.  Benzene  hexachloride  (Lin- 
dane— 7) 

2.  Phosphate  esters 

a.  Diazinon  (1) 

b.  Parathion  (1) 

c.  Vapona  (1) 

d.  Unknown  due  to  insuffi- 
cient information  (1) 

3.  Xylene  (1) 

B.  Inorganic  chemical  - type  insecti- 
cides 

1.  Arsenic  (11) 

2.  Fluoride  (1) 
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Figure  1 

TOTAL  PATIENTS  SEEN  IN  CHILDREN’S  MEMORIAL  HOSPITAL  EMERGENCY  ROOM 

FOR  PESTICIDE  POISONING 


Outpatients  | [ Inpatients 
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C.  Insecticides  from  botanical  sources 

1.  Pyrethrin  (1) 

II.  Rodenticides  (5) 

A.  Inorganic  Cmpds. 

1.  Arsenic  (1) 

2.  Phosphorous  — red  (2) 

B.  Organic  Cmpds. 

1.  Warfarin  (2) 

III.  Herbicides  (4) 

A.  2,4-D  (2) 

B.  Sodium  Arsenite  (1) 

C.  Unknown  Herbicide  (1) 

Of  particular  interest  was  the  number  of 
cases  involving  the  replacement  chemicals 
used  to  substitute  for  DDT.  There  have 
been  17  cases  of  pesticide  poisoning  admit- 
ted to  CMH  since  January,  1968,  when  re- 
placement chemicals  started  being  used  ex- 
tensively in  anticipation  of  the  DDT  ban. 
All  four  cases  of  organophosphate  poison- 
ing involved  in  this  study  occurred  after 
January,  1968,  and  all  four  were  admitted 
for  24  hour  observation.  None  were  acute- 
ly ill;  however,  in  all  four  cases  emesis  had 
been  induced  by  the  parents  shortly  after 
ingestion.  This  quick  action  may  be  ac- 
counted for  by  the  extensive  education  on 
the  dangers  of  pesticide  and  improved  label- 
ing. 

In  addition,  after  1968,  four  cases  in- 
volved chlorinated  hydrocarbon  pesticides 
that  have  been  in  use  for  several  years, 
and  two  of  these  cases  were  severe  involv- 
ing seizures.  There  were  four  cases  of  ar- 
senic-containing insecticide  poisoning,  but 
none  were  serious ; two  cases  involving  herbi- 
cides — one  resulted  in  toxic  epidermal  ne- 
crolysis; and  two  cases  of  Rodenticide  poi- 
soning (one  with  arsenic)  that  were  ad- 
mitted only  for  observation.  The  most  seri- 
ous case  involved  ingestion  of  a tick  and 
flea  dip  preparation  with  the  major  con- 
stituent being  xylene  and  resulted  in  severe 
CNS  depression  requiring  prolonged  ICU 
treatment. 

Categories  of  Poisoning 

Acute  pesticide  poisonings  were  divided  in- 
to three  major  categories  with  the  following 
distribution : 


(1)  Home  accidents  35  (83.3%) 

(2)  Occupational 4 ( 9.5%) 

(3)  Suicides 3 ( 7.1%) 

Epidemiology 

There  were  four  cases  (9.5%)  of  pa- 
tients ingesting  contaminated  material  such 
as  bread  spread  with  rat  poison  paste  or  con- 
taminated dirt,  and  four  cases  that  in- 
volved air  drift.  The  remaining  34  cases 
(80.9%)  were  the  result  of  ingesting  full 
strength  material.  Of  those  where  full 
strength  material  was  ingested,  only  one  case 
was  found  in  which  the  container  had  been 
left  open,  and  three  cases  were  suicide  ges- 
tures involving  full  strength  material.  There 
was  only  one  case  where  a child  was  left  at 
home  alone  for  any  period  of  time.  How- 
ever, in  all  34  cases  of  ingestion  of  full 
strength  material,  at  the  time  of  inges- 
tion the  children  were  not  being  observed 
by  parents.  There  were  several  cases  in 
which  the  parents  discovered  the  child 
shortly  after  ingestion  and  induced  vomit- 
ing almost  immediately  either  with  a finger 
in  the  throat,  a preparation  of  mustard,  or 
a preparation  of  warm  salt  water.  There 
were  no  cases  in  which  pesticides  stored 
properly  in  locked  or  inaccessible  cabinets 
resulted  in  accidental  poisoning.  The  most 
common  storage  area  leading  to  poisoning 
was  under  the  kitchen  sink  and  in  two  cases 
pesticides  were  stored  with  medicines  in 
relatively  accessible  areas. 

Age  and  Sex  Distribution 

The  age  range  was  from  9^2  months  to 
15  years.  The  majority  of  patients  were 
between  the  ages  of  one  and  four,  the  ex- 
ploring age,  accounting  for  76%  of  the 
total  cases  reviewed.  The  one  patient  in 
the  6-10  age  group,  considered  to  have 
generally  a low  incidence  of  poisoning,  in- 
volved a 7 year  old  girl  with  Down’s  syn- 
drome. All  three  of  the  patients  above  age 
10  were  involved  in  suicide  gestures. 

The  usual  reported  predominance  of  poi- 
soning among  males  was  not  evident  in 
this  study.  Of  the  42  cases,  45%  were 
male  and  55%  female.  (See  Table  2). 

Severe  Cases 

Of  the  42  cases  reviewed,  13  (30.9%)  were 
classified  as  severe  using  the  following 
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Table  2 

AGE  AND  SEX  DISTRIBUTION 


Ages  (years) 

Male 

Female 

Total 

under  1 __  

0 

2 

2 

1-2 

_ _ 8 

10 

18 

2-3  __  _ _ 

4 

4 

8 

3-4  . _ 

2 

4 

6 

4-5  __  _ _ 

2 

0 

2 

5-6 

1 

1 

2 

6-10 

0 

1 

1 

11  and  above  

2 

1 

3 

19 

23 

42 

criteria : hospitalized  greater  than  48  hours ; 
intensive  care  unit  care;  seizures;  or  other 
signs  of  CNS  excitation  or  depression. 

Seizures  and  Other  Complications 

Patients  exhibited  seizures  or  convulsive- 
like  episodes  in  9 (21.4%)  of  the  cases  re- 
viewed. Eight  involved  chlorinated  hydro- 
carbons; of  which  five  were  Lindane  and 
three  were  Indane  derivatives,  chlordane 
(2)  and  aldrin  (1).  The  remaining  case 
was  due  to  the  herbicide,  2,4-D.  The  seizure- 
producing  potential  of  the  chlorinated  hydro- 
carbons has  been  well  documented  and  this 
devastating  property  is  well  illustrated  in 
this  study  by  the  fact  that  more  than  50% 
of  the  cases  involving  them  (8  of  15)  pre- 
sented with  seizures.3 

Other  complications  included  aspiration 
pneumonitis  secondary  to  DDT ; toxic  epi- 
dermal necrolysis  from  air  drift  of  an  un- 
known heribicide;  and  six  months  of  inter- 
mittent seizures  due  to  Lindane  ingestion. 
This  last  case  also  resulted  in  mental  re- 
tardation and  was  the  only  case  with  long- 
term sequelae.  As  determined  in  similar 
studies,  acute  CNS  symptoms  were  a major 
symptom  and  a primary  factor  in  the  deci- 
sion to  hospitalize  a patient.4 


Suicide  Gesture 

None  of  the  three  cases  (7.1%)  of  sui- 
cides attempted  were  thought  to  be  more 
than  a gesture.  There  were  two  males  ages 
13  and  15,  and  one  female  age  14.  The  13 
year  old  male  ingested  six  mothballs  (chloro- 
benzene derivative)  after  an  argument  with 
his  parents.  The  15  year  old  male  had  had 
past  treatment  for  various  behavior  dis- 
orders, and  after  losing  his  part-time  job, 
took  two  handfuls  of  D-Con  tablets  (War- 
farin). The  14  year  old  female,  upon  learn- 
ing of  her  mother’s  death  in  a distant  city, 
ingested  an  unknown  amount  of  Black  Flag 
Roach  Killer  (chlordane).  The  above  three 
patients  all  had  histories  of  emotional  la- 
bility. 

Poisoning  in  the  Retarded,  Hyperactive, 
and  Emotionally  Disturbed 

In  addition  to  the  three  suicide  gestures, 
three  other  patients  were  mentally  retard- 
ed and  four  others  were  emotionally  labile 
(three  of  the  four  were  “hyperactive”)  for 
a total  of  10  (23.8%)  of  the  cases  reviewed. 

Repeaters 

Repeaters  are  patients  who  have  had 
more  than  one  episode  of  accidental  ingestion. 
Only  one  of  the  three  repeaters  was  mental- 
ly retarded;  one  was  a very  hyperactive 
male;  and  the  other  was  an  extremely  curi- 
ous female  whom  the  mother  described  as 
“always  getting  into  things.” 

Sibling  Involvement 

Seven  (16.9%)  of  the  42  cases  involved 
either  brothers  or  sisters.  In  some  cases  it 
was  the  older  sibling  that  fed  the  poison 
to  the  patient,  in  others  the  younger  sibling 
opened  the  poison  and  the  older  sibling  sam- 
pled it. 
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The  Nebraska  Approach  to  Quality 
Medical  Education 


^ ^ np  HE  American  college  teacher 
is  the  only  high-level  profes- 
a sional  man  on  the  American 
scene  who  enters  upon  a career  with  neither 
the  prerequisite  trials  of  competence  nor 
experience  in  the  use  of  the  tools  of  his 
profession.”1 

Traditionally,  the  doctorate  has  been  the 
major  criterion  for  employment  in  higher 
education,  not  familiarity  with  learning 
theory  and  teaching  technology.  Although 
the  Ph.D.  and/or  M.D.  may  be  a reliable 
index  of  scientific  ability,  neither  degree 
certifies  teaching  competence.  In  most  cases, 
the  stringent  requirements  for  the  doctorate 
almost  guarantee  that  the  recipient  has  had 
no  formal  teacher  training.  This  lack  of 
training  is  further  compounded  by  most  col- 
leges and  professional  schools  who  do  little 
to  assist  their  faculties  on  problems  of  teach- 
ing and  learning.  Teaching  improvement  is 
generally  left  to  a faculty  relatively  un- 
trained in  teaching  methodology  and  evalua- 
tion. This  unfortunately  often  results  in 
teachers  who  are  inadequately  prepared  to 
communicate  efficiently  their  particular  ex- 
pertise in  the  classroom.  This  has  too  often 
resulted  in  angry  and  disillusioned  students, 
frustrated  teachers  and  administrators,  and 
a dismayed  board  of  regents. 

The  University  of  Nebraska  College  of 
Medicine  is  making  a concerted  effort  to 
improve  the  quality  of  medical  science  in- 
struction. In  addition  to  the  establishment 
of  an  office  of  instructional  services  which 
assists  faculty  members  on  educational  mat- 
ters, the  College  of  Medicine  recently  de- 
veloped and  now  offers  on  a regular  basis 
a course  entitled  “The  Theory  and  Practice 
of  Teaching  in  the  Medical  Sciences.”2  De- 
veloped by  the  Anatomy  Department,  this 
course  which  is  conducted  as  a “teaching 
workshop”  for  medical  educators3  is  offered 
to  both  students  and  faculty.  It  is  designed 
to  provide  participants  with  an  opportunity 
to  develop  those  teaching  skills  associated 
with  instructional  excellence. 


ERNEST  D.  PRENTICE.  M.A.* 
and 

WILLIAM  K.  METCALF,  M.D.f 

THE  NEBRASKA  TEACHING 
WORKSHOP 

The  teaching  workshop  offers  participants 
instruction  and  guidance  in  the  following 
areas:  (1)  General  educational  theory,  par- 
ticularly as  it  relates  to  teaching  and  learn- 
ing in  medical  school,  (2)  medical  curricu- 
lum and  course  design,  (3)  organization  and 
presentation  of  lectures  and  seminars,  (4) 
conduction  of  discussions  and  preparation  of 
demonstrations,  (5)  development  and  appli- 
cation of  instructional  aids  such  as  pro- 
grammed texts,  auto-instructional  packages 
and  audiovisuals,  (6)  design  and  application 
of  test  instruments,  (7)  analysis  of  test  re- 
sults, and  (8)  design  and  application  of  teach- 
er evaluation  instruments.  Each  of  the  above 
mentioned  instructional  areas  is  specific- 
ally keyed  to  the  medical  school  environment 
which  is  not  a typical  teaching-learning  situ- 
ation. The  high  academic  ability  of  the  stu- 
dents, the  complexity  of  the  subject  matter 
and  the  intensity  of  the  three  year  curricu- 
lum all  demand  application  of  the  most  effi- 
cient teaching  methods  available. 

The  workshop  is  divided  into  a series  of 
sequentially  arranged  instructional  units  of 
varying  length  structured  primarily  on  a 
discussion  basis.  Each  topic  to  be  discussed 
is  selected  for  its  relevancy  to  medical  edu- 
cation in  general  and  Nebraska  medical  edu- 
cation in  particular.  Discussions  are  regu- 
larly punctuated  by  teaching  laboratories 
where  workshop  members  have  an  opportun- 
ity to  apply  some  of  the  educational  concepts 
brought  out  during  the  discussions.  In  these 
laboratories  “student  instructors”  are  ex- 

♦Educational  Consultant  and  Research  Associate,  Department 
of  Anatomy,  University  of  Nebraska  Medical  Center. 
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posed  to  a variety  of  teaching  methods  and 
are  asked,  in  turn,  to  apply  these  techniques 
in  the  supervised  laboratory  setting. 

The  teaching  laboratories  seek  to  develop 
instructor  competence  in  both  traditional 
and  modem  forms  of  instruction.  In  order 
to  acquire  additional  expertise  in  traditional 
teaching  methods  workshop  members  pre- 
sent lectures,  conduct  discussions  and  pre- 
pare teaching  demonstrations  which  are 
videotaped  and  critiqued  by  the  workshop 
group  to  determine  instruction  strengths  as 
well  as  instructional  flaws.  Feedback  which 
is  considered  important  for  student  involve- 
ment in  the  learning  process4- 5 is  provided 
by  post-presentation  comments,  a written 
summary  of  critique  data,  and  videotape 
replay  which  is  considered  a particularly  ef- 
fective teacher  training  tool.6- 7 To  gain  the 
necessary  expertise  in  the  development  and 
application  of  modern  instructional  tools, 
workshop  participants  are  asked  to  design, 
present,  and  pilot-test  an  auto-instructional 
package,  programmed  text,  or  audiovisual 
teaching  tool  for  use  in  the  medical  sciences. 
This  aspect  of  the  workshop  is  considered 
extremely  important  since  auto-instructional 
programming  is  rapidly  becoming  a major 
component  of  medical  education.8 

Another  equally  important  exercise  that 
workshop  participants  engage  in  is  the  de- 
sign of  a complete  course  in  the  medical  sci- 
ences. Upon  completion  of  the  design,  a copy 
of  the  course  outline  is  distributed  to  each 
class  member  and  the  course  planner  is  asked 
to  orally  justify  the  selected  methods  of 
evaluation,  choice  of  teaching  aids,  and  posi- 
tion within  the  total  medical  curriculum. 
Through  this  exercise,  the  workshop  seeks 
to  improve  the  medical  educator’s  ability  to 

(1)  develop  an  educationally  sound  course, 

(2)  critically  evaluate  teaching  and  learning 
situations,  and  (3)  detect  course  weaknesses 
and  implement  improvement. 


Finally,  the  teaching  workshop  is  designed 
to  stimulate  its  participants  to  initiate  re- 
search in  teaching,  e.g.,  the  evaluation  of  the 
teaching  efficiency  in  different  subject 
areas  of  auto-instruction,  lecture,  computer 
assisted  instruction  (CAI),  programmed 
texts,  and  other  innovative  teaching  tech- 
niques. Only  by  such  investigations  can 
physician  training  be  at  least  partially  rec- 
onciled with  the  information  explosion. 

Summary 

As  the  technology  of  medicine  increases 
in  complexity  and  the  difficulty  of  training 
medical  students  is  further  compounded  by 
increased  student  enrollment  and  a dimin- 
ished time  allotment,  the  development  and 
application  of  efficient  teaching  methods  be- 
comes an  absolute  necessity.  One  way  the 
University  of  Nebraska  College  of  Medicine 
is  attempting  to  meet  this  challenge  is 
through  faculty  and  student  participation  in 
a teaching  workshop  which  has  as  its  ulti- 
mate goal  the  attainment  of  quality  medical 
education  at  the  basic  science  and  clinical 
levels. 

References 

1.  Blegen  TC,  Cooper  RM,  eds:  The  preparation 
of  teachers.  Washington,  D.C.  American  Council  on 
Education,  1950. 

2.  Prentice  ED,  Metcalf  WK:  The  theory  and 
practice  of  teaching  in  the  medical  sciences.  Anat 
Rec  178:500-501,  1974. 

3.  Prentice  ED,  Metcalf  WK:  A teaching  work- 
shop for  medical  educators.  Med  Educ  49:1031-1034, 
1974. 

4.  Miller  GE,  ed:  Teaching  and  learning  in  medi- 
cal school.  Cambridge,  Massachusetts:  Harvard  Uni- 
versity Press,  1961. 

5.  Erickson  SC:  Earning  and  learning  by  the 
hour.  In  effective  college  teaching.  Morris,  W.  H. 
ed.  Washington,  D.C.:  American  Association  for 
Higher  Education,  1970. 

6.  National  Medical  Audiovisual  Center.  Toward 
improving  instruction,  Volume  2.  Atlanta,  Georgia: 
National  Medical  Audiovisual  Center,  1969. 

7.  Allen  DW,  Gross  RE:  Microteaching.  NEA 
Journal,  55:25-26,  1965. 

8.  Southern  Medical  School  Consortium.  Direc- 
tory of  self-instructional  materials.  Chapel  Hill, 
North  Carolina:  Self-instructional  materials  proj- 
ect, 1972. 


February,  1975 


45 


An  Effective  Application  of  U-5897  to  the 
Control  of  Established,  Feral  Rats* 


PART  I 

COMPARISONS  of  established, 
feral  Norway  rat  populations 
revealed  that  rat  numbers 
could  be  reduced  by  U-5897,  warfarin  and 
land-fill  applications  to  dump  sites.  A single 
baiting  with  U-5897  treated  dog  food  effect- 
ed a > 90%  kill  within  one  week,  which 
was  followed  by  a continuing  decline  to- 
ward zero  density  within  six  weeks.  The 
numbers  have  remained  at  or  near  zero  den- 
sity levels  for  six  months  with  no  recruit- 
ment and  with  ecological  accommodation  of 
other  vertebrates  (mice,  lizards,  toads)  which 
do  not  co-inhabit  rat  territories.  Warfarin 
treatment,  which  was  not  100%  lethal,  re- 
duced rat  numbers,  but  did  not  prevent  re- 
productive rebound  even  though  90%  of  the 
survivors  were  hemorrhagic.  Repeated  war- 
farin treatment  combined  with  land-fill  grad- 
ing was  required  to  maintain  low  numbers 
of  rats  under  that  regimen.  Toxic  doses  of 
U-5897  delivered  in  Calhoun  pens  also  pre- 
vented recruitment  among  survivors,  even 
when  fertile,  mature  females  were  intro- 
duced. The  delayed  mortality  which  fol- 
lows U-5897  treatment  by  more  than  one 
month  can  be  attributed  to  the  endemic  dis- 
ease rate  in  the  population.  The  severity  and 
frequency  of  such  disease  is  highly  depend- 
ent upon  the  stresses  from  previous  social 
pressure  and  from  climatic  challenge. 

Effective  pest  control  remains  a serious 
challenge  to  public  health  and  agriculture. 
Aside  from  the  economic  cost  of  pest  popu- 
lations, these  animals  carry  and  transmit 
disease  to  animals  and  man.  Earlier  at- 
tempts at  control  of  both  insect  and  verte- 
brate pests  concentrated  upon  chemical  toxi- 
cants, which,  when  inappropriately  used  pre- 
sent still  another  health  hazard.  More  re- 
cent attempts  to  control  pests  have  begun  to 
examine  biological  control  methods.  Among 
the  more  promising  of  these  methods  are 
the  fertility  control  experiments  which  are 
being  implemented  in  several  parts  of  the 
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United  States.  The  concept  of  pest  man- 
agement by  fertility  control  was  developed 
by  Knipling  (1960)  for  application  to  insect 
problems.  Mosquito  and  fly  problems  in  the 
southern  United  States  have  yielded  to  this 
application,  and  means  of  sterilizing  insects 
by  chemosterilants  rather  than  irradiation 
are  now  the  subject  of  both  laboratory  and 
field  research. 

Applications  of  antifertility  agents  to 
vertebrate  pest  control  have  been  develop- 
ing since  Davis’  (1961)  summary  of  the  con- 
cept. Early  efforts  employed  stilbesterol 
and  its  derivatives  in  predator  control 
(Balser,  1964;  Linhert  and  Enders,  1964; 
Linhart  et  al,  1968).  Antiovulatory  agents 
(mestranol  and  provera)  have  been  tried  on 
rats  without  much  success  because  of  the 
frequency  of  application  required,  and  be- 
cause rats  develop  an  avoidance  behavior 
toward  the  drug  (Marsh  & Howard,  1969 ; 
Howard  & Marsh,  1969).  More  potent  anti- 
estrogens have  shown  promise  of  overcom- 
ing these  difficulties  (Gwynn  & Kurtz, 
1970)  but  none  of  the  antiovulatory  or  abor- 
tive agents  are  specific  to  particular  target 
species. 

The  observation  that  -chlorhydrin  (U- 
5897)  specifically  produces  permanent  le- 
sions in  the  caput  epididymus  of  the  Norway 
rat  has  stimulated  interest  in  this  male 
chemosterilant  as  a potential  rat  control 
agent  Ericsson,  1970).  The  effectiveness  of 
male  sterility  in  population  control  depends 
upon  effecting  a high  frequency  of  bilater- 
ally lesioned  males  in  poulations  where  pro- 
miscuity of  females  is  prominent,  and  upon 
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avoiding  interference  with  androgen  levels 
of  affected  males.  Endocrine  function  is 
associated  with  the  social  behavior  and  con- 
sequent maintenance  of  territoriality  and 
aggressiveness  in  wild  rats.  Laboratory  and 
field  tests  of  U-5897  have  met  with  varying 
success  in  rat  control  because  of  these  so- 
cial factors  (Bowerman  and  Brooks,  1971 ; 
Kennedy,  Garrison  and  Johns,  1970).  Our 
own  studies  of  U-5897  effects  in  Calhoun 
pens  and  an  open  dump  (Andrews,  Belknap, 
and  Kennan,  1974)  led  us  to  compare  the 
dual  toxic-chemosterilant  action  of  U-5897 
with  Warfarin  poisoning  in  the  field  to  see 
whether  the  action  of  U-5897  could  over- 
come reproductive  rebound  in  problem,  es- 
tablished pest  populations.  The  social  struc- 
ture of  such  established  populations  should 
lend  itself  to  reproductive  control  measures 
(Calhoun,  1962;  Davis,  1961). 

Materials  and  Methods 

Animals  were  obtained  by  live-trapping 
with  Sherman  box  traps  baited  with  peanut 
butter.  No  pre-baiting  was  required  in 
dumps  since  rats  readily  enter  traps  during 
evening  hours  in  such  environments  (as  re- 
ported by  Boice  & Boice,  1968). 

Grain  consumption  and  mark-recapture 
studies  were  initiated  to  assess  initial  den- 
sities, and  grain  consumption  together  with 
trapping  efficiency  was  used  to  estimate 
relative  changes  in  animal  numbers ; 500 
trap-nights  were  used  on  a monthly  schedule 
following  the  initial  census  period.  Since 
the  amount  of  activity  varies  with  climatic 
conditions,  only  relatively  warm  weather 
periods  are  reported  as  an  index  of  animal 
numbers. 

Animals  were  sacrificed  by  the  ether-pen- 
tobarbitol  overdose  method  described  ear- 
lier (Andrews  et  al,  1971)  so  that  blood 
could  be  drawn  by  heart  puncture  without 
eliciting  adrenal  steroidogenesis.  Plasma 
corticosteroid  was  determined  by  acid  fluor- 
escence to  estimate  seasonal  and  social  stress 
impacts  on  members  of  the  population.  Ani- 
mals were  weighed,  sexed,  examined  for 
scars  and  reproductive  condition,  and  necrop- 
sied  for  tissue  histology  as  previously  de- 
scribed (Andrews  et  al,  1972).  Testis  and 
epididymus  were  examined  for  bilateral 
lesions. 


Results  and  Discussion 

Five  study  situations  are  included  in  this 
report.  One  untreated  open  dump  at  Blair 
was  followed  as  a control  for  stable  density 
situations ; another  U-5897  treated  dump 
near  Blair  was  followed  with  some  interrup- 
tion from  grading  and  filling;  another 
U-5897  treated  open  dump  at  the  rim  of  a 
quarry  near  Louisville  was  undisturbed 
throughout  the  study  period.  An  open  dump 
near  Mead  was  followed  as  the  course  of 
warfarin  control  measures  was  effected,  and 
since  that  situation  started  at  zero  density, 
a Calhoun  pen  was  colonized  with  six  pairs 
of  adult  rats  to  judge  control  expansion 
rates  among  survivors  of  poisoning  episodes. 
Alpha-chlorhydrin  treatment  was  initiated 
by  placing  3 oz  per  rat  of  dried  Gaines  dog 
food  treated  with  10%  alcoholic  U-5897  in 
6-8  ounce  amounts  near  burrow  sites.  War- 
farin treatment  was  effected  with  distribu- 
tion of  grain-based  0.025%  Warfarin  in  4 
ounce  packets  near  debris  and  harborage. 
In  each  case  where  a dump  was  treated  with 
either  U-5897  or  with  warfarin,  the  dump 
was  closed  over  the  weekend ; in  the  order  of 
50%  of  the  bait  was  taken  the  first  night 
and  90%  by  the  second  night  as  estimated 
by  package  volume. 

The  demography  of  each  situation  was 
altered  by  drug  treatment  (Figure  1).  The 
two  expanding  populations  (Mead  & Pen) 
had  very  high  percentages  of  pregnant  or 
lactating  females  which  declined  as  juv- 
eniles were  recruited  into  the  population. 
The  percentages  of  adults  (>  200  gms 
body  weight)  trapped  in  census  periods 
declined  as  recruitment  continued  in  both 
control  and  warfarin  treated  groups,  but 
the  number  of  animals  available  to  census 
dropped  to  zero  following  a second  warfarin 
and  grading  operation  in  September.  The 
U-5897  treated  populations  started  with  high 
percentages  of  adults ; control  level  (or  low- 
er) fecundity  rates  as  typical  of  stable  den- 
sity populations  were  also  demonstrated. 
Following  the  June  treatment  (when  den- 
sities were  reduced  50%  to  90%)  the  great- 
est number  of  rats  trapped  were  adults  as 
contrasted  to  the  control  recruitment  pattern 
of  50%  adults.  Moreover  pregnancies  were 
markedly  reduced  in  the  Blair  group  and 
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absent  in  the  Louisville  group.  This  situa- 
tion prevailed  throughout  the  summer  until 
no  more  animals  could  be  caught  in  500  trap- 
night  census  periods.  In  fact,  by  mid-sum- 
mer deer  mice,  sand  lizards  and  toads  had 

Figure 


moved  into  the  Louisville  dump,  indicating 
the  loss  of  rats  in  any  sizeable  numbers 
from  that  setting.  Tracking  in  fresh  snow 
in  December  has  revealed  that  only  2-5  rats 
remain  in  the  dump. 
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Figure  1.  Demographic  profile  of  treated  and  control  populations.  The  solid  bar  represents  the  per  cent  of  the 

population  at  adult  weight.  The  hatched  bar  represents  the  per  cent  of  eligible  females  which  were  either  gravid 
or  were  caring  for  litters  (lactating). 
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FEATURES 


The  Letter  Box 


Dear  Doctor  Cole: 

This  morning,  while  scanning  various  med- 
ical journals  for  articles  of  interest  for  the 
physicians  I work  with,  I was  fortunate 
enough  to  come  across  your  personal  essay 
“GOD  BLESS  AMERICA”  published  in  the 
December  1974  issue  of  “Medical  Times.” 

Being  thirty-two  years  of  age,  I came 
along  at  a time  when  most  of  my  peers  were 
of  the  opinion  “down  with  the  out-dated, 
old-fashioned  ideas  of  patriotism  — now  is 
the  time  for  social  reform  through  revolu- 
tion.” Little,  if  any  thought  was  given  to 
the  fact  that  this  great  nation  would  have  to 
bear  the  pain  and  pay  the  price  of  such 
radical  action. 

I was  at  a loss  to  understand  what  mo- 
tivated this  kind  of  thinking  in  so  many 
during  those  turbulent  years.  Like  you, 
I am  and  always  have  been  proud  to  be  an 
American,  and  it  is  with  humility  that  I 
thank  God  for  allowing  me  the  privilege  to 
live  in  and  be  a part  of  this  great  nation. 
Neither,  am  I ashamed  to  admit  that  I still 
get  emotional  every  time  I hear  the  “Star 
Spangled  Banner”  or  see  Old  Glory  proudly 
waving  in  the  breeze. 

While  your  essay  would  have  deep  and 
personal  meaning  to  many  at  any  time  dur- 
ing the  year,  I think  it  is  most  appropriate 
during  this  special  holiday  season  when  our 
thoughts  especially  turn  to  giving  thanks 
for  the  past,  which  made  the  present  pos- 
sible, and  gives  us  hope  for  the  future. 
Therefore,  I am  requesting  your  permission 
to  submit  “GOD  BLESS  AMERICA”  to  our 
two  local  newspapers  for  publication.  I 
would  also  like  your  permission  to  have  it 
reprinted  in  a little  monthly  publication 
printed  solely  for  the  enjoyment  of  the  staff 
and  employees  of  one  of  our  hospitals.  It 
would  be  most  fitting  for  a column  titled 
“Something  To  Think  About.” 


Thank  you  very  much.  I shall  look  for- 
ward to  hearing  from  you  in  the  near  future. 

Yours  sincerely, 

Mrs.  Jeane  J.  Kirk,  Secretary 
Drs.  Howell,  Overstreet, 
Putzel  and  Howell,  Jr. 


Dear  Doctor  Cole: 

As  I started  to  set  type  for  The  Medical 
Journal  for  this  next  issue,  I suddenly 
realized  — this  is  it  — I’m  saying  “Good 
Bye”  to  a job  that  has  been  a part  of  my 
life  for  over  45  years.  As  of  January  1, 
1975,  I’ll  be  retiring.  One  of  the  first  jobs 
I worked  on  when  I started  with  the  Huse 
Publishing  Company  on  September  4,  1929, 
was  to  set  the  type  for  The  Journal  and  it 
has  been  a monthly  procedure  ever  since. 

Over  that  period  of  time  I have  had  the 
opportunity  to  work  with  several  editors  — 
and  although,  Doctor  Cole,  I have  never 
met  you  personally,  I feel  like  we  are  well 
acquainted. 

During  this  time  I have  seen  many 
changes  in  the  printing  industry  — the  most 
recent  will  be  when  the  Journal  will  now  be 
set  completely  by  compugraph  (cold  type) 
and  the  linotype  will  be  phased  out.  Also 
there  have  been  many  changes  in  The  Jour- 
nal. I remember  when  the  lower  half  of 
the  front  cover  was  a half  page  ad  by  Eli 
Lilly  with  a splash  of  red  in  it. 

Each  editor  has  also  made  improvements 
in  the  way  of  general  make-up  and  organ- 
ization of  the  publication.  I do  think,  Doctor 
Cole,  you  have  improved  it  greatly  with 
your  various  sections,  and  I do  especially 
like  the  humor  of  your  editorials;  also  in 
the  Down  Memory  Lane  column  you  see 
many  items  that  bring  back  memories. 

As  far  as  grammar  is  concerned,  I guess 
I’m  from  the  old  school  but  it  sort  of  gets 
me  when  the  authors  now-a-days  say  some- 
thing is  “commoner”  or  “commonest.”  In 
my  day  we’d  have  flunked  to  have  even 
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thought  of  using  those  expressions.  But,  I 
guess  we’ll  have  to  admit  “times  are  chang- 
ing.” Now  as  far  as  “X  ray”  — “X-ray” 
— “x-ray”  — take  your  choice!! 

During  my  45  years  plus,  some  authors 
have  had  several  articles  and  I feel  like  I am 
really  acquainted  with  them  — many  have 
their  own  unique  style  of  writing. 

For  the  last  20  years  we  have  kept  a file 
of  all  the  articles  which  have  been  sent  in 
and  in  checking  I find  that  I have  set  ap- 
proximately 1,400.  How  many  before  that 
is  a guess.  I almost  feel  that  I should 
have  a medical  “degree”  of  some  kind  after 


spelling  all  those  medical  terms  for  so  long. 
Now,  Doctor,  I might  not  be  worth  a darn 
when  it  comes  to  setting  a broken  leg  or 
taking  out  an  appendix  — but  I’m  sure  if  a 
patient  came  in  complaining  of  being  con- 
stipated that  I could  suggest  a “Fleet 
Enema !” 

Now  as  my  Model  31  linotype  and  I fade 
out  in  favor  of  the  compugraph,  I send  you 
Holiday  Greetings  and  wishes  for  a Journal 
that  continues  to  rate  TOPS ! ! ! 

Yours, 

Emory  N.  Jones 


Down  Memory  Lane 


1.  The  diabetic  patient,  like  the  tuber- 
culous patient  is  apt  to  wander,  hearing  of 
new  cures  and  new  foods;  it  should,  there- 
fore, be  impressed  upon  him  that,  if  he  is 
doing  well  it  is  often  fatal  to  change. 

2.  Pretenders  to  medical  skill  there 
have  always  been  and  doubtless  always  will 
be,  but  their  numbers  have  so  multiplied 
in  the  last  two  scores  of  years  as  to  make 
the  problem  of  the  Cults  one  of  deep  concern 
to  our  profession  and  to  the  public  welfare. 

3.  Thanks,  largely,  to  the  two  Class 
A medical  schools  in  Omaha,  the  profession 
of  this  state  has  made  immense  strides  for- 
ward during  very  recent  years. 

4.  The  Omaha  city  health  commissioner 
fearing  a widespread  epidemic  of  small- 
pox ordered  vaccination  by  the  thousands  in 
the  public  and  parochial  schools  affected. 
That  kind  of  courage  and  promptitude  is 
what  wins  in  threatened  epidemics. 

5.  The  dictum  of  the  American  Society 


for  the  Control  of  Cancer,  that  cancer  is  not 
inherited,  it  seems,  must  fall  before  the 
work  of  Maude  Slye. 

6.  The  matter  of  climate  is  largely  a mat- 
ter of  personal  psychology  — and  the  ability 
to  pay  the  coal  bill. 

7.  The  only  way  in  which  an  early  diag- 
nosis of  diabetes  will  ever  be  made  is  to 
search  for  it. 

8.  Helen  Keller  when  asked  which  sense 
she  would  value  most  — seeing  or  hearing 
— said  she  longed  for  hearing  more  than 
sight. 

9.  Taken  in  moderate  doses  veratrum  vi- 
ride  reduces  the  pulse  rate  in  a marked 
degree. 

10.  How  such  a mistake  can  be  avoided, 
I do  not  know.  Happily,  in  this  instance, 
the  patient  recovered. 

Nebraska  State  Medical  Journal 
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Picture  Gallery 

President's  Dinner  — Nebraska  Club  — October  19,  1974 


Back  row  (left  to  right):  William  L.  Schellpeper;  Richard  A.  Cottingham,  M.D.;  Kenneth  T. 
McGinnis,  M.D.;  Russell  L.  Gorthey,  M.D.;  Robert  D.  Sparks,  M.D. ; Charles  W.  Landgraf,  Jr., 
M.D.;  Joseph  M.  Holthaus,  M.D.;  Robert  P.  Heaney,  M.D.;  Robert  F.  Shapiro,  M.D.;  Vernon 
G.  Ward,  M.D.;  R.  F.  Sievers,  M.D.;  Orin  R.  Hayes,  M.D.;  A.  W.  Lempka,  M.D.;  Jerald  R. 
Schenken,  M.D.;  Louis  J.  Gogela,  M.D. 

Front  row  (left  to  right):  Kenneth  E.  Neff;  Harold  S.  Morgan,  M.D.;  Frank  Cole,  M.D.; 
Frank  P.  Stone,  M.D.;  James  H.  Dunlap,  M.D.;  Warren  G.  Bosley,  M.D.;  Frank  H.  Tanner, 
M.D.;  W.  D.  Wright,  M.D. 


Photographs  taken  at  a recent  meeting  of  the  Scientific 
Sessions  Committee  held  at  Doctor  Stryker’s  Duck  Lodge 
near  North  Bend. 
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Picture 


John  E.  Murphy,  M.D.,  Chairman  of  the  Sub- 
Committee  on  Athletic  Injuries,  Presiding.  Ne- 
braska High  School  Team  Physicians  Seminar, 
Sponsored  by  the  NMA  Subcommittee  on  Ath- 
letic Injuries,  November  16,  1974,  at  the  Lincoln 
Hilton  Hotel. 


Mike  Palmisano,  Varsity  Wrestling  Coach, 
University  of  Nebraska  at  Omaha  and  Charles 
W.  Newman,  M.D.,  Member  of  the  Sub-Com- 
mittee on  Athletic  Injuries  and  Team  Physician 
for  the  University  of  Nebraska. 


Robert  J.  Robertson,  Ph.D.,  Director  of  The 
Physical  Fitness  Research  Laboratory,  Univer- 
sity of  Nebraska. 


Mike  Palmisano;  Robert  J.  Robertson,  Ph.D.; 
John  E.  Murphy,  M.D.;  Boyd  Epley,  Weight 
Training  Coach,  University  of  Nebraska; 
Charles  W.  Newman,  M.D. 


John  E.  Murphy,  M.D.,  Presiding 
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THE  ANATOMY  OF  A MEDICAL 
SOCIETY 

As  a sequel  to  “Who  Speaks  for  Medicine,” 
an  explanation  seems  to  be  in  order  dealing 
with  the  over-all  structure  and  function  of 
state  medical  societies,  and  in  federation, 
the  American  Medical  Association.  Too 
much  confusion  exists  among  physicians 
about  the  anatomy  and  physiology  of  “or- 
ganized medicine.” 

The  Nebraska  Medical  Association  is  rep- 
resentative of  state  medical  societies  in 
general  in  its  basic  organization.  Two  types 
of  internal  structures  are  present  in  all 
medical  societies,  as  in  ours.  The  names  of 
these  “committees,”  “boards,”  “councils,” 
“parishes,”  etc.  vary  from  state  to  state, 
but  the  basic  functions  remain  the  same, 
despite  the  differing  names.  These  struc- 
tures are  administrative  or  service  in  nature, 
either  to  the  public  or  the  profession. 

The  administrative  function  of  the  Ne- 
braska Medical  Association  derives  its  author- 
ity from  the  Constitution  and  By-Laws  of 
the  Association  and  from  the  House  of  Dele- 
gates (79  members).  This  administrative 
function  is  carried  out  by  the  Policy  Com- 
mittee (perhaps  better  named  Executive 
Committee,  5 members),  Board  of  Directors 
(supervision  of  association  finances,  4 mem- 
bers), Board  of  Councilors  (judiciary  func- 
tion, 12  members),  and  Headquarters  office 
(Executive  Secretary,  Assistant  Executive 
Secretary  and  staff  of  3). 

The  service  committees  of  the  NMA  also 
derive  their  authority  and  function  from  the 
Constitution  and  By-Laws  and  from  the 
House  of  Delegates.  These  “standing”  or 
“ad-hoc”  committees,  whose  sole  function  is 
“service”  either  to  the  public  or  the  pro- 
fession, report  directly  to  the  House  of  Dele- 


gates. At  the  present  time  approximately 
180  physicians,  medical  students,  and  lay 
individuals  perform  on  23  standing  and  3 ad- 
hoc  committees  for  us  in  Nebraska.  (A  list- 
ing appears  elsewhere  in  this  Journal). 

What  is  our  relationship  with  the  Ameri- 
can Medical  Association?  In  brief,  our  as- 
sociation with  the  other  49  states  is  that 
of  a federation  (the  AMA)  and  we  are  rep- 
resented in  this  association  by  two  delegates 
who  are  elected  by,  and  responsible  to,  our 
House  of  Delegates. 

“Who  speaks  for  medicine  in  Nebraska?” 
A host  of  people  do!  All  conscientious, 
faithful  physicians  who  take  of  their  pre- 
cious time  and  energies  to  serve  in  this 
cumbersome  but  democratic  organization 
speak  eloquently  for  medicine  in  Nebraska. 
Their  words  and  actions  in  attending  to  the 
health  of  the  anatomy  and  physiology  of  the 
Medical  Association  is  appreciated. 

James  H.  Dunlap,  M.D. 
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Our  Medical  Schools 


Continuing  education 

Three  courses  are  on  the  March  calendar 
of  the  University  of  Nebraska  Medical  Cen- 
ter’s Center  for  Continuing  Education. 

1.  Otolaryngologic  emergencies  will  be  the 
topic  of  a course  Friday  through  Sunday, 
March  7 through  9. 

Guest  faculty  includes  Dr.  Frank  N.  Rit- 
ter, clinical  professor,  department  of  otolar- 
yngology, University  of  Michigan  Medical 
Center;  and  Dr.  C.  Thomas  Yarington,  clin- 
ical professor  of  otolaryngology,  University 
of  Washington  School  of  Medicine.  Dr. 
Yarington  is  a former  chairman  of  the  de- 
partment of  otolaryngology  and  maxillo- 
facial surgery  at  Nebraska. 

Dr.  Anthony  J.  Yonkers,  chairman  of  the 
department  of  otolaryngology  and  maxillo- 
facial surgery  at  Nebraska,  is  coordinator 
of  the  course,  which  is  acceptable  for  15 
prescribed  hours  by  the  American  Academy 
of  Family  Practice  and  1.5  continuing  educa- 
tion units. 

The  registration  fee  of  $100  includes 
lunches  and  a social  hour. 

2.  Creighton  University  will  co-sponsor 
a course  on  obstetrics  and  gynecology  Thurs- 
day and  Friday,  March  13  and  14.  Coor- 
dinators are  Drs.  Joseph  Scott  and  Robert 
Luby,  chairmen  of  the  departments  of  ob- 
stetrics and  gynecology  at  Nebraska  and 
Creighton  respectively. 

Registration  fee  of  $60  includes  luncheons. 
Ten  hours  of  AAFP  credit  and  1.0  C.E.U. 
have  been  applied  for. 

3.  Emergency  medicine  will  be  the  sub- 
ject of  a conference  Thursday  and  Friday, 
March  20  and  21.  Dr.  Wilbur  Muehlig,  asso- 
ciate professor  of  neurology  and  surgery,  is 
coordinator  of  the  course  designed  for  physi- 
cians, nurses  and  members  of  the  allied 
health  professions. 

Registration  fee  is  $60  for  physicians  and 
$40  for  others. 

This  course  is  co-sponsored  by  the  Ne- 
braska Committee  on  Trauma,  American  Col- 
lege of  Surgeons,  Nebraska  Chapter,  Amer- 
ican College  of  Emergency  Physicians. 


Grant  to  Dr.  Ryan 

Dr.  Wayne  L.  Ryan,  professor  of  bio- 
chemistry at  the  University  of  Nebraska 
Medical  Center,  has  been  awarded  a grant 
of  $34,375  from  the  American  Cancer  So- 
ciety to  continue  his  research  on  cyclic  nucleo- 
tides and  cell  division.  The  ACS  has  sup- 
ported Dr.  Ryan’s  research  in  this  area  for 
the  past  eight  years  and  previous  to  this  sup- 
ported other  research  projects  of  Dr.  Ryan. 

In  1968  Dr.  Ryan’s  research  revealed  that 
the  cyclic  nucleotide  adenosine  3',  5'  cyclic 
AMP  would  inhibit  cell  division  without 
causing  cell  damage.  He  found  the  inhibi- 
tion is  reversible,  that  is,  if  the  cyclic  nu- 
cleotide is  removed,  the  cells  start  dividing. 

Because  cyclic  AMP  occurs  in  all  tissues, 
Dr.  Ryan  suggested  that  it  may  be  the  nor- 
mal control  mechanism  for  regulation  of 
cell  division. 

Subsequently,  Dr.  Ryan  found  that  rapid- 
ly dividing  cells,  such  as  cancer  cells,  had 
low  levels  of  cyclic  AMP  and  cells  dividing 
slowly  had  high  levels  of  cyclic  AMP. 

Dr.  Ryan  is  now  trying  to  determine  what 
control  methods  are  available  to  the  cell  to 
regulate  the  levels  of  cyclic  AMP.  His  early 
investigations  on  cyclic  AMP  have  led  others 
to  examine  the  effects  of  cyclic  AMP  on 
diseases,  such  as  psoriasis,  where  a high 
level  of  cell  proliferation  occurs. 

Cyclic  AMP  has  been  found  to  inhibit 
inflammation,  wdiich  requires  the  rapid  pro- 
liferation of  white  blood  cells. 

Dr.  Ryan  has  also  extended  his  studies 
to  the  investigation  of  the  start  of  cancer 
and  has  found  that  cyclic  AMP  inhibits  its 
production. 

Finally,  investigators  at  drug  companies 
and  the  National  Cancer  Institute  are  pre- 
paring modifications  of  the  cyclic  nucleotide 
molecule  to  use  for  experimental  treatment 
of  cancer  in  animals. 

A Nebraska  faculty  member  since  1964, 
Dr.  Ryan  has  been  an  assistant  dean  for  re- 
search since  1973. 


54 


Nebraska  M.  J. 


462H&4 


Between  Cases 


On  Eating  Aspirin. 

In  1972,  Americans  consumed  more  than 
20  million  pounds  of  aspirin.  Each  per- 
son then,  including  babies,  who  I hope 
do  not  contribute  to  this  statistical  feast, 
ate  a tenth  of  a pound,  which  is  45 
grams,  675  grains,  or  135  five-grain 
tablets.  It  all  comes  to  a little  over  a 
third  of  a five-grain  tablet  for  each  per- 
son every  day. 

It  seems  like  a lot  of  aspirin,  and  a third 
of  a tablet  impresses  me  as  much  as  the 
20  million  pounds.  I took  about  five 
tablets  all  year;  my  weakness  is  beef- 
steak. 

Quote  Unquote  (1). 

It’s  wonderful  to  grow  old  if  you  stay 
young  while  you  do  it. 

Anon. 

The  Physical. 

Laceration  occipital  area  each  arm. 

Malthus  Tried  To  Tell  Us. 

The  population  of  the  world  is  increasing 
by  almost  78  million  per  year. 

Section  On  Miracle  Drugs. 

Dandelion  was  once  used  to  treat  kidney 
and  liver  disease. 

Department  Of  Sexuality. 

Amoebae  never  wed 

And  never  go  to  bed; 

They  split. 

Mension,  K.C. 

The  Diagnosis. 

Congenital  hearing  loss  (probably  ac- 
quired). 

That’s  What  It  Means. 

Jejunum:  empty. 


Why  Does  Medicine  Cost  So  Much? 

I have  seen  reported  salaries  of  basketball 
players  ranging  from  $300,000  to  $600,- 
000.  Next  time  you  don’t  feel  well,  watch 
a basketball  game. 

Hot  Or  Cold. 

It  seems  to  me  that  one  is  sometimes  ad- 
vised to  apply  an  ice  bag  to  a hurting 
part  of  the  body,  while  another  consult- 
ant will  recommend  heat  for  the  same 
condition.  This  has  led  me  to  believe 
that  room  temperature  would  do  as  well. 

But  I have  thought  this  over,  and  since 
we  preserve  food  with  either  heat  or 
cold,  while  room  temperature  will  not 
work,  I have  come  to  feel  that  both  doc- 
tors are  right,  the  ones  who  prescribe 
a hot  water  bag  and  those  who  tell  you 
to  use  an  ice  bag. 

Words  We  Can  Do  Without. 

Strategies,  decimate,  priority,  beautifica- 
tion. 

Quote  Unquote  (2). 

How  slowly  the  minutes  pass  . . . when  you 
are  overloaded  with  hours. 

Ernest  K.  Gann. 

On  Signs. 

Sale:  Antique,  bring  new  life  to  furni- 

ture. 

Proverb  Of  The  Month. 

Men  make  plans,  and  God  laughs. 

Section  On  Psychiatry. 

The  contribution  of  psychoanalysis  to  sci- 
ence consists  precisely  in  having  extend- 
ed research  to  regions  of  the  mind. 

Freud. 

F.C. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
February  22  — Kearney,  Elks  Lodge 
March  8 — Sidney,  Elks  Lodge 
March  15  — North  Platte,  Elks  Lodge 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  27-30,  1975,  Hilton 
Hotel,  Lincoln,  Nebraska. 


AMERICAN  CANCER  SOCIETY  — Na- 
tional Cancer  Institute  — National  Con- 
ference on  Advances  in  Cancer  Manage- 
ment; Part  II,  Detection  and  Diagnosis, 
May  1-3,  1975,  The  Denver  Hilton,  Den- 
ver, Colorado. 


AMERICAN  COLLEGE  OF  SPORTS  MEDI- 
CINE — 22nd  Annual  Meeting;  May  22- 
24,  1975;  Marriott  Hotel,  New  Orleans, 
Louisiana.  Write  to : American  College  of 
Sports  Medicine,  1440  Monroe  Street,  Mad- 
ison, Wisconsin  53706. 


AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Convention,  June  15-19,  1975,  At- 
lantic City,  New  Jersey. 


NEBRASKA  MEDICAL  ASSOCIATION  — 
Fall  Session,  October  17-19,  1975,  Omaha, 
Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  — 
29th  Clinical  Convention,  November  30  - 
December  4,  1975,  Honolulu,  Hawaii. 


IMPORTANT  INFORMATION:  This  is  a Sched. 
ule  V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  these  after  meperidine 
or  morphine  overdosage  may  occur ; treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
ol  an  initial  response  to  Nalline ® (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN 


Indications  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration : Lomotil  Is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years.  4 ml.  (2  mg.)  t.i.d  : 5 to  8 years.  4 
ml.  (2  mg.)  q i d ; 8 to  12  years.  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q i d or  two  regular  teaspoonfuls 
(10  ml.,  5 mg  ) q i d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled 

Overdosage  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and.  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms : Tablets,  25  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg  of  diphenoxylate  HCI  and  0 025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity.  2 ml.)  accom- 
panies each  2-o z bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan.  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago.  Illinois  60680  454  R 


SEARLE 
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When  diarrhea  has  his  number... 


Lomotil  puts  him  back  in  the  game. 


Physicians  and  patients  both 
want  prompt  control  of  the 
symptoms  of  diarrhea.  A rapid, 
uncontrolled  loss  of  fluids  and 
electrolytes  can  cause  a medical 
crisis,  particularly  in  children,  and 
in  patients  who  are  seriously  ill, 
or  in  people  who  are  badly 
undernourished. 

Lomotil  usually  stops  diarrhea 
promptly.  This  rapid  action  halts 
the  emergency  aspect  of  diarrhea 


and  is  comforting  and  reassuring 
to  the  patient.  Electrolyte  and  fluid 
losses  can  be  corrected  while  the 
specific  cause  of  the  diarrhea  is 
being  determined.  If  an  infective 
agent  is  the  cause,  appropriate 
antibiotic  therapy  should  be  given 
along  with  Lomotil. 

Lomotil  has  few  side  effects, 
and  those  that  do  occur  are 
generally  mild. 


Lomotil 

TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


Usually  stops  diarrhea  promptly. 


STAGE  2 


STAGE  3 
STAGE  4 

HOURS  # 1 • 1 . 

begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


STAGE  1 


• •• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects1'5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

IDalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e  g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation.  GI  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion. anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT.  total  and 
direct  bilirubins  and  alkaline  phosphatase  Paradoxical  reactions, 
e g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

REFERENCES:  1 . Kales  A,  et  al:  Arch  Gen  Psychiatry  23  226-232,  Sep  1970 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc.  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  I5-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


<s> 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome:  steroid-induced  and  idiopathic 
edema:  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia . 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( >5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g..  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  'Dyazide',  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded:  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide'  regularly  for  possible  blood  dys- 
crasias.  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia. altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth:  anaphylaxis: 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 


KEEP  THE  HYPERTENSIVE 
PATIENT  ON  THERAPY 
KEEP  THERAPY  SIMPLE  WITH 

DMOIDE 

Each  capsule  contains  50  mg.  of  Dyrenium”  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Just  ‘Dyazide’  once  daily  or  twice  daily 
No  inconvenient  potassium  supplements 
Nor  special  K+  ?ich  diets  needed  as  a rule 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  ( 1 ) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’.  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


SK&F  CO. 

Carolina,  RR.  00630 
Subsidiary  of 
SrmthKhne  Corporation 


TO  KEEP  BLOOD  PRESSURE  DOWN 
AMD  KEEP  POTASSIUM  LEVELS  UP 


Wash  ingtoNotes 


NHI,  w & M 

The  93rd  Congress  concluded  its  two- 
year  session  that  was  highlighted  by  the 
historic  Watergate  affair. 

Congress  held  hearings  but  took  no  action 
on  a National  Health  Insurance  (NHI)  pro- 
gram. However,  during  the  last  days,  the 
lawmakers  approved  a health  planning  bill 
anticipating  NHI.  Earlier,  they  voted  for  a 
liberalization  of  the  Keogh  plan  allowing  self- 
employed  people  to  set  aside  much  higher 
amounts  for  their  retirement  subject  to  tax 
deferral.  Aid  for  medical  education  legis- 
lation foundered  and  will  be  revived  this 
year. 

The  House  Democratic  Caucus  voted  to 
pack  Ways  and  Means,  which  has  the  prime 
jurisdiction  over  NHI,  with  liberal  Demo- 
crats, and  to  enlarge  its  membership  to  37, 
compared  to  25  last  year.  The  ratio  in  1975 
is  25  Democrats,  12  Republicans.  Rep.  A1 
Ullman  (D.,  Ore.)  is  the  new  Chairman.  For 
the  first  time,  Ways  and  Means  will  be  brok- 
en into  subcommittees.  The  Subcommittee 
on  Health  is  headed  by  Rep.  Dan  Rostenkow- 
ski  (D„  111.). 


Health  planning 

On  the  final  day  of  the  session  in  Decem- 
ber, the  last  Congress  approved  legislation 
giving  health  planning  agencies  strong  new 
authority  over  hospital  services  and  con- 
struction. The  lawmakers  failed  to  reach 
agreement  on  health  manpower  bills  that 
would  have  required  many  young  physicians 
to  serve  in  shortage  areas  and  dictated  ap- 
portionment of  specialization  education  at 
medical  schools. 

The  planning  bill,  approved  by  a 236-79 
House  vote  a few  weeks  previously,  was 
swiftly  adopted  by  a House-Senate  confer- 
ence which  ironed  out  differences  in  the 
bills  approved  by  the  two  chambers.  The 
compromise  was  adopted  by  the  House  and 
Senate  only  hours  before  the  93rd  Congress 
quit. 


Conceived  as  a preparatory  measure  to 
gear  for  a national  health  insurance  pro- 
gram, the  planning  bill  sets  up  an  elaborate 
system  of  federal  standards  and  regulations 
covering  state  and  local  health  planning  agen- 
cies and  endowing  them  with  strong  power 
to  force  institutions  to  abide  by  planning 
decisions  on  services.  All  new  hospital  build- 
ing and  expansion  would  be  subject  to  rigid 
controls. 

Under  the  bill,  a National  Council  on 
Health  Planning  and  Development  will  make 
recommendations  on  national  guidelines  and 
implementation  and  evaluate  “the  implica- 
tions of  new  medical  technology  for  the  or- 
ganization, delivery,  and  equitable  distribu- 
tion of  health  care  services.”  Health  services 
areas  would  be  established  throughout  the 
United  States. 

A health  systems  agency  for  a health 
service  area  will  be  a nonprofit  private  cor- 
poration (or  similar  legal  mechanism  such 
as  a public  regional  corporation)  which  is  in- 
corporated in  the  state;  or  a public  regional 
planning  body  if  it  has  a governing  board 
composed  of  a majority  of  elected  officials 
of  units  of  general  local  government  if  the 
area  of  the  jurisdiction  of  that  unit  is  iden- 
tical to  the  health  service  area. 


Medicare  & medicaid 

Strict  utilization  review  procedures  for 
Medicare  and  Medicaid  were  ordered  by  the 
HEW  Department. 

The  final  regulations  tighten  and  stand- 
ardize hospital  and  skilled  nursing  home  ad- 
mission and  stay  rules  for  federal  program 
beneficiaries.  They  are  designed  to  be  ap- 
plicable to  all  patients  and  to  fit  in  with  any 
future  NHI  program. 

The  regulations  are  expected  to  have  a 
great  impact  on  all  hospital  and  nursing 
home  review  operations. 

The  HEW  Department  said  they  are  com- 
patible with  and  supportive  of  HEW’s  Pro- 
fessional Standards  Review  Organization 
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(PSRO)  program,  and  will  permit  an  orderly 
transition  to  the  operation  of  the  PSROs. 
While  the  nationwide  PSRO  program  is  one 
to  two  years  away  from  full  scale  operation, 
review  under  these  new  regulations  can  be- 
gin now  in  all  facilities  serving  eligible  in- 
dividuals. The  regulations  implement  pro- 
visions of  the  Social  Security  Amendments 
law  approved  by  Congress  in  1972. 

A controversial  feature  of  the  earlier  pro- 
posed regulations  was  to  require  pre-admis- 
sion certification.  This  drew  a flood  of  pro- 
tests — 8,000  adverse  comments  of  8,300  re- 
sponses overall  — and  was  dropped  from 
the  final  regulations. 

The  new  requirements  and  the  major 
changes  in  the  final  regulations  which  modi- 
fy conditions  of  participation  by  hospitals 
and  skilled  nursing  facilities  in  Medicaid  and 
Medicare  programs  are: 

— Hospitals  will  be  required  to  undertake 
concurrent  admission  review,  rather 
than  prior  approval  as  first  proposed. 
Approved  length  of  stay  will  be  based  on 
patients’  condition  and  diagnosis  and 
will  be  subject  to  extension,  if  medical- 
ly justified. 

— Timely  review  of  a patients’  need  for 
continued  hospitalization  according  to 
criteria  developed  by  the  review  com- 
mittee, and  retrospective  review  of  the 
quality  of  care  through  medical  care 
evaluation  studies. 

— Composition  of  the  utilization  review 
committee  has  been  changed  to  permit 
professional  personnel  employed  by  hos- 
pitals to  be  members. 

In  addition,  under  Medicaid,  states  will  be 
required  to  establish  utilization  control  pro- 
grams which  include  provisions  for  (1) 
physicians’  certification  at  admission  and 
every  60  days  thereafter  of  a patient’s  need 
for  institutional  care;  (2)  development  and 
review  of  a plan  of  care  for  each  patient ; 
and  (3)  on-site  inspections  to  determine  ade- 
quacy and  quality  of  services. 

Here’s  how  HEW  described  hospital  ad- 
mission review  rules  for  Medicare  and  Medi- 
caid : 


— All  patients  admitted  under  Medicare 
or  Medicaid  are  reviewed. 

— Review  within  one  working  day  of  ad- 
mission and  final  determination  made 
within  two  working  days. 

— Review  using  criteria  and  standards 
developed  by  the  utilization  review  com- 
mittee. 

— Appropriate  regional  norms  are  used, 
where  available,  to  assist  in  assigning 
a date  for  extended  stay  review. 

— Selected  diagnosis/problems,  practition- 
ers; or  institutions  which  present  prob- 
lems are  reviewed  in  greater  depth. 

For  hospital  stay  review,  all  patients  still 
in  the  hospital  on  the  date  assigned  at  ad- 
mission will  be  reviewed.  They  will  be  re- 
viewed prior  to  or  on  date  assigned  at  ad- 
mission. A final  determination  is  made 
within  two  working  days  of  the  end  of  the 
certified  period.  The  review  employs  cri- 
teria and  standards  developed  by  the  utiliza- 
tion review  committee. 

Purpose  of  required  medical  care  evalua- 
tion studies  “is  to  improve  the  quality  of 
medical  care  and  the  efficiency  of  health 
care  delivery,”  HEW  said.  The  studies  will 
be  retrospective  with  in-depth  reviews  of 
known  or  suspected  problem  areas  in  medi- 
cal care. 

The  studies  should  identify  specific  needed 
changes,  and  lead  to  appropriate  action  pro- 
grams to  make  such  changes— i.e.,  programs 
of  continuing  education. 

Each  institution  must  have  at  least  one 
study  in  progress  at  any  point  in  time  and 
must  complete  at  least  one  study  annually, 
HEW  said. 

Dr.  Edwards  resigns 

Charles  Edwards,  MD,  resigned  as  Assist- 
ant Secretary  for  Health  at  the  HEW  De- 
partment. He  will  become  Senior  Vice  Presi- 
dent of  Becton,  Dickenson  and  Company, 
manufacturer  of  medical  and  surgical  equip- 
ment in  Rutherford,  N.J. 

Dr.  Edwards,  51,  served  five  years  at 
HEW,  starting  in  1969  as  Commissioner  of 
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the  Food  and  Drug  Administration.  Previ- 
ously, he  was  an  Executive  with  the  Manage- 
ment consultant  firm,  Booze,  Allen  and  Ham- 
ilton, and  Director  of  the  Division  of  Socio- 
economic Activities  of  the  AMA. 


Malpractice  legislation  discussed 

The  AMA  urged  the  Administration  to 
explore  with  it  the  feasibility  of  legislation 
dealing  with  the  malpractice  liability  of 
physicians  in  treating  beneficiaries  of  fed- 
eral programs. 

In  a message  delivered  to  HEW  Secretary 
Caspar  Weinberger  by  AMA  President  Mal- 
colm C.  Todd,  MD,  and  Richard  Palmer,  MD, 
Chairman  of  the  AMA  Board  of  Trustees, 
the  Association  declared  that  “what  is  need- 
ed is  a swift  system  for  paying  deserving 
claims  so  that  justice  can  be  prompt.  For 
both  the  physician  accused  of  malpractice, 
who  bears  a severe  emotional  burden,  and  the 
patient  who  becomes  an  unfortunate  plain- 
tiff, justice  delayed  is  justice  denied.” 

In  1975  as  much  as  50  percent  of  the  cost 
of  health  care  may  be  provided  through  gov- 
ernment-sponsored plans  and  programs. 

It  is  estimated  that  after  all  costs  of  the 
tort  system  are  met  — fees  to  defense  and 
plaintiff’s  attorneys  — and  witnesses,  costs 


I Remember 

HOW  MUCH  DID  YOU  GIVE  HIM? 

I was  in  room  five  of  the  operating 
theater ; the  patient  was  undergoing  a genito- 
urinary procedure,  cystoscopy  or  transure- 
thral resection  of  the  prostate;  and  I was 
administering  the  anesthesia,  which  was 
thiopental  and  nitrous  oxide-oxygen  in  those 
days. 

Early  in  the  procedure,  his  breathing  be- 
came shallow,  and  it  finally  stopped,  and 
I carried  on  for  him,  of  course.  I was  not 
alarmed,  but  I was  concerned.  Spontaneous 
respiration  often  slackens  during  anesthesia, 
especially  when  a muscle  relexant  has  been 


of  investigation,  insurance  underwriting, 
etc.,  plaintiffs  actually  receive  a net  of  only 
$1.00  out  of  every  $6.00  paid  in  premiums 
for  hospital  and  physician’s  liability  insur- 
ance. 


Ford  veto 

President  Ford  vetoed  the  $1.8  billion 
health  revenue  sharing  and  health  services 
bill  which  provided  authorizations  for  Com- 
munity Mental  Health  Centers,  Migrant 
workers,  and  Neighborhood  Health  Centers. 
These  programs  will  be  funded  on  an  interim 
basis  until  Congress  takes  another  crack  this 
year.  The  Administration  had  opposed  many 
provisions,  and  the  veto  was  no  surprise. 
President  Ford  said  the  bill  called  for  three 
times  as  much  spending  as  the  Administra- 
tion wanted. 

The  bill  provided  $320  million  for  health 
revenue  sharing  programs  in  1975-76. 

Migrant  health  centers  would  have  been 
authorized  $105  million  for  grants  to  estab- 
lish and  operate  in  high-impact  areas.  Fam- 
ily planning  services  were  authorized  $334 
million  for  projects  and  training  grants  and 
contracts. 

Home  health  services  would  have  received 
$15  million. 


given.  When  the  operation  was  over,  I pro- 
ceded  to  wTake  him  up,  as  we  say,  and  he  woke 
up  promptly. 

But  he  didn’t  breathe.  He  opened  his 
eyes  and  he  moved  his  head,  and  his  color 
was  good.  When  I told  him  to  breathe,  he 
did,  but  only  then.  So  I breathed  for  him, 
and  I wondered.  It  looked  like  too  much 
morphine. 

The  surgeon  had  ordered  dihydromor- 
phinone,  gr  1/64.  We  looked  at  the  nurse’s 
notes,  and  there  it  was,  dihydromorphinone, 
gr  1/64  given.  I had  run  out  of  all  other 
clues,  and  I was  busy  administering  artificial 
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respiration  for  the  patient,  so  I asked  our 
nurse  to  call  the  floor  nurse  and  ask  her 
exactly  what  she  had  given. 

She  was  reluctant  to  ask  a colleague  this 
question,  but  I pointed  out  to  her  that  it  was 
important,  and  she  called.  “How  much  did 
you  give  him?”  she  asked.  “I  gave  him  a 
sixty-fourth,”  she  was  told. 


Medicinews 

Health  manpower  clears  house 

The  House  passed  H.R.  17084,  the  Health 
Manpower  Act  of  1974,  and  H.R.  17085,  the 
Nurse  Training  Act  of  1974.  Both  bills 
were  introduced  by  Health  Subcommittee 
Chairman  Rogers  on  behalf  of  the  Subcom- 
mittee which  had  held  hearings  earlier  this 
year  on  these  programs.  H.R.  17084,  which 
cleared  the  House  by  a vote  of  337-23, 
amends  the  Public  Health  Service  Act  to  re- 
vise and  extend  the  programs  of  assistance 
under  Title  VII  for  training  in  the  health 
and  allied  health  professions,  to  revise  the 
National  Health  Service  Corps  program,  in- 
cluding National  Health  Service  Corps 
scholarships,  and  to  provide  financial  assist- 
ance in  the  construction  of  teaching  facili- 
ties. The  bill  would  continue  present  author- 
ity for  capitation  assistance  to  the  schools 
but  would  require  a legally  enforceable  agree- 
ment with  each  student  under  which  the  stu- 
dent would  pay  to  the  federal  government 
an  amount  equal  to  the  amount  which  the 
schools  receives  as  capitation  assistance. 
This  payback  would  begin  after  completion 
of  the  individual’s  clinical  training.  A stu- 
dent would  be  relieved  of  his  liability  to  pay 
back  capitation  assistance  by  becoming  a 
member  of  the  National  Health  Service  Corps 
and  practicing  in  a medically  underserved 
area,  or  as  a member  of  the  Indian  Health 
Service,  or  in  accordance  with  an  agreement 
to  serve  in  a shortage  area.  The  bill  would 
also  establish  a mechanism  for  controlling 
the  numbers  and  kinds  of  residency  programs 
available  to  medical  students,  limiting  the 
total  number  of  residency  positions  avail- 


Our nurse,  for  all  her  unwillingness  to  ask 
a friend  how  much  she  had  given,  when  it 
had  all  been  entered  in  the  chart,  was  a bright 
girl.  “How  did  you  make  it?”  she  asked. 
“I  gave  him  two  thirty-seconds,”  the  floor 
nurse  said. 

Then  we  knew. 

F.C. 


able  to  125%  of  the  estimated  number  of 
graduates  from  U.S.  schools  of  medicine  in 
the  preceding  year.  Last  September,  the 
Senate  passed  its  version  of  the  Health  Man- 
power Bill  (S.  3585).  Both  bills  will  now 
head  for  conference  committee  consideration. 

By  a voice  vote  the  House  also  adopted 
H.R.  17085,  the  Nurse  Training  Act,  which 
amends  Title  VIII  of  the  Public  Health  Serv- 
ice Act  to  revise  and  extend  the  programs  of 
assistance  for  nurse  training.  A change  in 
present  law  would  be  the  differing  amounts 
of  capitation  grants  authorized  to  schools  of 
nursing,  with  collegiate  schools  of  nursing 
receiving  $400  per  student,  associate  degree 
schools  $275,  and  diploma  nursing  schools 
receiving  $250  per  student.  The  legislation 
also  provides  grant  assistance  to  establish 
and  maintain  nurse  practitioner  training  uro- 
grams. The  bill  requires  the  Secretary  of 
HEW  to  make  an  annual  report  to  the  Con- 
gress which  would  include  information  on 
nurse  distribution  and  supply  and  his  recom- 
mendations as  to  how  to  achieve  an  equit- 
able distribution  of  nurses  in  the  United 
States. 


Medicare 

The  basic  premium  to  be  paid  by  Medi- 
care beneficiaries  for  their  supplementary 
medical  insurance  coverage  will  remain  at 
the  present  level  of  $6.70  a month  for  the 
12-month  period  beginning  next  July  1. 

The  supplementary  medical  insurance  pro- 
gram, also  known  as  Part  B,  complements 
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The  rectal  thermometer  & 
NEOPAP 
SUPPRETTES 

(acetaminophen  suppositories) 


N60P 


a rational 
regimen  for 
childhood  fever. 


NEW  5gr  STRENGTH 

Antipyretic  for  children 

• No  salicylate  side  effects 

• Store  without  refrigeration 

• Convenient  rectal  administration 

• Available  only  by  prescription 

• Grooved  for  one-half  suppository  administration 

Description:  NEOPAP  SUPPRETTES  are  available  for 
rectal  administration  in  potencies  of  2 gr  or  5 gr  of 
acetaminophen  in  NEOCERA®  Base  (a  unique  blend 
of  water-soluble  Carbowaxes*). 

Indications:  For  management  of  fever  associated  with 
common  childhood  infections. 

Contraindications:  Sensitivity  to  acetaminophen  or  the 
suppository  base. 

Warnings:  Not  for  use  in  children  under  three  years  of 
age.  Should  not  be  administered  repeatedly  to  patients 
with  pulmonary,  cardiac,  renal,  or  hepatic  disease. 

Precautions:  Prolonged  administration  may  result  in 
such  withdrawal  symptoms  as  restlessness  and  excite- 
ment when  the  drug  is  discontinued. 

Adverse  Reactions:  No  significant  adverse  reactions 
have  been  reported  with  NEOPAP  (acetaminophen) 

SUPPRETTES.  However,  adverse  reactions  associated 
with  administration  (usually  chronic)  of  this  drug  have 
included  the  following: 


Blood:  Cyanosis,  methemoglobinemia,  sulfhemo- 
globinemia,  and  hemolytic  anemia;  neutro- 
penia, leukopenia,  and  pancytopenia. 

Allergic:  Skin  eruptions,  urticaria,  fever. 

Other:  Hypoglycemia,  CNS  stimulation,  jaundice. 
Dosage  and  Administration:  Children  3 to  6 years  of 
age:  One  2 gr  suppository  rectally  3 or  4 times  daily; 
not  to  exceed  8 grains  per  day. 

Children  6 to  12  years  of  age:  One  5 gr  suppository 
rectally  3 or  4 times  daily;  not  to  exceed  20  grains 
per  day. 

‘Trademark  Union  Carbide. 
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Webcon  Pharmaceutical  Division 

ALCON  LABORATORIES,  INC. 

P O Box  1629 
Fort  Worth,  Texas  76101 


the  basic  hospital  insurance  part  of  Medicare 
by  helping  to  pay  physicians’  bills  and  a 
wide  variety  of  other  medical  expenses  in 
and  out  of  the  hospital.  The  costs  are  shared 
by  the  participants  and  the  Federal  Govern- 
ment. 

About  23.7  million  persons  will  be  enrolled 
in  the  supplementary  medical  insurance  part 
of  Medicare  in  the  coming  fiscal  year,  includ- 
ing 1.9  million  disabled  persons  under  65. 


New  name 

**  v 

The  American  Association  of  Medical 
Clinics  is  now  the  American  Group  Practice 
Association. 


Medicare 

In  accordance  with  the  requirements  of 
the  law  the  monthly  premium  for  hospital 
insurance  under  Medicare  will  rise  from  $36 
to  $40  beginning  July  1,  1975,  for  those  un- 
insured older  persons  who  elect  to  enroll,  it 
was  announced  by  the  Department  of  Health, 
Education,  and  Welfare. 

Some  11,000  uninsured  persons  65  and 
over  are  enrolled  under  this  program.  The 
premium  increase  does  not  affect  the  23.5 
million  insured  persons  covered  by  Medicare’s 
hospital  insurance. 


Planning  bill  passes  senate 

House  and  Senate  Conferees  have  reached 
agreement  and  the  Senate  has  passed  the 
conference  report  on  S.  2994,  the  National 
Health  Planning  and  Development  and  Health 
Facilities  Assistance  Act  of  1974.  The  final 
language  of  the  bill  is  not  yet  available  but 
it  is  understood  to  provide  for  the  establish- 
ment of  local  and  state  agencies  for  the  de- 
velopment of  comprehensive  health  plans 
under  national  guidelines  developed  by  the 
secretary  of  HEW.  It  also  authorizes  the 
creation  of  health  systems  agencies  through- 
out the  United  States.  The  bill  will  require 
that  all  states  enact  certificate  of  need  legis- 
lation, and  it  will  expand  existing  review 
authority  to  include  authority  to  review  ex- 
isting facilities  and  services  as  well  as  pro- 


posed facilities.  The  measure  is  further 
expected  to  authorize  federal  assistance  to 
states  which  have  rate  setting  legislation 
and  to  states  enacting  such  legislation  in  the 
near  future.  This  federal  assistance  would 
be  given  to  designated  state  health  planning 
and  development  agencies  for  the  regulation 
or  establishment  of  rates  for  the  payment 
or  reimbursement  of  those  engaged  in  the 
delivery  of  health  services,  as  defined  by  the 
Secretary.  House  action  is  expected. 


Nurse  Training 

The  Senate  has  passed  a modified  version 
of  H.R.  17085,  the  Nurse  Training  Act.  The 
Senate-passed  version  of  this  bill  authorizes 
$25  million  a year  for  fiscal  years  1975 
through  1977  for  construction  grants  to  nurs- 
ing schools.  Priority  would  be  granted  to 
schools  which  are  expanding  their  capacity. 
For  the  first  time  this  legislation  would  pro- 
vide different  amounts  of  capitation  assist- 
ance for  different  types  of  nursing  schools. 
Baccalaureate  degree  programs  would  be 
eligible  for  $400  per  student  enrolled  in  the 
last  two  years  of  the  program,  associate  de- 
gree programs  and  diploma  schools  would 
receive  lesser  amounts.  The  bill  would  con- 
tinue special  project  grant  and  contract  au- 
thority and  would  add  special  provisions  re- 
lated to  advanced  nurse  training.  Also  spe- 
cial funds  would  be  provided  to  plan,  develop, 
operate,  expand  or  maintain  existing  pro- 
grams for  training  nurse  practitioners.  The 
bill  would  also  continue  support  for  trainee- 
ships,  loans  and  scholarships  for  nursing 
students. 

Conferees  were  not  able  to  reach  agree- 
ment on  health  manpower  legislation,  and 
this  issue  will  necessarily  be  carried  over  into 
the  next  Congress. 

Health  revenue  sharing  and 
services  act 

The  Health  Revenue  Sharing  and  Health 
Services  Act  of  1974,  H.R.  14214,  remains  on 
President  Ford’s  desk  awaiting  signature. 
The  Administration  has  indicated  opposition 
to  the  overall  cost  of  the  bill  ($1.8  billion 
over  a two-year  period)  and,  with  the  im- 
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pending  Congressional  adjournment,  a pocket 
veto  is  possible.  The  bill  authorizes  health 
revenue  sharing  and  health  services  pro- 
grams, community  mental  health  centers, 
migrant  health  centers,  and  community 
health  centers.  It  further  calls  for  the 
creation  of  temporary  commissions  for  con- 
trol of  epilepsy  and  Huntington’s  disease 
and  a committee  on  mental  health  and  illness 
of  the  elderly.  The  bill  also  establishes  a 
program  of  rape  prevention  and  control. 


Reimbursement  amounts  in  the  proposed 
regulations  include  depreciation,  interest  on 
borrowed  funds,  a return  on  equity  capital 
(in  the  case  of  proprietary  providers)  and 
other  costs  related  to  capital  expenditures. 


Books 


Medicare  providers 

Proposed  regulations  permitting  HEW  to 
withhold  reimbursement  amounts  from 
Medicare  providers  under  certain  circum- 
stances were  announced  by  HEW  Secretary 
Caspar  W.  Weinberger. 

The  proposed  regulations  implement  sec- 
tion 1122  of  the  Social  Security  Act,  estab- 
lished by  section  221  of  the  1972  Social  Se- 
curity Amendments. 


Books  reviewed 

New  Approaches  to  College  Student  Development 

by  Arthur  L.  Tollefson;  150  pages;  hard  cover;  1975; 
published  by  Behavioral  Publications,  New  York. 

The  purpose  of  the  study  was  originally  to  pro- 
vide specialists  and  administrators  charged  with 
responsibility,  “particularly  the  development  of  stu- 
dents from  disadvantaged  backgrounds,  with  new, 
functionally  viable  operational  principles  and  spe- 
cific methadologies,”  and  so  on.  The  study  focuses 
on  new  practices  in  student  development. 

There  are  eight  chapters,  references,  Appendix  A 
and  Appendix  B,  but  no  index. 
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The  amendments  authorize  the  Secretary 
to  withhold  reimbursement  amounts  from 
Medicare  providers  for  capital  expenditures 
for  plant,  property,  or  equipment  if  the  fa- 
cility has  not  submitted  the  capital  expendi- 
tures to  the  designated  planning  agency  as 
required  by  law,  or  if  the  expenditures  have 
been  determined  to  be  inconsistent  with 
State  or  local  health  facility  planning  re- 
quirements. 

Expenditures  affected  by  this  provision 
would  be  those  that  exceed  $100,000,  or 
change  the  bed  capacity,  or  substantially 
change  the  services  provided  by  the  facility. 


Doctor  Schiff’s  Miracle  Weight-Loss  Guide  by 

Martin  M.  Schiff;  220  pages;  hard  cover  $7.95;  pub- 
lished 1974  bv  Parker  Publishing  Co.,  West  Nyack, 
N.Y. 

Switch  to  high  protein,  low  carbohydrate,  low 
fat  food.  Talk  to  your  doctor.  Set  a goal,  write 
about  yourself,  relax,  exercise.  That’s  it.  That’s 
what  the  author  says,  and  he’s  an  M.D. 

F.C. 


Books  received 

Middle-level  Workers  by  E.  Jo  Baker,  Ph.D.,  and 
Harold  L.  McPheeters,  M.D.;  67  pages;  soft  cover; 
1975;  published  by  Behavioral  Publications,  New 
York. 

F.C. 
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’hysicians'  Classified 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  Three  nursing  homes  in  town,  good 
territory.  Equipped  office  available  for  den- 
tist. Write  Box  8,  Beaver  Citv,  Nebraska 
68926. 

WESTERN  NEBRASKA  TOWN  on  180 
and  U.S.  30  needs  two  physicians  (G.P.  or 
family  practice).  Fully  equipped  hospital. 
Help  available  in  procuring  clinic  facilities. 
An  ideal  community  to  raise  families.  Agri- 
culture is  principal  industry.  Contact:  Ronald 
L.  Howerter  (308)  874-2292  or  (308)  874-2610. 

LEXINGTON,  NE.,  6800  population.  Open- 
ing for  1 or  2 Doctors.  Building  with  or  with- 
out equipment  and  25  years  of  patient  records 
at  reasonable  negotiation.  Booming  city  with 
new  industry,  2 nursing  homes,  a new  50-bed 
hospital  under  construction.  Consultation 
availability  excellent.  AA  accredited  Public 
Schools  and  a Catholic  School  Grades  7 thru 
12.  Outstanding  hunting  and  recreational  fa- 
cilities including  Johnson  Lake.  Call:  (402) 
571-5744  or  write  7037  North  79th  Court, 
Omaha,  Ne  68122. 


FAMILY  PRACTITIONER  NEEDED  in  too 
busy  two-man  practice  suitable  for  four  locat- 
ed in  a growing  town.  Long  established,  well- 
equipped  clinic  including  complete  lab,  physical 
therapy,  and  x-ray.  New  ultra  modern  50-bed 
general  hospital  being  constructed  to  replace 
present  outmoded  one.  Good  recreational  fa- 
cilities and  excellent  school  system.  One 
month’s  vacation  plus  two  weeks  for  post- 
graduate work  and  other  benefits.  Competi- 
tive salary  with  partnership  after  one  year. 
Apply  to  R.  H.  Olson,  M.D.,  Slagle  Clinic, 
Alliance,  Nebraska  69301. 

INTERNIST  — Board-certified/board  elig- 
ible. Excellent  opportunity  for  physician  in 
smog-free  central  Nebraska.  214-bed  hospital 
with  fine  facilities  and  staff.  Exceptionally 
good  education  facilities.  Closed-circuit  tele- 
vision with  two  universities.  Affiliation  with 
state  college  and  university.  Active  service 
and  excellent  facilities  include  nuclear  medi- 
cine, respiratory  care  and  stroke  rehabilitation. 
Good  salary  with  excellent  fringe  benefits. 
Equal  Opportunity  employer.  Contact  James 
R.  Donachie,  Director,  YA  Hospital,  Grand 
Island,  NE.  68801.  Phone:  (308)  382-3660, 
Ext.  201. 
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Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 

A high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Enterobacter, 
Proteus  mirabilis,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe- 
rience with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
illergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he- 
molysis may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
mides and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
lohnson  syndrome,  generalized  skin  eruptions, epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml / min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


N E * yo»k  academy 
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Each  tablet  contains 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  cnronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 


BALCONY 


Both  often 


Predominant 
• psychoneurotic 


anxiety 


Associated 
• depressive 
symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two.  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 

the  excessive  anxiety  and  asso-  O-ma  ^-ma  IH-mcrtahWc 
ciated  depressive  symptoms  ^Hlg,J  lUg,  1U  lUg  IdDieiS 

and  thus  encourage  a more 
restful  night’s  sleep. 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Meet  the  FIRST  man  to  land  and  step  on  the  moon: 


NEIL  A.  ARMSTRONG 

as  he  discusses 


"The  Space  Program  and  Problems 
as  They  Affect  Us  AH" 

at  your  Nebraska  Medical  Association 

Annual  Distinguished  Luncheon 

12  NOON,  WEDNESDAY,  APRIL  30th 
during  the  107th  Annual  Session 
at  the  Hilton  Hotel  in  Lincoln 


Now  a Professor  in  the  Department  of  Aerospace  En- 
gineering and  Applied  Mechanics  at  the  University  of  Cincin- 
nati, Neil  A.  Armstrong  has  more  than  twenty-five  years 
experience  in  space:  Naval  aviator  in  the  Korean  War;  research 
pilot  in  the  fifties;  and  spacecraft  commander. 

Professor  Armstrong  holds  a B.S.  in  Aeronautical  Engineer- 
ing from  Purdue  and  M.S.  in  Aerospace  Engineering  from 
USC.  He  has  been  decorated  by  seventeen  countries  and 
recipient  of  many  special  honors. 


MAKE 

YOUR  RESERVATION 
NOW! 

J 


Retrospective  $tudy  of  Association  Between 
Use  of  Rauwolfia  Derivatives  and  Breast 
Cancer  in  English  Women  — B.  Arm- 
strong et  al  (Dept  of  Regius  Professor  of 
Medicine,  Radcliffe  Infirmary,  Oxford, 
England).  Lancet  2:672-675  (Sept  21) 
1974. 

In  a retrospective  study  of  708  breast  can- 
cer patients  and  1,430  control  patients  with 
other  neoplasms,  an  association  between 
breast  cancer  and  the  use  of  rauwolfia  deriva- 
tives was  found  (relative  risk  2.0)  which  be- 
came statistically  significant  at  the  5%  level 
(relative  risk  3.9)  when  other  neoplasms 
previously  suggested  to  be  associated  with 
reserpine  use  were  removed  from  the  control 
group.  No  association  was  tound  between 
breast  cancer  and  the  use  of  other  hypoten- 
sive drugs  or  the  use  of  other  drugs  known 
to  enhance  pituitary  prolactin  release. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 

JOURNAL  should  be  typewritten,  double  - spaced,  on  one 

side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  in.  on  left)  should  be  left  free  of  typing. 

On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 

consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  "top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer.  Norfolk 
Printing  Co.,  Inc.,  P.  O.  Box  278,  Norfolk,  Nebr.  68701. 
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Medicine ws  . . . 

Medical  devices 

The  testing  of  medical  devices  is  the  sub- 
ject of  the  recently  introduced  Medical  Device 
Amendments  of  1975,  S.  510.  This  proposal 
calls  for  preliminary  classifications  of  medical 
devices  into  three  categories.  It  would 
authorize  premarket  testing  and  standard 
setting,  although  exemptions  could  be 
granted.  Classification  of  devices  would 
depend  upon  the  hazards  of  the  device  and 
the  degree  to  which  the  device’s  safety  was 
known.  Premarket  review  would  be  required 
for  all  life  supporting  devices,  all  devices 
which  are  to  be  implanted  within  the  human 


OLAF  WIEGHORST 

Limited  Edition  Western  Art 
Prints.  Full  Color,  Signed 
by  Artist  and  numbered.  For 
brochure:  OW, 3508  Highland, 
Manhattan  Beach,  CA  90266. 


body  and  other  devices  which  present  unusual 
risks.  Performance  standards  for  medical 
devices  are  set  forth  in  detail  in  the  bill. 
Custom  devices  ordered  by  a physician  to  be 
made  in  a special  way  for  individual  patients 
would  be  exempt  from  both  performance 
standards  and  premarket  clearance. 


School  health  bill  introduced 

Senator  Clark  (D.,  Ia.)  has  introduced  S. 
544,  The  Comprehensive  School  Health  Ed- 
ucation Act,  a three-year,  $140  million  pro- 
gram to  support  health  education  efforts.  The 
bill  authorizes  grants  for  teacher  training, 
pilot  and  demonstration  projects,  and  compre- 
hensive school  programs  for  health  education. 
The  Commissioner  of  Education  would 
distribute  direct  grants  to  state  education 
agencies  and  higher  education  facilities  for 
the  creation  of  training  programs  for 
elementary  and  secondary  school  teachers. 
Grants  would  also  be  available  for  the  de- 
velopment and  evaluation  of  health  education 
curricula  and  for  training  programs. 


THE  REV.  DR.  KENNETH  R.  MITCHELL 


Medicine  and  Religion  Dinner 

7 p.m.,  Sunday,  April  27th 
at  the  107th  Annual  Session,  NMA 

The  Rev.  Dr.  Kenneth  R.  Mitchell 


discusses 

"HIDDEN 

CONTRACT 

OF 

MARRIAGE" 


The  Rev.  Dr.  Mitchell  is  Director  of  the 
Division  of  Religion  and  Psychiatry  for 
The  Menninger  Foundation,  Topeka, 

Kansas. 

CO-SPONSORED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION 
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The  patient  with 
gastritis: 


When  the  gastritis  patient  has  a 
condition  requiring  an  analgesic,  a new 
problem  arises.  Aspirin's  irritating 
effect  on  the  gastric  mucosa  is  well 
documented.1  3 

TYLENOL  analgesic  tablets,  on 
the  other  hand,  are  unlikely  to  cause 
local  irritation,2  3 which  is  why  they  are 
preferred  in  the  patient  subject  to 
gastritis. 

This  is  only  one  of  several  ‘types 
for  TYLENOL  analgesic  tablets— that 
is,  patients  who  should  avoid  aspirin. 
Considering  all  of  them,  wouldn’t  it 
provide  added  safety  (as  well  as 
added  convenience)  to  recommend 
TYLENOL  tablets  routinely  for  simple 
analgesia? 

References:  1.  Muir,  A.,  and  Cossar.  I.  A.:  Brit. 
Med.  J. 2:7-12  (July  2)  1955.  2.  Vickers,  F.N.: 
Gastroint.  Endosc.  14: 94-99  (Nov.)  1967.  3. Roth. 
J.L.A.:  Med.  Clin.  North  Amer.  41: 1517-1537 
(Nov.)  1957. 

Precautions  and  Adverse  Reactions:  If  a rare 
sensitivity  reaction  occurs,  the  drug  should 
be  stopped.  Acetaminophen  has  rarely  been 
found  to  produce  any  side  effects. 

Supplied:  Tablets,  325  mg. 

For  Children: 

Elixir,  120  mg./5cc.  (alcohol  7%). 
Drops,  60  mg./0.6cc.  (alcohol  7%). 

Chewable Tablets,  120  mg. 

© McN  1975 


Safer  thcin  aspirin, 
yet  just  as  effective  for 
relief  of  pain  and  fever 

Tylenol 

acetaminophen  tablets 


TU?ipe  Discovery 

North  Central  Medical  Conference, 

375  Jackson  Street,  St.  Paul,  Minnesota  55101 
Two  weeks  departing  Minneapolis-St.  Paul  May  26 
Returning  June  8,  1975. 


This  is  your  year  of  discovery.  Medieval  castles  clinging  to  vine-clad  hillsides,  bustling 
European  cities  with  old-world  charm,  shimmering  lakes  nestled  between  snow-capped  moun- 
tains await  you  in  Europe.  Spend  four  days  discovering  Belgium,  four  days  cruising  the  Rhine, 
and  four  days  visiting  Switzerland. 

Relax  as  you  enjoy  complete  freedom  from  regimentation.  Time  is  yours  to  do  as  you  please. 

Your  Rhine  Discovery  vacation  includes:  round  trip  chartered  jets,  deluxe  hotels,  deluxe 
chartered  Rhine  ship,  American  breakfasts,  gourmet  dinners  at  a selection  of  the  finest  restau- 
rants, 70  pound  baggage  allowance,  transfers  and  much  more. 

Exciting  travel  is  planned  for  you  . . . come  discover  the  Rhine  with  us. 


Send  to: 

North  Central  Medical  Conference 

375  Jackson  Street 

St.  Paul,  Minnesota  55101 


Please  rush  me  a Rhine  Discovery  brochure. 

Name — — — 

Home  Address 

City State Zip 


“Gentlemen, 
:ongratulations  are  in  order.” 


“A.H.  Robins  asked  me 
to  compare  the  banana  flavor  of  their 
Donnagel®  -PG  with  the  real  thing  and, 
by  jove,  I couldn’t  tell  the  difference. 
Not  even  in  sip-by-sip  comparison. 
Amazing! 

“There’s  no  unpleasant 
paregoric  taste  because  there’s  no 
paregoric.  Clever,  wouldn’t  you  say? 
Instead,  A.  H.  Robins  uses  the  thera- 
peutic equivalent,  powdered  opium, 
to  promote  the  production  of  formed 


stools  and  lessen  the  urge. 

And  Donnagel-PG  also  provides  the 
demulcent-detoxicant  effects  of  kaolin 
and  pectin,  plus  the  antispasmodic 
benefits  of  belladonna  alkaloids. 

“But  what  I find  most  impressive 
is  the  skillful  manner  in  which 
A.  H.  Robins  has  combined  these 
ingredients  with  that  delicate  flavor 
of  vintage  bananas.  Smashing, 
absolutely  smashing! 

“May  I propose  a toast?” 


Donnagel-PG.  <5 

Donnagel  with  paregoric  equivalent 
Each  30  cc  contains: 

Kaolin  6 Og 

Pectin  142  8mg 

Hyoscyaminesulfate  0 1 037  mg 

Atropinesulfate  0 0194mg 

Hyoscine  hydrobromide  00065mg 

Powdered  opium.  USP  24  Omg 

(equivalent  to  paregoric  6 ml.) 

(warning  may  be  habit  forming) 

Sodium  benzoate  60  0 mg 

(preservative) 

Alcohol.  5% 

(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law. 


/HT  [ROBINS 

A H Robins  Company.  Richmond.  Virginia  23220 


Fall  and  winter  coughs  are  back.  Time  to 
help  clear  the  lower  respiratory  tract  with 
the  five  Robitussins  and  Cough  Calmers. 
All  contain  glyceryl  guaiacolate,  the  effi- 
cient expectorant  that  works  systemically 
to  help  increase  the  output  of  lower  respira- 
tory tract  fluid.  The  enhanced  flow  of  less 
viscid  secretions  soothes  the  tracheo- 
bronchial mucosa,  promotes  ciliary  action, 
and  makes  thick,  inspissated  mucus  less 
viscid  and  easier  to  raise.  Available  on 
your  prescription  or  recommendation. 


For  unproductive  coughs 

robitussin® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  severe  coughs 

ROBITUSSIN  A-C®G 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol,  1 .4% 


Robitussin-DM  in  solid  form  tor  "coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Clears  nasal  and  sinus  passages  as  it  relieves  coughs 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


MEET  THE  NEWEST  MEMBER  OF  THE  LINE 

Comprehensive  decongestant  action  helps  control 
cough  and  clear  stuffy  nose  and  sinuses.  Non-narcotic. 

ROBITUSSIN®-CF 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 10.0  mg. 

Phenylpropanolamine  hydrochloride 12.5  mg. 

Alcohol,  1.4% 


Select  the  Robitussin^  formulation  «ov { 
that  treats  your  patient’s 
individual  coughing  needs:  ^<5®^ 
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ROBITUSSIN® 

ROBITUSSIN  A-C® 
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ROBITUSSIN-DM® 

ROBITUSSIN-PE® 

ROBITUSSIN®-CF 
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A.  H.  Robins  Company,  Richmond,  Va.  23220 


the  weight  of  scientific  opinion 


If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 
was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

“. . . the  problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 

DRUG  _ 

b/oequivalence 


OFFlCe  CMC  IBCMNOIOOV  ARSCliHMtUt 

DHUO  HioeaurvAUNCE  stuov  panel 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and / or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.’’ 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  oi 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription . . . 

Pharmaceutical  Manufacturers 
Association 

1 155  Fifteenth  Street,  N.W 
Washington,  D.C.  20005 

'Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


mm 


protecting  the 
integrity  of . 
your  prescription 


ORGANIZATIONS,  STATE  

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Room  217,  Lincoln  68508 

American  Diabetes  Association  — Nebraska  Affiliate 

Beverly  F.  Di  Mauro,  Executive  Director 
921  Dorcas,  Room  221,  Omaha  68108 
American  Lung  Association  of  Nebraska 
Delmar  R.  Serafy,  Executive  Director 
406  W.O.W.  Building,  Omaha  68102 

American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 

The  Arthritis  Foundation,  Nebraska  Chapter 

Timothy  P.  Keyser,  Executive  Director 
904  South  75th  St.,  Omaha  68114 

United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 

Charles  F.  Lemr.  Executive  Director 
5002  Davenport,  Omaha  68132 

Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 

Cystic  Fibrosis  Foundation,  Nebraska  Chapter 

Mark  Dorcey,  Executive  Director 

8401  West  Dodge  Road,  Suite  17,  Omaha  68114 

Teri  Zimmerman,  Associate  Director 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 

Multiple  Sclerosis  Society,  Lincoln  Chapter 

Mrs.  Harold  R.  Stoehr,  Executive  Secretary 
Lincoln  Center  Bldg.,  Room  317,  Lincoln  68508 

Muscular  Dystrophy  Association  of  America 

Ken  Kontor,  District  Director 
1906  No.  90th  Street,  Omaha  68114 

National  Foundation,  Inc.  (March  of  Dimes) 

Robin  B.  Fraser,  1620  “M”  St.,  Lincoln  68508 

National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  WOW  Bldg.,  1319  Farnam  St.,  Omaha  68102 

Nebraska  Academy  of  Ophthalmology 

Kazimirs  Stivrins,  M.D.,  President 
3145  “O’*  St.,  Box  81009,  Lincoln  68501 

Nebraska  Academy  of  Otolaryngology 

Ray  O.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Association  of  Pathologists 

Donald  A.  Dynek,  M.D.,  Sec’y-Treas. 

5440  South  St.,  Suite  1300,  Lincoln  68506 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

William  A.  DeRoin,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Pediatrics 

K.  J.  Fijan,  M.D.,  State  Chairman 
630  North  Cotner,  Lincoln  68505 
Charles  G.  Erickson,  M.D.,  Sec’y-Treas. 

4701  Normal  Blvd.,  Lincoln  68506 

Nebraska  Chapter  — American  College  of  Radiology 

Robert  E.  Bodmer,  M.D.,  Secretary-Treasurer 
622  The  Doctors  Bldg.,  Omaha  68131 

Nebraska  Chapter  — American  College  of  Surgeons 

Herbert  E.  Reese,  M.D.,  Secretary-Treasurer 
5440  South  St.,  Lincoln  68506 

Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 

Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Dietetic  Association 

Miss  Alice  Lynn,  President 
5056  Grover,  Omaha  68106 

Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 

Nebraska  Easter  Seal  Society 

Mrs.  Letitia  Simmons,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 

Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129.  Omaha  68106 
N braska  Heart  Association 

Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  Street.  Omaha  68131 


Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 

Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 

NEBRASKA  MASTER  POISON  INFORMATION  CENTER 

Childrens  Memorial  Hospital 

502  South  44th  Avenue,  Om-aha  68105 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Secretary 

1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Secretary 

1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 

Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson,  Executive  Director 
3100  “O”  Street,  Suite  5,  Lincoln  68510 

Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 
521  The  Doctors  Bldg.,  Omaha  68131 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Bulding,  Lincoln  68508 

Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 

Nebraska  Public  Health  Association 

Mr.  Dan  Worthing,  President 
Omaha-Douglas  County  Health  Department 
1201  South  42nd  St.,  Omaha  68105 

Nebraska  Region  — American  College  of  Physicians 

John  D.  Hartigan,  M.D.,  Governor  for  Nebraska 
527  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln  68508 

Nebraska  Rehabilitation  Services  Division 

Garry  D.  Cartwright,  Asst.  Commissioner-Director 

Dept,  of  Education 

233  South  10th  Street,  Lincoln  68508 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 

1512  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Society  for  Internal  Medicine 

Dan  A.  Nye,  M.D.,  President 

17  West  31st  St.,  P.O.  Box  K,  Kearney  68847 

Nebraska  Society  for  Medical  Technologists 

W-alt  Buckner,  III,  President 
5419  Crown  Point  Ave.,  Omaha  68104 

Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention 
of  Blindness,  Inc.,  120  South  42nd  St.,  Lincoln  68510 

Nebraska  Society  of  Anesthesiologists 

John  L.  Gordon,  M.D.,  President 

10730  Pacific  St.,  Suite  234,  Omaha  68114 

Nebraska  Society  of  Radiologic  Technologists 

John  E.  Sonnenfield,  R.T.,  President 
611  South  84th  St.,  Omaha  68114 

Nebraska-South  Dakota,  District  Branch  of  the 
American  Psychiatric  Association 

Merrill  T.  Eaton,  Jr.,  M.D.,  President 
602  South  45th  St.,  Omaha  68106 

Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
Lincoln  Building,  1003  “O”  Street,  Lincoln  68508 

Nebraska  State  Obstetric  and  Gynecology  Society 

Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Wilma  R.  Rabb.  President 

1515  South  126th  St.,  Omaha  68144 

Mrs.  Gwen  Hurlburt,  Corresponding  Secretary 

4808  No.  47th  St.,  Omaha  68104 

Nebraska  Urological  Association 

C.  Thomas  Frank,  M.D.,  Secretary-Treasurer 
44th  and  Farnam,  Omaha  68131 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Midwest  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
University  of  Nebraska  Medical  Center 
Robert  D.  Sparks,  M.D.,  Chancellor 
, 42nd  and  Dewey  Avenue,  Omaha  68105 
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Professional  liability 

Another  professional  liability  proposal  has 
been  introducted  by  Senator  Kennedy  (D., 
Mass.).  The  National  Medical  Malpractice  In- 
surance and  Arbitration  Act  of  1975,  S.  482, 
would  authorize  the  Secretary  of  HEW  to 
contract  with  “providers  of  health  care  serv- 
ices” who  choose  to  participate  in  the  pro- 
gram. The  providers  would  pay  an  annual 
premium  to  a medical  malpractice  fund  and 
would  receive  federal  medical  malpractice 
coverage.  In  return  for  participation, 
providers  would  be  required  to  comply  with 
state  licensure  and  relicensure  requirements 
which  meet  or  exceed  minimum  standards 
established  by  the  Secretary  of  HEW.  Also, 
physicians  would  agree  to  accept  review  of 
their  services  by  PSROs,  to  accept  as 
payment  in  full  for  Medicare  cases  the  level  of 
payment  established  by  the  federal  govern- 
ment and  to  obtain  concurring  opinions  from  a 
specialist  prior  to  the  performance  of  surgical 
procedures.  In  addition,  malpractice  claimants 
and  medical  care  providers  would  be  required 
to  submit  medical  malpractice  disputes  to 
nonbinding  arbitration.  The  claimant  could 
either  accept  the  decision  of  the  arbitration 
panel  or  institute  court  action.  The  decision  of 
the  arbitration  panel,  however,  would  be 
admissible  as  evidence  in  court. 


Indian  health 

The  Indian  Health  Care  Improvement  Act, 
S.  522,  has  been  introduced  by  Senator  Jack- 
son  (D.,  Wash.)  and  has  been  referred  to  the 
Committee  on  Interior  and  Insular  Affairs. 
The  measure  is  identical  to  S.  2938  of  the  93rd 
Congress,  which  was  approved  by  the  Senate 
but  was  not  acted  upon  by  the  House.  The  bill 
authorizes  $1.6  billion  over  5 years  to  improve 
federal  Indian  health  services.  Features  of  S. 
522  include  the  establishment  of  a scholarship 
program  for  training  qualified  Indians  in  the 
field  of  medicine,  dentistry,  osteopathy,  and 
other  health  professions,  improving  existing 
Indian  health  services,  additional  health 
facilities  construction,  and  improving  access 
to  health  services  for  Indians. 


When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states!  That  includes  No.  4,  which 
provides  a full  grain  of  codeine  for  more  intense, 
acute  pain.^^ 


1 The  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia. 


EMPIRIN 

COMPOUND 

i CODEINE 

No.  4 codeine  phosphate* 
[64.8  mg}  gr  1 

No.  3 codeine  phosphate* 
[32.4  mg]gr  Vfc 

Each  tablet  also  contains  aspirin 
gr  3V2,  phenacetin  gr  2V2, 
caffeine  gr  1/2. 

Warning-may  be  habit-forming 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Nebraska  Medical  Association  Officers  and  Committees 


OFFICERS 


BOARD  OF  DIRECTORS 


James  H.  Dunlap,  Norfolk 

Warren  G.  Bosley.  Grand  Island 

Russell  L.  Gorthey,  Lincoln 

Frank  Cole,  Lincoln 

Kenneth  E.  Neff,  Lincoln 


President 

President-Elect 

.Secretary-Treasurer 

Editor 

-Executive  Secretary 


Carl  L.  Frank,  Chm. 

Charles  F.  Ashby  

Robert  B.  Benthack  

Dwight  W.  Burney,  Jr. 
Russell  L.  Gorthey  


Delegates  — Roger  D.  Mason,  Omaha  ; John  R.  Schenken,  Omaha 
Alternates  — John  D.  Coe,  Omaha  ; C.  J.  Cornelius,  Jr.,  Sidney 


Scottsbluff 

Geneva 

Wayne 

Omaha 

Lincoln 


ADVISORY  TO  AUXILIARY 


Kenneth  T.  McGinnis,  Chm.  Lincoln 

Warren  G.  Bosley Grand  Island 

James  G.  Carlson Verdigre 

John  D.  Coe Omaha 

J.  Whitney  Kelley  Omaha 

Leland  J.  Olson Omaha 

ALLIED  PROFESSIONS 

Robert  W.  Waters,  Chm. O’Neill 

Warren  Q.  Bradley  Lincoln 

Charles  M.  Bressman Omaha 

Loren  H.  Jacobsen  Broken  Bow 

David  L.  Kutsch Lincoln 

John  H.  Worthman  Cozad 

CANCER 

F.  William  Karrer,  Chm. Omaha 

John  B.  Davis  Omaha 

William  T.  Griffin Lincoln 

Henry  M.  Lemon  Omaha 

Frank  H.  Tanner Lincoln 

Wallace  J.  Vnuk  Kearney 

CONSTITUTION  AND  BY-LAWS 

J.  P.  Schlichtemier,  Chm.  Omaha 

R.  L.  Cassel  Fairbury 

Earl  J.  Dean  Hastings 

John  T.  McGreer,  III  Lincoln 

Harold  M.  Nordlund  York 

Robert  D.  Sidner Kearney 

Interim : 

Harry  W.  McFadden,  Jr. Omaha 

EMERGENCY  MEDICAL  SERVICE 

Harris  B.  Graves,  Chm. Waterloo 

Stephen  W.  Carveth Lincoln 

V.  Franklin  Colon Friend 

William  H.  Gondring Lincoln 

Floyd  H.  Shiffermiller  Ainsworth 

Richard  B.  Svehla  Omaha 

William  M.  Vosik  Kearney 

GERIATRICS 

Vernon  G.  Ward,  Chm. Omaha 

Dwight  M.  Frost Omaha 

Clyde  A.  Medlar Columbus 

Frederick  F.  Paustian Omaha 

HEALTH  EDUCATION  IN  SCHOOLS 
AND  COLLEGES 

S.  I.  Fuenning,  Chm. Lincoln 

Frank  O.  Hayworth Omaha 

Clyde  L.  Kleager Hastings 

John  F.  Latenser Omaha 

Dean  A.  McGee Omaha 

H.  V.  Smith Kearney 

Interim : 

Kenneth  T.  McGinnis Lincoln 

Mrs.  Kenneth  T.  McGinnis Lincoln 

Mrs.  Jack  M.  Stemper Lincoln 

HEALTH  PLANNING 
Richard  A.  Cottingham,  Chm.  _ -McCook 

James  G.  Carlson Verdigre 

C.  J.  Cornelius,  Jr. Sidney 

F.  H.  Hathaway Lincoln 

Robert  G.  Osborne Lincoln 

James  E.  Ramsay Atkinson 

C.  Lee  Retelsdorf  Omaha 

Stanley  M.  Truhlsen Omaha 

HOSPITAL  AND  PROFESSIONAL 
RELATIONS 

Jerald  R.  Schenken,  Chm.  Omaha 

Gordon  D.  Adams  Norfolk 

Muriel  N.  Frank  Omaha 

Arthur  L.  Larsen  Omaha 

Leonard  R.  Lee Lincoln 

Kenneth  D.  Peters Plainview 

A.  Eugene  Van  Wie  Grand  Island 

INSURANCE  AND  PREPAYMENT 
MEDICAL  CARE 

A.  L.  Smith,  Jr.,  Chm. Lincoln 

Harold  D.  Cahlheim  Norfolk 

Russell  J.  Mclntire Hastings 

Paul  M.  Scott Auburn 

Stanley  M.  Truhlsen Omaha 

Hiram  R.  Walker Kearney 


MATERNAL  AND  CHILD  HEALTH 


Warren  G.  Bosley,  Co-Chm Gr.  Island 

William  L.  Rumbolz,  Co-Chm. Omaha 

Robert  F.  Getty North  Platte 

Hodsen  A.  Hansen Lincoln 

L.  Palmer  Johnson  Lincoln 

J.  A.  McMillan Hastings 

MEDICAL  EDUCATION 

John  W.  Smith,  Chm. Omaha 

James  E.  Bridges Fremont 

Wendell  L.  Fairbanks  Auburn 

Randolph  M.  Ferlic  Omaha 

James  S.  Long  Alma 

R.  C.  Rosenlof Kearney 

Robert  J.  Stein  Lincoln 

Interim : 

Joseph  M.  Holthaus Omaha 

Perry  G.  Rigby  Omaha 

Student  Member: 

Matthew  M.  Bosley Omaha 

MEDICAL  SERVICE 

Robert  F.  Shapiro,  Chm. Lincoln 

John  D.  Baldwin  Lincoln 

Thomas  G.  Erickson  Fremont 

Herbert  D.  Feidler Norfolk 

Donald  F.  Prince Minden 

John  C.  Schutz Tecumseh 

Frank  H.  Tanner Lincoln 

Eugene  M.  Zweibach  Omaha 

MEDICINE  AND  RELIGION 

John  C.  Goldner,  Chm. Omaha 

Kenneth  C.  Bagby  Blair 

W.  Ray  Hill  Lincoln 

T.  C.  Kiekhaefer Falls  City 

John  J.  Ruffing.  Jr.  Hemingford 

Merle  E.  Sjogren  Omaha 

Interim : 

Samuel  A.  Swenson,  Jr. Omaha 

MEDICOLEGAL  ADVICE 

J.  P.  Gilligan,  Chm. Nebraska  City 

W.  O.  Brown  Scottsbluff 

Paul  Goetowski Lincoln 

William  L.  Rumbolz Omaha 

MENTAL  HEALTH  AND 
MENTAL  RETARDATION 

Robert  G.  Osborne,  Chm. Lincoln 

John  D.  Baldwin Lincoln 

C.  H.  Farrell Omaha 

Harry  C.  Henderson Omaha 

J.  Whitney  Kelley Omaha 

Charles  W.  Landgraf,  Jr. Hastings 

Interim : 

Jack  R.  Anderson  Lincoln 

Robert  B.  Muffly Omaha 

AD-HOC  COMMITTEE  ON  NATIONAL 
HEALTH  INSURANCE 

Jerald  R.  Schenken,  Chm.  Omaha 

William  H.  Berrick  Madison 

Louis  J.  Gogela  Lincoln 

Arnold  W.  Lempka Omaha 

Robert  J.  Morgan  Alliance 

Donald  F.  Prince  Minden 

A.  L.  Smith,  Jr.  Lincoln 

Student  Member: 

Patrick  S.  Dunlap  Omaha 

STATE  PEER  REVIEW 
Milton  Simons,  Chm.  Omaha 

K.  Don  Arrasmith  Omaha 

John  D.  Baldwin  Lincoln 

Dwight  W.  Burney,  Jr. Omaha 

John  C.  Denker Valley 

Henry  Kammandel  Omaha 

Harold  W.  Keenan  Ogallala 

Kenneth  F.  Kimball  Kearney 

Kenneth  T.  McGinnis Lincoln 

J.  P.  Schlichtemier Omaha 

Richard  L.  Tollefson  Wausa 

Hobart  E.  Wallace Lincoln 

Dean  C.  Watland  Omaha 

Raymond  J.  Wyrens Omaha 


PUBLIC  HEALTH 

Richard  F.  Brouillette,  Chm.  York 

M.  D.  Bechtel Omaha 

Stanley  T.  Mountford Omaha 

Henry  D.  Smith  Lincoln 

F.  Thomas  Waring Fremont 

PUBLIC  RELATIONS 

William  T.  Griffin,  Chm.  Lincoln 

James  S.  Carson  McCook 

William  S.  Carter Omaha 

Donald  Matthews  Lincoln 

G.  P.  McArdle Omaha 

RELATIVE  VALUE  STUDY 

Orin  R.  Hayes,  Chm. Lincoln 

John  A.  Haggstrom  Omaha 

Bernard  L.  Kratochvil  Omaha 

Lyle  H.  Nelson  Crete 

Donald  F.  Purvis Lincoln 

Carlyle  E.  Wilson,  Jr.  Omaha 

RURAL  MEDICAL  SERVICE 

James  W.  Peck,  Chm. Kearney 

Michael  J.  Haller Omaha 

F.  A.  Mountford Davenport 

R.  L.  Tollefson Wausa 

John  H.  Worthman  Cozad 

SCIENTIFIC  SESSIONS 

Herbert  E.  Reese.  Chm.  Lincoln 

Richard  A.  Cottingham  McCook 

Randolph  M.  Ferlic  Omaha 

Russell  L.  Gorthey Lincoln 

Joel  T.  Johnson Kearney 

Y.  Scott  Moore Lincoln 

Robert  M.  Stryker Omaha 

SUB-COMMITTEE  ON  ATHLETIC 
INJURIES 

John  E.  Murphy,  Chm. Aurora 

Stanley  M.  Bach  Omaha 

Robert  B.  Benthack  Wayne 

S.  I.  Fuenning  Lincoln 

Paul  Goetowski  Lincoln 

Richard  W.  Hammer Lincoln 

Jack  K.  Lewis  Omaha 

Otis  W.  Miller Ord 

Charles  W.  Newman Lincoln 

George  Sullivan,  R.P.T.  Lincoln 

Wayne  Wagner,  A.T.  Omaha 

John  G.  Yost Hastings 

AD-HOC  DRUG  ABUSE  EDUCATION 

Marvin  E.  Holsclaw,  Chm. Lincoln 

Klemens  E.  Gustafson Beatrice 

Jack  K.  Lewis  Omaha 

James  I.  Wax  Omaha 

AD-HOC  COMMITTEE  ON  HOUSE 
ACTIONS 

Harold  S.  Morgan,  Chm. Lincoln 

R.  E.  Garlinghouse Lincoln 

Frank  H.  Tanner  Lincoln 

W.  D.  Wright  Omaha 


AD-HOC  COMMITTEE  ON 
MEMBERSHIP 

Harry  W.  McFadden,  Jr.,  Chm — Omaha 


Warren  G.  Bosley Grand  Island 

Robert  J.  Luby  Omaha 

Herbert  E.  Reese Lincoln 

Houtz  G.  Steenburg Aurora 

Stanley  M.  Truhlsen  Omaha 

AD-HOC  COMMITTEE  ON  PSRO 

Houtz  G.  Steenburg,  Chm.  Aurora 

John  H.  Bancroft Kearney 

Warren  G.  Bosley Grand  Island 

James  H.  Dunlap  Norfolk 

Allan  C.  Landers Scottsbluff 

Donald  J.  Pavelka Omaha 

Frank  P.  Stone Lincoln 

Carlyle  E.  Wilson,  Jr.  Omaha 
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Our  free, weekly  report 
on  current  ratings,  maturities, 
rates,  prices  ana  yields 
for  every  type 
of  fixed  income  security 
helps  you  pickand  choose 
with  greater  precision. 


accent7 

service  company,  inc. 

"YEARS  OF 
DEPENDABLE 
SERVICE" 


- COLLECTIONS  - 
Retail  Professional 
Claims 

Hospitals  V*  Physicians 
Dentists 

State  Licensed  and  Bonded 
"FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

307  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 

FREMONT  OFFICE 

1941  East  8th  Street 
Phone  727-9244 


Cancer  of  Prostate  Among  Men  With  Be- 
nign Prostatic  Hyperplasia  — P.  Green- 
wald  et  al  (New  York  State  Dept  of 
Health,  Cancer  Control  Bureau  and  Office 
of  Biostatistics,  Albany  12208).  J Natl 
Cancer  Inst  53:335-340  (Aug)  1974. 

Cancer  of  the  prostate  was  studied  among 
838  patients  with  benign  prostatic  hyper- 
plasia and  802  age-matched  controls.  Patients 
were  followed  for  an  average  of  10.7  years 
and  controls  for  11.2  years.  Twenty-four 
patients  and  26  controls  subsequently  de- 
veloped prostate  cancer.  Patients  with  pros- 
tatic hyperplasia  were  not  at  increased  risk 
for  prostatic  cancer.  No  significant  differ- 
ences between  patients  and  controls  were 
found  in  marital  status  or  in  the  frequency 
of  bladder  cancer,  diabetes,  drug-use  history, 
family  medical  history,  and  smoking  or  drink- 
ing habits. 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 

J.  Gurnett,  Omaha.  Counties : 

Douglas,  Sarpy. 

Second  District:  Councilor:  Louis 

J.  Gogela,  Lincoln.  Counties : 

Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  H.  C. 

Stewart,  Pawnee  City.  Counties  : 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District : Councilor : James 
G.  Carlson,  Verdigre.  Counties : 

Knox,  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Mad- 
ison, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

M.  Sorensen,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

G.  Steenburg,  Aurora.  Counties : 

Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

H.  Nelson,  Crete.  Counties : Sa- 
line, Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  A. 

Dean  Gilg,  Bassett.  Counties : 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  Hiram 
R.  Walker,  Kearney.  Counties: 
Hall,  Custer,  Valley,  Greeley, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine,  Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Fred  J. 

Rutt,  Hastings.  Counties : Gos- 

per, Phelps,  Adams,  Furnas,  Har- 
lan, Webster,  Kearney,  Red  Wil- 
low, Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Berl 
W.  Spencer,  Ogallala.  Counties : 
Lincoln,  Perkins,  Keith.  Mc- 
Pherson, Garden,  Arthur,  Logan, 

Deuel. 

Twelfth  District:  Councilor:  Calvin 
M.  O a,  Scottsbluff.  Counties: 
Scotts  Bluff.  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyene,  Sioux, 
Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha  Medical 

Otoe 

Perkins-Chase 

Phelps 

Platte-Loup  Valley 

Saline 

Saunders 

Scotts  Bluff 

Seward 

South  Central  Nebraska. 

S.E.  Nebraska 

S.W.  Nebraska 

Washington-Burt 

York-Polk 


Earl  J.  Dean,  Hastings Clyde  L.  Kleager,  Hastings 

R.  E.  Kopp,  Plainview  D.  F.  Johnson,  Jr.,  Osmond 

Cnarles  L,.  Sweet,  Albion 

Raymond  H.  Olson,  Alliance F.  P.  Sucgang,  Alliance 

Gerald  L.  Morris,  Kearney William  H.  Northwall,  Kearney 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Clinton  B.  Dorwart,  Sidney Clinton  B.  Dorwart.  Sidney 

Thomas  R.  Tibbels,  West  Point L.  L.  Ericson,  West  Point 

M.  L.  Chaloupka,  Broken  Bow Loren  H.  Jacobsen,  Broken  Bow 

John  H.  Worthman,  Cozad Rodney  A.  Sitorius,  Cozad 

Roger  A.  Dilley,  Fremont William  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Charles  G.  Muffley,  Pender 

Morris  D.  Mathews.  St.  Paul Richard  M.  Fruehling,  St.  Paul 

Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

Richard  F.  Demay,  Gr.  Island Gordon  D.  Francis,  Gr.  Island 

Houtz  G.  Steenburg,  Aurora Richard  O.  Foreman.  Aurora 

Robert  W.  Waters,  O'Neill Don  D.  Bailey,  O'Neill 

R.  G.  Hanisch,  St.  Paul E.  C.  Hanisch,  Sr.,  St.  Paul 

Gordon  O.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

Douglas  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

W.  F.  Nye,  Lincoln Dwight  L.  Snyder,  Lincoln 

Miles  E.  Foster.  North  Platte Lewis  B.  Harden,  North  Platte 

p tf’aas.  Norfolk F.  Martin,  Norfolk 

D.  E.  Metcalf,  Gordon B.  A.  Owen,  Gordon 

-Maurice  M.  Steinberg,  Omaha Donald  J.  Pavelka,  Omaha 

-C.  R.  Williams,  Syracuse Gary  L.  Rademacher,  Nebr.  City 

_ L.  C.  Potts,  Grant Paul  Bottom,  Grant 

-Frank  A.  Brewster,  II,  Holdrege.Rex  J.  Kelly.  Holdrege 

- Herbert  D.  Kuper.  Columbus A.  H.  Liebentritt,  Columbus 

..Jerry  A.  Adler,  Crete Clarence  Zimmer,  Friend 

-E.  J.  Hinrichs,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

.Jerome  A.  Fuhrman,  Gering R.  Dan  Clark.  Gering 

. Roger  A.  Jacobs,  Seward R.  W.  Herpolsheimer,  Seward 

Vincent  S.  Lynn,  Geneva Chas.  F.  Ashby,  Geneva 

-Paul  M Scntt.  Auburn Theo.  C.  Kiekhafer,  Falls  City 

.G.  A.  Harris,  Cambridge John  L.  Batty,  McCook 

-Clifford  M.  Hadley,  Lyons H.  Neal  Sievers,  Blair 

.. James  D.  Bell,  York B.  N.  Greenberg,  York 
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an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAMA  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg.; 


aluminum  hydroxide  dried  gel,  150  mg. 

Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively.  ° 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ev 

LABORATORIES  W 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


Medicinews  . . . 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Ddnley 


MEDICAL 


SUPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


ooo<x>ooooooooooooooooooooooooooooooo 

REPRINTS 


OF  YOUR 


Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Prke 

600000000000000000000000000000000000 


NHI  advisory  panel  created 

“The  passage  of  national  health  legislation 
is  a must,”  said  Representative  Rostenkowski, 
(D.,  111.).  Mr.  Rostenkowski  is  chairman  of  the 
Sub-committee  on  Health  of  the  Committee 
on  Ways  and  Means,  and  he  has  now  begun 
the  selection  of  an  advisory  panel  composed  of 
“recognized  experts”  on  various  NHI  issues  to 
assist  the  subcommittee  in  developing  “sound, 
workable  legislation.”  A list  of  the  panel 
members  will  be  released  shortly.  The 
subcommittee  has  also  set  forth  an  outline  of 
the  procedures  which  will  be  followed  in  the 
development  of  NHI  legislation.  Major 
emphasis  will  be  placed  upon  written  state- 
ments from  the  general  public.  It  was 
observed  that  NHI  was  the  subject  of  ex- 
tensive public  hearings  before  the  Committee 
on  Ways  and  Means  less  than  nine  months 
ago.  The  printed  hearings  filled  nine  volumes 
with  almost  4,000  pages  of  testimony  from 
hundreds  of  witnesses.  The  subcommittee  on 
this  basis  has  chosen  to  rely  upon  written 
statements  rather  than  a repetition  of  the  re- 
cently concluded  hearings.  The  deadline  for 
submitting  statements  has  been  set  as  April 
15,  1975. 


SSI  last  year 

Needy  aged,  blind,  and  disabled  people  re- 
ceived nearly  $2  billion  more  in  Government 
assistance  payments  under  the  new  Supple- 
mental Security  Income  (SSI)  program  in 
1974  than  under  the  prior  Federal-State 
assistance  plans  in  1973.  About  one  million 
more  people  were  eligible  under  the  new 
statute  for  such  payments,  HEW  Secretary 
Caspar  W.  Weinberger  reported. 

In  a year-end  summary  of  the  impact  of  the 
first  calendar  year  of  SSI,  the  Secretary 
noted  that  total  Federal-State  spending  for 
the  recently-expanded  aged,  blind,  and  dis- 
abled program  increased  by  59  percent,  from 
$3.3  billion  in  1973  to  nearly  $5.3  billion  in 
1974  under  SSI.  State  expenditures  decreased 
by  $43  million,  to  less  than  $1.3  billion,  while 
Federal  expenditures  rose  by  $2  billion,  to 
nearly  $4  billion.  The  number  of  beneficiaries 
rose  from  3 million  to  4 million. 
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Plan  Now  to  Attend  . . . 


1975  ANNUAL 
SESSION 


OF  THE 


NEBRASKA  MEDICAL 
ASSOCIATION 


SUNDAY  - APRIL  27th 

BOARD  OF  COUNCILORS 
HOUSE  OF  DELEGATES 
MEDICINE  AND  RELIGION  DINNER 
Rev.  Dr.  Kenneth  R.  Mitchell 

MONDAY  - APRIL  28th 

HOUSE  OF  DELEGATES 
SPORTSMAN'S  DAY 

TUESDAY,  - APRIL  29th 

WEDNESDAY  - APRIL  30th 

OPENING  CEREMONIES 

SYMPOSIUM  ON  "WHAT'S  NEW  IN 

SYMPOSIUM  ON  FAT  - FACTS, 

MEDICINE" 

FADS  AND  FANCIES 

ANNUAL  DISTINGUISHED  LUNCHEON 

ATHLETIC  - MEDICINE  LUNCHEON 

-PRESIDENTIAL  ADDRESS 

SYMPOSIUM  ON  LYMPHOAAA 

-INSTALLATION 

FUN  NIGHT 

-PRESENTATION  OF 

East  Hills  Supper  Club 

FIFTY-YEAR  PINS 

Presidential  Reception 

-SPEAKER  - NEIL  ARMSTRONG 

The  Melodrama 

APRIL  27th  thru  APRIL  30th 


X 


Constructive 

Educational 

Enjoyable 
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If 
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cefazolin  sodium 


Ampoules,  equivalent  to  1 Cm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

400380 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


ON  TAKING  BLOOD  PRESSURE 

Blood  pressure  readings  are  sometimes  re- 
quested, and  are  occasionally  given,  for  sit- 
ting, standing,  and  supine  positions.  At  first 
glance,  one  might  expect  standing  to  be 
highest,  and  supine  lowest,  but  this  is  not 
usually  so.  In  fact,  it  has  been  my  observation 
that  the  three  are  likely  to  be  the  same.  In 
using  the  supine  posture,  one  must 
remember  that  the  arm,  where  the  pressure 
is  almost  always  being  determined,  has  been 
lowered  to  the  level  of  the  heart. 

It  is  awkward  to  take  blood  pressures  while 
the  patient  is  standing,  and  I wonder  why  this 
is  ever  done.  Then  too,  if  the  three  observa- 
tions are  performed  quickly,  we  do  not  get 
true  estimations  of  what  is  going  on,  but  a re- 
flection of  sudden  change  of  position.  If  the 
patient  stands  first,  then  sits,  and  finally  lies 
down,  will  the  readings  be  the  same  as  they 
would  be  if  he  were  supine  first  and  stood 
last? 

A hurriedly  taken  blood  pressure  reading  is 
not  apt  to  be  accurate,  and  having  the  patient 
stand,  sit,  and  lie  down  makes  for  haste  and 
results  in  anything  but  true  values.  Standing 
blood  pressures  seem  impractical  and  value- 
less to  me;  and  either  sitting  or  supine 
estimations  will  do,  but  I see  no  reason  for 
both. 

— F.C. 


CANCER  OF  THE  BREAST 

The  numbers  offered  in  the  boxes  below 
are  of  cancer  of  the  breast;  they  pertain  to 
the  United  States  only,  and  they  are  fairly 
recent,  being  no  more  than  6 or  7 years  old. 
Two  sets  of  figures  are  shown  in  each  box, 
having  been  obtained  from  different  sources; 
some  are  obviously  rounded  off. 


New  cases  of 

Male 

Female 

breast  cancer 

600 

69,000 

per  year. 

700 

80,000 

Deaths  from 

breast  cancer  250  28,816 

per  year.  265  29,000 

A mortality  rate  study  based  on  this  table 
may  lack  statistical  accuracy,  since  new  cases 
and  deaths  may  not  represent  the  same  in- 
dividuals, but  the  percentages  are  there  for 
the  extracting  and  do  have  meaning.  The 
table  is  easily  condensed,  with  a pardonable 
sort  of  roughness,  into  this  simpler  form. 


New  cases 

Male 

Female 

per  year. 

650 

75,000 

Deaths  per  year. 

260 

29,000 

It  is  reported  that  breast  cancer  kills  more 
than  11,000  women  a year  in  England  and 
Wales.  Cancer  of  the  breast  occurs,  in  this 
country,  more  than  100  times  as  often  in 
women  as  in  men.  The  number  of  deaths  from 
breast  cancer,  both  in  men  and  women,  in  the 
United  States,  is  approximately  40  percent  of 
the  number  of  new  cases. 

-F.C. 

THE  GROUNDHOG  HAS  HAD  HIS  DAY 

The  groundhog  is  the  same  as  the  wood- 
chuck; he  is  also  the  aardvark,  and  the  tenrec, 
as  well  as  some  kind  of  beetle.  And  on 
February  the  second,  if  he  sees  his  shadow, 
which  frightens  him,  I suppose,  he  goes  back 
to  his  hole  for  six  weeks,  which  means  spring 
will  be  late;  and  if  he  does  not  see  his  shadow, 
there  will  be  an  early  spring. 

Now  nothing  in  the  above  paragraph  makes 
any  sense.  If  we  are  going  to  trust  a beast 
that  does  not  even  know  what  animal  he  is, 
we  should  go  back  to  living  in  caves,  too.  If 
this  not  overly  bright  creature  can  see  his 
shadow,  then  the  just  as  silly  human 
observers  can  see  their  shadows,  too,  and  dis- 
cover for  themselves  that  they  do  not  need 
the  groundhog. 

But  think  of  this.  If  the  woodchuck  can  see 
his  shadow,  why  then  the  sun  is  shining,  and 
if  that  means  anything,  spring  should  be 
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coming  right  around  the  corner,  and  if  I were 
a groundhog.  I'd  stay  out.  But  I'd  be  tempted 
to  go  back  into  my  underground  retreat  if  I 
didn’t  see  my  shadow,  wouldn't  you? 

And  besides,  he’s  always  wrong,  like  now. 

— F.C. 


WHICH  SPECIALIST 
DO  WE  SEE  THE  MOST? 

There  are  two  ways  to  arrive  at  an  answer 
to  questions  like  this:  theorize  or  count  cases. 
I like  the  first  better  because  I can  decide 
right  now  and  avoid  research.  I don’t  see  the 
pathologist  often,  and  I have  yet  to  consult  a 
brain  surgeon.  Men  do  not  frequent  gynecol- 
ogists’ offices,  and  grownups  stay  away  from 
pediatricians. 

It  is  curious,  let  me  point  out,  that  we  have 
doctors  for  the  young  and  doctors  for  the  old, 
we  have  doctors  who  treat  only  women,  but 
we  do  not  have  a corresponding  specialty: 
doctors  who  take  care  of  males  only. 

I have  been  unlucky  enough  to  submit  to  a 
surgeon’s  machinations,  I have  consulted  a 
friendly  internist  for  a rather  spectacular 
bout  of  the  flu  (for  which  I wish  they  would 
come  up  with  a better  name),  and  I have  put 
the  outside  of  my  body  in  the  hands  of  the 
dermatologist.  I have  not  looked  in  on  the 
radiologist,  but  he  has  looked  at  the  insides  of 
me,  and  the  anesthesiologist  has  twice 
rendered  me  insensible,  to  pain,  that  is. 

I have  tried  to  stay  away  from  the  psy- 
chiatrist and  the  analyst,  with  good  luck  so 
far.  But  I suppose  they  will  all  catch  up  with 
me  some  day,  all  but  the  pediatrician,  but 
then,  there  is  always  a second  childhood. 

-F.C. 

ESQUIRE,  HONORABLE,  AND  M.D. 

I wish  I knew  what  on  earth  Esq.  means 
after  someone’s  name;  absolutely  nothing,  I 
suspect,  and  I can  only  wonder  at  those  who 
put  the  letters  there  and  at  the  ones  who  read 
them  and  do  not  laugh.  I feel  the  same  about 
the  Honorable  attached  to  the  front  of  some- 
one’s signature.  I cannot  understand  how 
these  things  are  earned  or  what  they  mean, 
and  they  seem  absurd.  It  suggests  that  those 
of  us  who  do  not  put  The  Honorable  before 
our  names  are  dishonorable. 


There  may  be  some  argument  for  honorary 
degrees;  they  are  safely  bestowed  on  people 
who  have  distinguished  themselves  and  who 
have  improved  mankind’s  lot  late  in  life  and 
outside  the  classroom,  but  it  is  easy  to  point 
out  that  these  things  are  given  away  with  a 
cheapness  that  too  often  makes  the  donor  and 
recipient  appear  fatuous. 

The  Honorable  and  Esquire  do  not  even 
reach  the  dubious  level  of  the  honorary  de- 
gree. It  reminds  me  of  the  Doctor  of  Phil- 
osophy, who,  I am  fond  of  saying,  is  not  the 
kind  of  doctor  that  can  do  you  any  good  if  you 
have  appendicitis  or  a heart  attack. 

Then  you  want  someone  who  has  earned 
something  real,  hard-won,  and  valuable,  an 
M.D. 


That  means  something.  The  M.D.  is  likely 
to  be  honorable,  besides. 


-F.C. 


DO  WE  HAVE  FRAMES? 

When  you  consult  a height-weight  table, 
you  are  confronted  by  three  different  sets  of 
figures,  and  they  refer  to  light,  medium,  or 
heavy  frame.  It  seems  to  me  that  when  you 
have  told  them  how  tall  you  are,  that  is 
enough.  My  two  medical  dictionaries  do  not 
define  frame;  my  small  nonmedical  glossary 
calls  it  the  physical  constitution  of  a body; 
structure  or  build,  as  of  a person.  My  big  lex- 
icon says  it  is  something  composed  of  fitted 
parts,  the  bodily  structure  or  physical  con- 
stitution; and  my  physician-authored  the- 
saurus gives  skeleton,  figure,  and  physique, 
and  build. 

Physique  is  bodily  make-up;  if  frame  sug- 
gests bony  structure,  can  you  tell  if  some- 
one’s bones  are  big  or  little  by  looking  at  him? 
If  you  have  large  bones,  will  that  not  leave 
less  room  for  fat?  And  if  you  stick  out  in 
front,  should  that  allow  you  to  weigh  more 
and  call  it  normal? 

I submit  that  we  do  not  have  frames,  and 
that  this  error  has  been  handed  down  from 
table  to  table,  and  from  book  to  book.  You  are 
tall  or  short,  and  thin  or  fat,  and  that  is  all. 
You  may  be  normal,  of  course,  but  you  will 
not  then  be  consulting  weight  tables. 

-F.C. 
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ORIGINAL  ARTICLES 


Cancer  Genetics,  Genetic  Counseling, 
And  Cancer  Control* 


PART  II 

Von  Hippel-Lindau’s  Disease 

Von  Hippel-Lindau’s  disease  consists  of 
an  association  of  retinal  angiomatoma  and 
cerebellar  hemangioblastoma.  Less  constant 
features  include  pancreatic  and  renal  cysts; 
occasional  patients  develop  renal  cell  car- 
cinoma and  pheochromocytoma.  The  disor- 
der is  inherited  as  an  autosomal  dominant. 

Richards  and  associates19  studied  a fam- 
ily with  von  Hippel-Lindau’s  disease  in  a 
prospective  manner  in  order  to  determine  the 
presence  of  renal  cell  carcinoma  in  asymp- 
tomatic members.  Eleven  members  of  the 
family  were  evaluated  with  excretory  uro- 
grams (IVPs),  renal  scans,  and  other  tests 
of  renal  function.  Aortography  was  per- 
formed when  the  IVP  suggested  a mass 
lesion.  Significantly,  two  asymptomatic  pa- 
tients were  discovered  to  have  findings  of 
renal  cell  carcinoma.  The  authors  conclud- 
ed that  genetic  counseling,  including  diag- 
nostic screening  evaluations,  are  of  great 
importance  for  relatives  at  risk  for  von 
Hippel-Lindau’s  disease.19 

Medullary  Thyroid  Carcinoma,  Pheo- 
chromocytoma, and  Parathyroid 
Disease  (Sipple’s  Syndrome) 

The  combination  of  medullary  thyroid  car- 
cinoma, pheochromocytoma  and  parathyroid 
disease  has  been  referred  to  as  Sipple’s  syn- 
drome.20 This  disorder  is  inherited  as  an 
autosomal  dominant  trait  with  a high  de- 
gree of  penetrance.21  In  1965  Williams22 
identified  15  cases  from  the  literature  and 
added  two  of  his  own.  He  also  showed  that 
thyroid  carcinoma  occurring  in  this  syn- 
drome was  of  the  medullary  or  solid  type 
with  amyloid  stroma.  Since  then  more  than 
250  cases  of  medullary  thyroid  carcinoma 
have  been  reported.  There  have  also  been 
several  families  showing  the  combination 
of  thyroid  carcinoma  and  pheochromo- 
cytoma.21 Parathyroid  adenomas  or  hyper- 
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plasia  have  recently  been  shown  to  form  an 
important  component  of  this  syndrome.23 

Medullary  thyroid  carcinomas  have  been 
shown  to  produce  several  functionally  ac- 
tive compounds,  including  calcitonin,  prosta- 
glandins, adrenocorticotrophin  (ACTH)-like 
substance,  histaminase  and  serotonin.21 

Calcitonin  has  been  shown  to  be  extremely 
useful  as  a diagnostic  screening  study  when 
this  disorder  is  suspected.  Measurement  of 
serum  calcitonin  may  be  performed  under 
basal  conditions  or  during  calcium  infusion.24 
Measurement  of  serum  histaminase  has  been 
shown  to  be  useful  in  the  diagnosis  of  meta- 
static lesions  as  well  as  for  post-operative 
follow-up.21  Since  pheocromocytoma  may 
also  occur  in  this  syndrome  it  is  important 
that  this  lesion  be  evaluated  in  all  patients 
at  genetic  risk  for  the  disorder  including 
those  who  have  already  demonstrated  evi- 
dence of  thyroid  or  parathyroid  disease. 
When  a patient  and/or  family  is  identified, 
diagnostic  screening  studies  in  relatives  at 
high  risk  should  begin  at  a young  age.  For 
example,  Reiser  and  associates21  suggest 
screening  of  all  family  members  beginning 
at  five  years  of  age  or  older.  They  advise 
that  screening  of  family  members  for  this 
syndrome  should  be  conducted  every  year 
or  two,  and  they  state  that  a completely  nor- 
mal screening  examination  only  rules  out 
the  disease  at  that  particular  moment.  It 
in  no  way  assures  that  the  patient  will  never 
develop  part  or  all  of  the  syndrome.  These 

♦Portions  of  this  material  are  reprinted  from  Cancer 
Genetics,  Editor  Henry  T.  Lynch,  M.D.,  in  press,  by  permis- 
sion of  Charles  C.  Thomas,  Publisher. 
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authors  reported  a family  wherein  25  cases 
of  medullary  thyroid  carcinoma,  16  cases  of 
parathyroid  disease,  and  11  cases  of  pheo- 
chromocytoma  were  diagnosed.  Six  of  these 
patients  had  all  three  of  these  lesions.  Eight 
other  patients  had  reported  but  uncon- 
firmed cases  of  thyroid  carcinoma. 

In  families  of  the  type  alluded  to  above 
it  is  clear  that  genetic  counseling,  coupled 
with  highly  specific  diagnostic  evaluation 
could  lead  toward  diagnosis  of  this  disease 
in  a potentially  large  number  of  individuals 
from  families  prone  to  this  dominantly  in- 
herited genetic  disorder.  Therefore,  genetic 
counseling  is  essential,  and  since  the  natural 
history  of  the  disorder  is  one  harboring  a 
continuous  risk  for  these  specific  cancers, 
the  relatives  should  be  counseled  frequently. 
In  our  experience  it  is  extremely  important 
to  clarify  all  these  issues  carefully  with  pa- 
tients, so  that  they  are  fully  cognizant  of 
all  manifestations  of  the  genetic  trait,  and 
in  turn,  hopefully,  they  will  cooperate  fully 
with  their  physician  in  the  total  manage- 
ment of  this  and  other  life  threatening  dis- 
eases. 

Discussion 

The  World  Health  Organization  Expert 
Committee  on  Human  Genetics  has  recom- 
mended increased  training  of  medical  per- 
sonnel in  medical  genetics,  with  particular 
emphasis  on  genetic  counseling.25  This 
group  emphasized  their  conviction  that 
physicians  should  receive  training  in  gen- 
etics at  the  preclinical  and  clinical  levels 
and  that  the  subject  should  also  be  dealt 
with  in  postgraduate  medical  education 
courses.  The  demand  as  well  as  the  indi- 
cations for  genetic  counseling  are  so  great 
that  existing  genetic  specialty  clinics  can- 
not conceivably  fulfill  the  needs  for  these 
services  at  the  present  time.  Furthermore, 
since  genetic  counseling  entails  diagnosis, 
therapy,  and  prognosis  of  the  patient  and 
of  his  relatives  at  genetic  risk,  it  is  only 
logical  that  the  physician  providing  primary 
family  care,  or  the  surgeon,  would  be  ex- 
pected to  assume  responsibility  for  the  over- 
all plan  in  order  to  assure  continuity  of  this 
important  service.26 

A review  of  these  several  cancer  genetic 
problems  clearly  indicates  the  important 
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role  which  the  physician  can  play  in  genetic 
counseling  as  a vital  part  of  the  discern- 
ment of  genetic  risk  and  subsequent  man- 
agement of  cancer  prone  patients  and  their 
relatives.  The  physician  need  not  have  an 
exhaustive  background  in  medical  genetics  in 
order  to  apply  this  important  information 
to  his  interested  and  concerned  patients. 
However,  in  many  cases  it  will  be  necessary 
that  he  expand  the  family  history  portion 
of  the  clinical  examination,  collecting  a more 
rich  account  of  specific  histologic  varieties 
of  cancer,  associated  diseases,  genealogic  re- 
lationships, including  a search  for  consan- 
guinity, in  order  to  be  provided  with  the 
detailed  family  information  which  is  neces- 
sary for  genetic  counseling.  This  extra  ef- 
fort may  be  rewarded  in  certain  circum- 
stances through  alleviation  of  anxiety,  guilt, 
apprehension,  and  occasional  cancer  phobia, 
when  the  cancer-genetic  issue  is  clarified  to 
the  patient.  Improved  cancer  control  may 
also  be  accomplished. 

Summary 

The  World  Health  Organization  Expert 
Committee  has  recommended  increased 
training  of  medical  personnel  in  medical 
genetics  with  a particular  emphasis  on  gen- 
etic counseling.  Increased  patient  aware- 
ness of  the  importance  of  genetics  in  many 
medical  problems  including  cancer  has  served 
to  increase  the  demand  for  genetic  counseling 
services.  We  believe  that  genetic  counsel- 
ing is  best  handled  by  the  physician  and 
indeed  the  surgeon  will  find  many  genetic 
counseling  implications  in  the  management 
of  his  cancer  patients.  A review  of  the 
subject  documents  a wide  variety  of  cancer 
problems  which  have  genetic  counseling  im- 
plications and  which  could  assuage  the  pa- 
tient’s well  being  and  in  certain  circum- 
stances could  aid  in  cancer  control. 
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Pesticide  Poisoning  in  Children:  A Review 
From  Children's  Memorial  Hospital, 
Omaha,  Nebraska  from  1960-1973 


PART  II 

Containers  and  Labeling 

There  were  no  cases  of  poisons  being 
in  unlabeled  containers.  In  one  case  the 
poison  was  in  a fruit  jar  lid,  but  this  had 
been  set  outside  in  a rat  run  on  a farm  in 
what  was  thought  to  be  an  inaccessible  place. 
In  all  34  cases  involving  ingestion  of  full 
strength  pesticides,  they  were  in  labeled 
containers,  and  many  cases  could  have  been 
prevented  with  a simple  safety  cap  that 
has  now  been  largely  adopted  by  the  aspirin 
industry. 


Seasonal  Variation 

Most  of  the  cases  seen  were  during  the 
spring  and  summer  months,  totaling  29 
(69.0%)  of  the  42  cases.  There  are  prob- 
ably more  cases  seen  during  the  summer 
than  during  the  winter  due  to  the  greater 
average  use  of  pesticidal  formulations  dur- 
ing the  growing  season  when  their  use  is 
the  greatest;  however,  10  cases  were  ob- 
served in  late  October  and  early  November 
and  6 of  these  involved  cockroach  prepara- 
tions containing  Lindane. 

This  peak  in  the  fall  is  probably  due  to 
the  weather  turning  colder  and  the  daylight 
hours  becoming  shorter.  Children  spend 
more  time  inside  with  more  time  for  explor- 
ation. Not  only  are  children  driven  inside 
by  the  colder  weather,  but  so  are  pests  in- 
creasing the  use  of  household  pesticides, 
especially  those  for  cockroaches. 

Occupational 

There  were  eight  professional  and  34  non- 
professional parents.  Only  four  of  the  42 
poisoning  cases  were  associated  with  work 
situations  and  all  four  involved  farming. 
Three  of  the  four  cases  involved  air  drift. 
One  of  the  cases  of  air  drift  was  the  result 
of  a full  day  of  exposure  to  2,4-D  bug  dust 
for  tomatoes  two  days  prior  to  admission. 
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On  the  day  of  admission  the  patient  had  six 
generalized  seizures,  but  none  previous  to 
these.  Another  involved  exposure  to  weed 
spray  used  on  corn  and  resulted  in  toxic  epi- 
dermal necrloysis.  The  third  case  involved 
a patient  following  his  grandfather  around 
for  an  entire  afternoon  while  he  sprayed 
fruit  trees  with  Dieldrin,  an  Indane  deriva- 
tive. Later  that  evening,  the  patient  de- 
veloped nausea,  vomiting,  fever  and  leth- 
argy. 


Urban  vs.  Rural 

There  were  34  cases  in  Omaha,  four  cases 
in  small  outstate  Nebraska  towns,  and  four 
cases  that  involved  farms.  Since  the  great- 
est tonnage  of  pesticides  is  used  in  agricul- 
ture, one  might  suppose  that  most  of  these 
cases  of  poisoning  would  occur  in  rural 
areas;  however,  there  was  no  such  evidence 
to  support  this  theory.  In  fact,  other  studies 
have  shown  that  the  proportion  of  poison- 
ings in  rural  areas  was  almost  exactly  the 
same  as  the  proportion  of  population  living 
in  these  areas.5  In  addition,  data  from  Poi- 
son Control  Centers  tends  to  reflect  urban 
experiences  and  is  not  a good  source  of  in- 
formation on  urban-rural  incidence  of  poi- 
soning. 

Summary 

A total  of  407  cases  of  pesticide  poisoning 
were  seen  in  the  Children’s  Memorial  Hos- 
pital Emergency  Room  from  1960-1973, 
and  42  were  admitted,  for  a hospitalization 
rate  of  only  10%,  well  below  the  national 
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average  of  20%. 6 Seventy-six  percent  of  the 
total  cases  reviewed  involved  patients  one 
to  three  years  old,  the  exploring  age.  There 
were  33  cases  involving  insecticides,  five 
rodenticides,  and  four  herbicides.  There 
were  four  cases  of  organophosphate  insecti- 
cide poisoning,  all  occuring  since  1967 ; but 
in  spite  of  their  “extremely  toxic”  rating 
(see  Table  1),  none  were  severe  and  required 
only  24  hours  or  less  of  observation.  The 
largest  group  of  chemicals  involved  were 
the  chlorinated  hydrocarbons,  involving  15 
cases,  and  8 of  these  cases  resulted  in  seiz- 
ures, with  the  worst  offender  being  Lin- 
dane. Most  cases  of  pesticide  poisoning  are 
still  caused  by  arsenic  (12),  chlorinated  hy- 
drocarbons (15),  and  other  poisons  that  were 
available  long  before  the  introduction  of  the 
organophosphates  and  newer  materials.  It 
is  necessary  to  take  great  care  with  all  pes- 
ticides — including  those  that  are  so  fa- 
miliar that  some  people  forget  their  un- 
diminished danger. 

The  hospitalization  rate  was  10%,  and  no 
deaths  occurred,  but  31%  of  those  hos- 
pitalized were  severe  cases.  A major  fac- 
tor in  the  decision  to  hospitalize  a patient  was 
acute  CNS  symptoms.  Long-term  sequelae 
were  seen  in  only  one  case  resulting  in  pro- 
longed treatment  of  seizures  and  mental  re- 
tardation. The  number  of  severe  cases  may 
have  been  greater  were  it  not  for  the  quick 
action  of  parents  to  induce  vomiting. 

Epidemiological  studies  revealed  that  most 
of  the  cases  reviewed  were  home  accidents 
(35),  caused  mainly  by  inadequate  storage 
and  lack  of  supervision.  Occupational  pesti- 
cide poisoning  accounted  for  4 cases  and 
was  caused  primarily  by  air  drift  (3  of  4 
cases).  Suicide  gestures,  all  involving  teen- 
agers, accounted  for  the  remaining  three 
cases.  Most  pesticide  poisoning  cases  are 
seen  in  the  spring  and  summer  months,  but 
there  is  also  a peak  in  the  fall  when  the 
weather  turns  colder,  driving  both  children 
and  pests  inside. 

Ten  of  the  42  cases  involved  patients  who 
were  retarded,  hyperactive,  or  emotionally 
disturbed,  at  the  time  of  poisoning.  Sibling 
involvement  played  a significant  role  (16.9%) 
in  pesticide  poisoning.  No  unlabeled  con- 


tainers were  involved,  but  none  of  the  con- 
tainers involved  had  a safety  cap. 

Conclusions 

1.  Pesticide  poisoning  in  children  in  most 
cases  can  be  traced  to  the  carelessness  or 
ignorance  of  adults. 

2.  Chlorinated  hydrocarbon  insecticides 
are  more  likely  to  cause  seizures  than  any  of 
the  other  pesticides  involved. 

3.  Acute  CNS  symptoms  are  the  major 
factor  in  the  decision  to  hospitalize  a patient 
with  pesticide  poisoning. 

4.  Air  drift  was  the  most  common  cause 
of  occupational  pesticide  poisoning. 

5.  The  majority  of  pesticide  poisoning 
cases  involve  the  older,  more  familiar  pesti- 
cides, indicating  that  familiarity  breeds  com- 
placency. 

6.  More  toxic  chemical  pesticides  are  now 
being  used,  yet  pesticide  poisoning  in  chil- 
dren is  on  the  decline. 

7.  Pesticide  poisoning  reduction  may  be 
attributed  to: 

a.  Education  of  parents  resulting  in  more 
rapid  and  sophisticated  reaction  to  pes- 
ticide ingestion  and  proper  storage  in- 
struction ; 

b.  Improved  labeling  and  packaging; 

c.  Poison  Control  Centers  providing 
prompt  information  to  parents  and 
rapid  treatment; 

d.  Government  restriction. 

8.  Pesticide  poisoning  in  children  could 
virtually  be  eliminated  if: 

a.  Pesticides  were  always  stored  under 
lock  and  key ; 

b.  Directions  were  followed  when  using 
pesticides  to  reduce  exposure  of  chil- 
dren to  open  containers  and  applied 
formulations ; 

c.  Safety  caps  were  provided  for  contain- 
ers : 

d.  Empty  containers  were  disposed  of 
properly. 
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Fifty  Years  in  Practice 


It  is  a thoughtful  gesture  for  the  Nebraska 
Medical  Association  and  the  Editor  of  the 
Journal  to  ask  the  members  of  the  pro- 
fession who  have  been  in  practice  fifty  years 
to  relate  some  of  the  experiences  that  im- 
pressed and  amused  them  most. 

First,  I am  grateful  I had  the  privilege  in 
practicing  my  profession  for  so  many  years. 
One  cannot  help  by  being  reminded  of  the 
people  who  gave  so  much  of  their  time  and 
energy  to  teach  us.  The  part  the  people  of 
that  generation  and  previous  generations 
played  in  developing  medicine  to  its  present 
state  of  excellence  has  been  self-evident  to 
me. 

It  has  been  stated  that  “He  who  knows  no 
history  is  only  half  a man.” 

It  has  been  interesting  to  me  to  learn  that 
Sir  Christopher  Wren  in  1656  introduced  in- 
travenous therapy. 

I mention  that  only  to  remind  ourselves  of 
how  much  we  are  indebted  to  our  predeces- 
sors for  what  they  have  contributed  to  our 
present  state  of  knowledge. 

Changes  in  society  over  the  past  fifty  years 
have  been  profound.  It  was  Maurice  Seitter 
who  wrote,  “Our  generation  never  got  a 
break.  When  we  were  young  they  taught  us 
to  respect  our  elders;  now  that  we  are  older 
they  tell  us  to  listen  to  the  youth.” 

Personally,  I have  just  as  much  respect  for 
one  age  group  as  I do  another.  From  my 
standpoint,  both  groups  can  learn  from  each 
other.  There  is  no  more  dedicated  group  in 
any  profession  or  calling  than  one  meets  in 
medicine. 

We  are  reminded  of  the  change  in  the 
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physician’s  image.  Then  when  we  study  the 
different  polls  that  are  taken,  the  Medical 
Profession  ranks  highest. 

Doctor-patient  rapport  is  certainly  effected 
by  the  increasing  relationship  of  the  Insur- 
ance Industry,  the  Legislative  as  well  as  the 
Judicial,  all  of  which  means  that  Medicine  is 
dealing  with  a third  party  factor. 

Particularly  in  the  case  of  the  Insurance 
and  Legislative  groups  they  feel  if  they  pay 
the  bills  they  have  the  right  to  supervise  the 
practice  of  medicine.  This  unfortunately 
means  the  Profession  is  in  a position  in  which 
perfection  is  demanded  from  an  imperfect 
science. 

The  Deuenbergs  and  the  Naders  have 
written  a number  of  articles  which  are  very 
unfair  to  the  Medical  Profession. 

There  has  been  a gradual  change  taking 
place  in  the  doctor-patient  relationship  the 
past  fifty  years  which,  in  my  opinion,  has 
been  inevitable. 

Due  to  the  change  in  the  character  of  my 
practice,  I have  not  enjoyed  the  same  degree 
of  rapport  with  my  patients  as  my  father  had 
with  his  patients.  I do  not  expect  my  son,  who 
is  practicing  in  a metropolitan  area,  to  have 
the  close  relationship  with  his  patients  I have 
had  with  mine. 

Everyone  has  interesting  experiences  — at 
least  to  them  they  are  interesting.  And  also 
one  encounters  people  who  leave  a lasting 
impression. 
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One  such  experience  I had  took  place  in  the 
1930’s  when  bank  robberies  were  taking  place 
quite  commonly. 

One  noon  I went  into  one  of  the  local  banks 
and  was  talking  to  one  of  the  tellers  when 
three  armed  men  rushed  into  the  bank! 

Before  I could  move,  I was  staring  down 
the  barrel  of  a sub-machine  gun.  The  bank 
was  full  of  customers  with  the  exception  of 
me.  The  two  tellers  on  duty  were  told  to  step 
back  from  the  counter. 

The  teller  talking  with  me  was  rather 
dazed  due  to  the  speed  with  which  the  whole 
procedure  was  carried  out.  As  a result,  he 
was  slow  to  step  back  from  the  counter.  It 
was  obvious  the  robbers  were  under  great 
tension. 

They  made  me  stand  with  my  head  down 
which  made  it  difficult  for  me  to  see  the  faces 
of  the  robbers,  or  what  was  taking  place 
otherwise. 

I could  see  the  hand  of  the  leader  trembling 
as  he  held  it  on  the  trigger  of  the  machine 
gun. 

The  teller  did  step  back  and  nothing  hap- 
pened. The  bandits  made  a very  thorough 
search  of  everything,  including  the  waste- 
baskets. 

They  found,  in  the  vault,  several  thousand 
dollars  in  silver  and  complained  about  its 
weight.  (Some  people  are  never  satisfied!) 

They  found  in  the  course  of  their  searching 
an  old  38  caliber  revolver  which  hadn’t  been 
fired  for  probably  forty  years.  They  decided 
to  take  that,  too. 

When  they  decided  to  leave,  they  told  me 
to  go  out  first  and  for  the  teller  to  follow  me. 

He  said  he  had  a cold  and  wouldn’t  go  un- 
less they  let  him  put  on  his  coat. 


The  leader  was  cooling  down  by  that  time 
and  said  to  one  of  his  men, “Let  the  SOB  have 
his  coat.” 

They  put  us  in  the  car  and  when  the  get- 
away car  went  rushing  down  the  street,  the 
driver  suddenly  slammed  on  the  brake. 

The  leader  was  just  as  emphatic  with  the 
driver  as  he  had  been  with  us.  He  wanted  to 
know  why  the  h— 11  he  was  stopping. 

The  driver  said,  “Don’t  you  see  the  stop 
sign?” 

They  took  us  out  to  the  edge  of  town  and 
told  us  to  get  out. 

Again,  the  teller  refused  to  get  out.  The 
leader  said,  “Why  not?”  The  teller  said  he 
wouldn’t  get  out  unless  they  gave  him  back 
the  stolen  gun. 

The  leader  smiled  and  said,  “Give  him  back 
his  gun.” 

We  got  out  and  the  robbers  were  on  their 
way.  I learned  that  those  robbers  were  as 
tense,  if  not  more  so,  than  we  were. 

One  day  a woman  called  the  office.  She 
lived  in  the  hills  bordering  the  Missouri 
River.  She  asked  if  it  hurt  to  take  cold  baths. 

I asked,  “How  cold?” 

She  answered,  “Crick  (creek)  cold.” 

How  much  more  explicit  can  one  be? 

To  save  space,  I will  just  mention  the  day  a 
lady  brought  her  husband  into  our  office  after 
she  had  just  found  out  he  had  operated  on  his 
own  hernia.  Apparently,  he  had  gotten  up  on 
the  kitchen  table  and  following  his  surgery  he 
rather  neatly  sutured  the  incision. 

Later,  I had  to  do  a more  detailed 
herniotomy. 
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Would  Hypertension  Screening 
Benefit  Patients? 


Sound  medical  reasons  for  more 
aggressive  treatment  of  ele- 
vated blood  pressure  have  been 
documented  in  the  last  four  years.1 
Numerous  task  forces  and  professional 
societies  have  declared  that  hypertension  is 
the  number  one  treatable  public  health  prob- 
lem. Not  only  does  it  affect  approximately  23 
million  Americans,  but  many  surveys  have 
shown  that  half  of  all  hypertensive  patients 
are  unaware  of  their  disease,  only  half  of 
those  aware  are  being  treated  for  hyperten- 
sion, and  only  one  half  of  these  are 
controlled.2  Each  of  these  fractions  identifies 
a major  problem  in  hypertension  control  — 
identification,  treatment,  and  followup. 

Since  taking  a blood  pressure  is  legally  the 
privilege  of  mutually  consenting  adults,  many 
organizations  have  become  interested  in  con- 
ducting screening  programs  to  help  identify 
hypertensives  and  increasingly  physicians 
are  asked  to  endorse  these  efforts  in  then- 
own  communities.  Many  doctors  have  not 
been  satisfied  with  the  results  of  screening 
programs  for  cancer,  tuberculosis,  or  diabetes 
that  were  enthusiastically  promoted  in  the 
past  and  note  that  the  alarm  triggered  by  the 
discovery  of  nondisease  may  outweigh  the 
few  true  positives  uncovered  in  people  who 
never  see  a physician.  In  the  case  against 
hypertension  screening,  this  view  is  sup- 
ported by  a national  Harris  poll3  finding  that 
less  than  one  percent  of  adults  have  never 
had  their  blood  pressure  taken.  In  fact,  most 
people  appear  to  regularly  obtain  this  service 
since  more  than  two  thirds  of  all  adults  in  the 
survey,  and  more  than  four  fifths  of  all  hyper- 
tensives, had  their  blood  pressures  taken  in 
the  past  year. 

In  order  to  define  the  need  for 
hypertension  screening  programs,  we  must 
know  why  so  many  hypertensives  are  un- 
aware of  their  disease  when  nearly  all  are 
having  their  pressures  taken  regularly. 

Methods: 

Employees  at  the  Main  Office,  Physicians 
Mutual  Insurance  Company,  were  asked  to 
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volunteer  for  the  project  which  included 
filling  out  a questionnaire  (Figure  1),  and 
having  their  blood  pressure  recorded.  A total 
of  294  out  of  436  employees  participated  in 
the  study. 

If  large  scale  screening  is  valuable,  it  seems 
likely  that  physicians  will  not  have  time  to 
perform  the  majority  of  the  pressure  meas- 
urements. A second  part  of  the  program  was 
to  compare  the  blood  pressure  readings 
obtained  by  a trained  layman  with  those  by  a 
physician  in  the  same  volunteer.  Six  members 
of  the  Nebraska  JayCees  were  trained  to  take 
blood  pressures  by  Frank  Weirman,  M.D.  The 
training  consisted  of  lectures,  tapes,  and 
demonstrations  that  totaled  approximately 
two  hours.  Paired,  double-blinded  observa- 
tions were  made  in  144  volunteers  by  a 
JayCee  and  a physician  in  random  order. 

For  all  screenees,  the  last  blood  pressure 
reading  was  used  to  interpret  the  result  as 
follows.  All  volunteers  were  told  the  numeri- 
cal results  as,  for  example,  116  over  74.  If  the 
blood  pressure  was  less  than  140/90  mm  Hg, 
the  volunteer  was  told  his  pressure  was  con- 
sidered normal  and  that  yearly  checks  by  his 
doctor  were  advised.  If  the  blood  pressure  ex- 
ceeded 140/90  mm  Hg  the  participant  was 
told  that  this  was:  1)  considered  high,  2) 
should  be  checked  at  a convenient  time  by 
his/her  doctor,  3)  would  be  found  normal 
about  one  third  of  the  time  when  next  taken 
due  to  the  expected  variation  of  blood 
pressure,  and  4)  that  the  decision  to  start 
treatment  could  only  be  made  by  a doctor 
since  more  than  the  numbers  had  to  be  con- 
sidered. This  interpretation  was  delivered  by 
either  a JayCee  or  a physician  without  identi- 
fying his/her  profession. 
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SELECTED  CHARACTERISTICS  OF  THE  SAMPLE  AND  TWO  HYPERTENSIVE  SUBGROUPS 
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Table  1.  Selected  characteristics  of  the  sample  and  two  hypertensive  sub-  family  history  of  hypertension.  The  percent  of  patients  not  told  anything  about 

groups.  Each  hypertensive  population  differs  significantly  (P  < .05)  from  the  their  blood  pressure  reading  can  be  estimated  by  subtracting  ‘'normal”  plus 

total  population  by  statistical  analysis  except  for  the  prevalence  of  positive  “too  high"  from  one  hundred. 


Results  and  Discussion: 

Some  characteristics  of  the  total  sample 
and  two  different  definitions  of  hypertension 
are  shown  in  Table  1.  The  population  was 
younger  and  had  more  women  than  would  be 
representative  of  the  state  or  even  of  most 
voluntary  screening  programs  conducted  for 
the  general  public.  The  hypertensive  sub- 
groups were  significantly  (P  < .001)  older 
and  heavier.  Both  subgroups  had  proportion- 
ately more  males  than  the  total  sample. 

More  than  half  of  the  hypertensives,  by 
either  criteria,  had  been  told  their  blood 
pressure  was  normal  on  their  last  examina- 
tion. The  interval  since  this  reading  is  shown 


in  Table  2,  and  is  virtually  identical  to  the 
results  of  the  Harris  poll*.  The  paradox  of 
undetected  hypertension  in  the  face  of  fre- 
quent blood  pressure  readings  is  dramatically 
highlighted  by  this  study  which  measured 
blood  pressure  (where  the  Harris  poll  did  not) 

Table  2.  The  interval  reported  since  the  blood 
pressure  was  last  taken.  The  subgroups  do  not  differ  sig- 
nificantly from  the  total  population. 

TIME  SINCE  LAST  BLOOD  PRESSURE  TAKEN 


0-6  months 

1 year 

2 year 

Never 

Total 

48% 

72% 

81% 

1% 

>140/90 

41% 

67% 

86% 

2% 

>160/100 

53% 

71% 

88% 

- 

Figure  1.  Questionnaire  and  credits  for  the  study. 


PHYSICIAN'S  MUTUAL  PILOT  PROGRAM  ON  BLOOD  PRESSURE 


□ 

Male 

□ 

White 

□ 

Female 

□ 

Black 

□ 

Other 

1.  My  last  blood  pressure  was  taken  by  dDoctor 

CD  Nurse 
CD  Other 


About  how  long  ago? 


Yes 

No 

2. 

Were  you  told  the  numbers? 

□ 

□ 

3. 

Do  you  remember  them? 

□ 

□ 

4. 

Were  you  told  your  pressure  was  too  high? 

CD 

□ 

normal? 

□ 

□ 

too  low? 

□ 

□ 

5. 

Do  you: 

Have  a history  of  high  blood  pressure? 

□ 

□ 

See  a doctor  about  this  condition? 

□ 

□ 

Take  medicine  for  high  blood  pressure? 

□ 

□ 

Take  medicine  for  other  conditions? 

□ 

□ 

Have  relatives  with  high  blood  pressure? 

□ 

□ 

Smoke  cigarettes? 

□ 

□ 

Your  height  Your  weight  

Blood  pressure  #1  Blood  pressure  #2 


Sponsored  by  the  Cardiovascular  Center,  University  of  Nebraska  Medical  Center, 
and  the  Nebraska  Heart  Association.  Endorsed  by  the  Executive  Committee,  Ooaha- 
Douglas  County  Medical  Society. 
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and  asked  when  the  last  blood  pressure  was 
taken  and  its  result  (not  reported  for  blood 
pressure  screening  surveys).  When  the 
volunteer  could  remember  the  actual 
numbers  of  his  last  reading,  and  if  this  meas- 
urement was  performed  within  two  years,  the 
correlation  of  both  readings  was  very  high 
(r 2 =0.84).  Apparently  the  blood  pressures 
were  quite  similar,  though  the  conclusions 
were  different.  A possible  explanation  is  sug- 
gested in  Table  1.  As  the  blood  pressure  goes 
up,  more  of  the  readings  are  obtained  by  the 
physician  (rechecked?),  more  patients  are  told 
what  it  means  (reassurance?),  and  the  fre- 


quency of  “too  high”  and  prescription  of  anti- 
hypertensive medications  increases  in  strik- 
ingly parallel  fashion. 

These  data  suggest  that  the  doctor  tells  the 
patient  he  has  hypertension  if  treatment  will 
be  prescribed.  If  no  treatment  seems 
indicated,  the  patient  will  be  reassured  his 
pressure  is  “normal”.  Note  that  a nonphy- 
sician screener  does  not  have  the  authority  to 
flexibly  interpret  the  pressure  reading.  Of 
course,  legal  linguistics  imply  that  the  doctor 
has  misrepresented  the  blood  pressure  read- 
ing, for  WHO  criteria  say  hypertension  is 
^ 140/90  mm  Hg.4 


Histof ran  of  S<roooio|  Yiold  for  Two  Hyportoosivo  Critorio  io  Apo  litonrols  of  Throo  Yoori 


Figure  2.  Histogram  plot  of  screening  yield  versus  age  of  the  population 
using  two  different  pressure  criteria  for  hypertension.  The  data  are  aver- 
aged for  three  year  intervals  over  the  entire  range  encountered  in  the  vol- 
unteer population  of  294  employees. 
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The  paradox,  based  upon  this  sampling, 
represents  the  outcome  of  each  observer  do- 
ing his  thing.  The  screening  program  must 
find  elevated  blood  pressure.  The  doctor  must 
decide  if  treatment  is  indicated;  apparently 
he  also  decides  not  to  worry  the  patient  about 
a disease  that  doesn’t  require  treatment. 

The  number  of  hypertensives  found  by 
screening  will  be  highly  dependent  upon  the 
characteristics  of  the  sample  and  the  diagnos- 
tic criteria  selected.  This  is  illustrated  by  the 
data  in  Figure  2.  As  the  blood  pressure 
threshold  is  raised,  fewer  and  older 
individuals  are  identified.  However,  the  trade- 
offs are  readily  apparent  to  physicians  who 
would  usually  be  more  concerned  about 
140/90  mm  Hg  at  age  16  than  160/100  mm  Hg 
at  age  63.  If  the  organization  undertaking  to 
identify  ill  persons  also  incurs  an  obligation  to 
make  every  effort  to  bring  these  persons 
under  care,  then  clearly  it  should  utilize 
criteria  consistent  with  the  professional 
opinions  of  the  physicians  to  whom  the 
patient  will  be  referred. 

Screening  might  be  advocated  for  three  dif- 
ferent reasons:  1)  as  part  of  a community  hy- 
pertension control  program;  2)  as  an 
educational  instrument  (for  the  public  and 
health  professionals);  or  3)  for  the  secondary 
gain  of  the  person  who  does  the  screening. 

It  is  unrealistic  in  the  extreme  to  assume 
that  dramatic  increases  in  the  number  of  hy- 
pertensives with  their  disease  medically  con- 
trolled will  occur  when  the  screening  pro- 
gram is  opposed  by  local  physicians.  Yet  fre- 
quently they  are  consulted  late  and  almost 
perfunctorily,  if  at  all.  The  elements  of  a suc- 
cessful program,  as  outlined  in  Table  3, 
require  active,  even  enthusiastic  physician 
participation  at  nearly  every  stage.  It  may  be 
educational  for  the  public  and  physicians  alike 

Table  3 

CHECKLIST  FOR  HYPERTENSION 
CONTROL  PROGRAM 

1.  Check  for  existing  efforts 

2.  Organize  the  community 

3.  Assess  needs  and  resources 

4.  Set  objectives 

5.  Educate  public  and  health  providers 

6.  Screen 

7.  Refer  and  follow-up 

8.  Evaluate  the  results 


to  debate  the  needs  for  a screening  program 
before  it  is  undertaken,  but  for  the  debate  to 
occur  afterwards  spells  disaster. 

Screening  programs  that  are  an  integral 
part  of  a well  planned  community  control 
effort  with  leadership  by  the  local  medical 
society  would  certainly  be  beneficial.  In  this 
context,  screening  is  the  easiest  part,  how- 
ever. As  part  of  an  educational  program,  the 
outcome  depends  upon  who  supports  and  who 
resists  this  intervention  in  routine  medical 
care.  There  can  be  no  support  for  a screening 
program  done  for  secondary  gain. 

In  this  study,  no  significant  differences 
could  be  found  in  the  blood  pressures 
recorded  by  the  JayCees  when  compared 
with  physician  readings,  even  using  such  ro- 
bust statistical  techniques  as  the  paired  “t” 
test.  These  laymen  with  short,  but  excellent 
training  recorded  accurate  measurements  in 
the  experimental  setting. 
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An  Effective  Application  of  U-5897  to  the 
Control  of  Established,  Feral  Rats* 


PART  II 

If  the  initial  relative  densities  of  each  of 
the  control  and  experimental  populations  are 
normalized  (100%  for  saturated,  stable 
populations  and  0%  for  low  density  expand- 
ing populations)  and  the  relative  census  of 
each  of  the  populations  is  plotted  according 
to  monthly  time  intervals,  the  dynamics  of 
rat  numbers  in  each  situation  can  be  visual- 
ized (Figure  2).  The  U-5897  treated  groups 
reveal  a slow  decay  in  numbers  where  as 
the  warfarin  treated  group  shows  a sharper 
decline  (see  arrows  for  treatment  times). 
The  warfarin  response  is  due  to  acute  tox- 
icity only,  while  the  U-5897  response  dis- 
plays both  the  effects  of  acute  toxicity  and 
the  gradual  loss  of  animals  from  endemic 
disease  combined  with  a lack  of  recruitment 


R.  V.  ANDREWS 
and 

R.  W.  BELKNAP 

Departments  of  Physiology  and  Biology 
Creighton  University,  Omaha,  Nebraska  68178 

(Table  1).  Disease  processes  are  exempli- 
fied by  renal  pathology  seen  in  the  control 
populations  (Figure  3)  ; renal  disease,  he- 
patic disease,  cardiomegaly  and  hyper- 
adrenalism  are  prominent  in  established 
stable  populations  and  post-spring  and  early 
winter  induced  changes  in  mortality  rates 
follow  both  social  and  climatic  stresses  (An- 
drews et  al,  1972). 

‘Supported  by  a grant  from  the  Upjohn  Company,  Kala- 
mazoo, Michigan. 
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Figrure  2.  Two  types  of  population  circumstances  which  were  treated  with  either  U-5897  (Experimental  Drug)  or 
Warfarin  (Standard  Drug).  Untreated  saturated  populations  are  represented  by  the  left  panel  control  curve;  untreated 
expanding  populations  are  represented  by  the  right  panel  control  curve. 
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The  reproductive  tissues  of  all  adult  ani- 
mals were  representative  of  the  seasons. 
However,  bilateral  lesions  of  the  epididymus 
were  90%  prevalent  in  the  U-5897  treated 
Blair  group  and  100%  prevalent  in  the 
Louisville  (U-5897  treated)  group  (Figure 
4).  The  Mead  (warfarin  treated)  group  could 
not  be  distinguished  from  controls  with 
reference  to  reproductive  condition.  Esti- 
mations of  androgen  function  in  the  U-5897 


treated  groups  are  equivalent  to  controls  on 
an  organ-body  weight  ratio  basis  (Table  2). 
Adrenal  response  is  indicative  of  a lessing 
of  stress  in  reduced  density  populations 
and  reflects  both  density  and  climatic  chang- 
es in  the  control  groups. 

An  additional  note  should  be  made  re- 
garding the  use  of  U-5897  on  three  separate 
established  pen  populations.  Doses  of  6, 


TABLE  1 

EFFECTS  OF  RODENT  CONTROL 
MEASURES  ON  RAT  POPULATIONS 


Period  & Site 

EstJ 

xBW 

% Adu 1 1 

% Gr . F 

Corticoste 

J une  : 

Pen  1 

14 

288 

100 

60 

6 .0 

Blair2 

6000 

36  3 

86 

60 

4.5 

Blair  3 

3000 

286 

90 

29 

5.5 

Louisville^ 

600 

335 

100 

35 

1.3 

Mead^ 

2 

257 

100 

100 

3.5 

July  : 

Pen 1 

60 

285 

60 

50 

5.5 

Blairf 

7000 

267 

50 

25 

9 . 8 

Blair J 

2000 

290 

80 

32 

4.5 

Louisville^ 

12 

326 

100 

0 

2.4 

Mead3 

60 

257 

80 

33 

2 . 2 

Augu s t : 

Pen 1 

100 

253 

60 

80 

5.0 

Blair2 

6500 

323 

55 

48 

3.8 

Blair3 

50 

255 

90 

13 

2.6 

Louisville^ 

0 

- 

- 

- 

_ 

Me  ad  3 

50 

261 

80 

35 

4.3 

September: 

Pen! 

120 

320 

40 

8 

5.0 

Blair2 

7000 

334 

92 

6 

5 . 1 

Blair3 

0 

- 

- 

_ 

— 

Louisville^ 

0 

- 

_ 

_ 

_ 

Mead^ 

0 

- 

- 

- 

- 

October: 

Pen1 

100 

340 

90 

0 

7.5 

Blair2 

6000 

352 

80 

0 

5 . 1 

Blair3 

0 

- 

- 

- 

— 

Louisville  ^ 

0 

- 

- 

_ 

_ 

Mead3 

0 

- 

_ 

_ 

_ 

Legend : 1 

2 

3 

4 

5 


untreated  expanding  pen 
untreated  saturated  dump 
U-5897  treated  saturated  dump 
U-5897  treated  stable  dump 
Warfarin  treated,  periodic  land-fill 
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Figure  3.  Upper  left:  less  severe  pathology  — lack  of  brush  border;  Upper  right:  commonly  occurring  pathology* — 
osmotic  nephrosis;  Lower  left:  acute  necrotizing  glomerular  disease;  Lower  right:  common  nephritic  condition  seen  in 
deep  winter  and  in  severe  social  stress  demonstrating  fragmented  capillary  tufts. 
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8,  and  12  mg  U-5897  per  gram  of  bait  were 
used.  Two  of  the  pens’  populations  suc- 
cumbed immediately  from  toxic  doses  of 
U-5897  treated  bait  because  prior  condition- 
ing to  dog  food  enabled  unusually  good  bait 
acceptance.  The  high  dose  (12  mg/gm) 
resulted  in  an  immediate  kill  off.  The  lower 
dose  (6  mg/gm)  was  given  twice,  and  on  the 
second  trial  consumption  of  treated  food 


paralleled  untreated  food  acceptance.  Both 
U-5897  treated  and  untreated  dog  rations 
were  preferred  to  standard  rat  pellets.  The 
intermediate  dose  left  only  three  survivors 
from  a population  of  100  rats;  of  these  three, 
two  were  males.  After  seeing  no  recruitment 
from  May  to  early  August,  two  reproductive- 
ly  mature  females  were  introduced,  and  still 
no  recruitment  was  seen.  This  third  popu- 


TABLE  2 

RELATIVE  WEIGHTS  OF  WILD  RAT  ORGANS 


x Body  Wt.  Ad  renal  W t . Testis  Wt.  Sem.  Ves ■ Wt.  Prostate  Wt. 


Period  & Site 

(gins) 

Body  W t . 
x 104 

Body  Wt . 
x 103 

Body  Wt . 
x 103 

Body  Wt . 
x 103 

June  : 

P en 1 

288 

3. 3 ±0 .6 

8.513.5 

3.212.7 

1.0+0 .9 

Blair^ 

363 

2 . 6 ±0 .4 

10 . 811 . 5 

5.211.0 

3.011.2 

Blair3 

286 

2 . 5 ±0  . 3 

10 . 313 . 4 

5.211.6 

2.311.1 

Louisville4 

335 

2 . 9 ±0 . 1 

10 . 810 . 2 

4.510.2 

2.310.2 

Me  ad  ^ 

257 

5 . 6 ±0 . 3 

10 . 310 .9 

3.810 .6 

1. 811.0 

July: 

Pen 

285 

2 . 6 ±0 . 3 

11.610.4 

4.110.9 

1.210.4 

Blair 

267 

3 . 9 ±2  . 7 

9 .413.1 

2.912.7 

1 . 110 . 6 

Blair 

290 

2 . 1 ±1 . 2 

5 . 811. 6 

2.710.8 

1. 110.4 

Louisville 

326 

2 . 4 ±0 . 3 

10.312.1 

5 .011.2 

2 .010 . 7 

Me  ad 

230 

5 . 6 ± 1 . 4 

8.410.8 

3 . 6 1 1 . 6 

1 . 9 10 . 6 

August : 

P en 

253 

2 . 5 ±0 . 1 

11.6+0.4 

5.010 . 5 

2.210.4 

Blair 

323 

2 . 0 ±0 . 6 

9.212.1 

3.612. 3 

1.511.0 

Blair 

255 

1.710.5 

5.411.1 

4 . 4 1 1 . 6 

1. 9+1.0 

Louisville 

- 

- 

- 

- 

- 

Mead 

261 

2.510.2 

10.610.5 

4 . 810  . 8 

2.110.6 

September: 

P en 

356 

1.710.2 

10 .710.5 

6.210.3 

2.0+0 .3 

Blair 

323 

2.010.6 

9.212.1 

3.612.3 

1.511.0 

Blair 

- 

- 

- 

- 

- 

Louisville 

- 

- 

- 

- 

- 

Me  ad 

- 

- 

- 

- 

- 

October: 

P en 

340 

3.410.5 

8.413.6 

3. 211.9 

1.111.0 

Blair 

334 

3.610.8 

8. 312 . 9 

3.112.0 

1. 311. 3 

Blair 

Louisville 


Legend  : 

1 = untreated  expanding  pen 

2 = untreated  saturated  dump 

3 = U-5897  treated  saturated  dump 

4 = U-5897  treated  stable  dump 

5 = Warfarin  treated,  periodic  land-fill 
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lation  died  out  in  mid-winter,  presumably 
from  the  insult  of  harsh  cold. 

Conclusion 

Preliminary  field  trials  indicate  differ- 
ences in  the  response  of  established  rat  popu- 
lations to  toxic  doses  of  U-5897  and  War- 
farin. The  rate  of  population  number  de- 
cay in  U-5897  treated  groups  is  slower  at 
the  doses  used  than  with  Warfarin  treat- 
ment, but  the  survivors  of  U-5897  acute 
toxicity  effects  continue  to  decline  in  num- 
bers. This  reduction  in  numbers  is  not 
accompanied  by  reproductive  rebound.  Sur- 
vivors of  warfarin  treatment  initiate  sub- 
stantial population  recovery  through  repro- 
ductive recruitment.  Hemorrhagic  females 
are  able  to  breed  and  sustain  pregnancy  and 
lactation.  The  rebound  from  warfarin  treat- 
ment requires  monthly  treatment  during  the 
spring  and  summer  to  sustain  the  same  level 
of  control  as  a single  spring  treatment  with 
U-5897.  The  advantage  of  U-5897  appears  to 
be  the  lowered  frequency  of  application  re- 
quired when  the  drug  is  administered  in  toxic 
doses.  This  advantage  is  confered  by  the 
antifertility  effect  of  chlorhydrin  on  the 
male  survivors. 
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PROFESSIONAL  LIABILITY  INSURANCE 
CROSSROADS  CRISIS 

Within  the  past  decade,  the  problem  of  pro- 
fessional liability  for  medical  actions  and  out- 
comes has  exploded  to  its  current  epidemic 
proportions.  In  medicine  we  have  watched 
this  and  become  alarmed.  The  insurance 
industry  has,  of  course,  been  similarly 
alarmed.  Rising  premium  rates  have  con- 
cerned us,  rising  numbers  of  claims  and  sizes 
of  judgments  have  concerned  the  insurance 
companies. 

The  crossroad  has  been  reached.  Because  of 
the  uncertain  economics  involved  in  increas- 
ing claims  and  judgments  and  the  “long  fuse” 
of  lengthy  statute  of  limitations  in  most 
states,  the  insurance  industry  is  being  placed 
in  the  untenable  position  of  offering  contracts 
based  upon  faulty  actuarial  data.  They  are  re- 
fusing to  do  this  and  the  immediate  implica- 
tion to  the  medical  community  leaves  us  in  a 
crisis  position. 

While  we  are  vitally  concerned  with  the 
problems  of  the  legislation  of  today,  PSRO, 
NHI,  Health  Planning,  Manpower  Planning, 
and  the  like,  we  must  readjust  our  priorities 
and  come  to  grips  with  “malpractice” 
insurance  now.  This  is  the  number  one 
priority  item  of  1975.  Physicians  will  be  kept 
from  entering  practice,  or  forced  to  retire 
early  from  practice  because  of  high  premium 
rates.  Others  may  be  financially  and  pro- 
fessionally ruined  by  legal  judgments  if  they 
are  not  protected  by  adequate  insurance. 

The  AMA  in  addressing  itself  to  this 
problem  suggests  many  partial  remedies  to 
the  problem  among  which  are  the  following: 
“Limiting  or  eliminating  pain  and  suffering 
and  punitive  damages  as  an  item  for  mon- 
etary damages;  excluding  duplication  of  pay- 


ments made  to  claimants;  establishing  funds 
to  handle  future  expenses  of  claimants  to 
eliminate  windfall  recoveries;  placing  a ceiling 
on  damages;  rectifying  statutes  of  limita- 
tions; establishing  a sliding  scale  for  con- 
tingency fees;  eliminating  the  ad  damnum 
clause  in  lawsuits;  limiting  guaranty  of 
medical  results  to  assurances  expressly  set 
forth  in  writing;  eliminating  injury  alone  as  a 
basis  of  negligence  (res  ipsa  loquitur);  ruling 
oral  statements  not  admissible  to  qualify  the 
terms  of  written  informed  consent;  per- 
mitting the  provider  of  medical  care  to  file  a 
counterclaim  for  abuse  of  process  before  a 
personal  injury  action  has  been  terminated.” 

Despite  the  genuine  crisis  situation, 
temperance  will  be  needed  to  prevent  an  in- 
temperate and  injurious  “cure.”  National 
decisions  are  currently  being  reached  upon 
which  we  can  base  our  Nebraska  plans  for  the 
future. 

James  H.  Dunlap,  M.D. 
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Between  Cases 


Department  Of  Statistics. 

The  world  population  is  now  increasing  at 
the  rate  of  at  least  2.5  percent  per  year. 

Psychiatry  Section. 

So  in  every  individual  the  two  trends,  one 
towards  personal  happiness  and  the 
other  towards  unity  with  the  rest  of 
humanity,  must  contend  with  each  other. 

Freud 

On  Therapeutics. 

Marshmallow  has  been  used  to  treat 
bronchitis  and  bladder  disorders. 

Quote  Unquote  [1]. 

In  no  single  thing  do  men  approach  the 
gods  more  nearly  than  in  giving  health  to 
mankind. 

Cicero 

What  Does  It  Mean? 

Talus:  ankle;  patella:  a little  dish; 

meniscus:  a crescent. 

Down  Memory 

1.  The  cardiograph  makes  a permanent 
record  and  shows  any  change  which  may  take 
place  in  the  rhythm,  conduction,  contraction 
or  irritability  of  the  myocardium. 

2.  The  Eskimo  diet  is  very  rich  in  protein 
foods  and  fat  and  is  extremely  poor  in  sugar 
and  may  entirely  lack  starch. 

3.  That  appetite  is  not  an  index  of  the 
body’s  need  for  food  is  again  seen  in  the 
prevalence  of  fat  persons. 

4.  Two  per  cent  of  the  persons  examined 
by  insurance  companies  are  rejected  because 
of  serious  heart  defects. 

5.  Several  times  in  the  past  year  attention 
has  been  called  in  a casual  way  to  the  number 
of  malpractice  suits  instituted  and  pending  in 
the  courts  of  this  state. 

6.  Five  ounces  is  said  to  be  the  total 


Words  We  Can  Do  Without. 

Obtunded,  avuncular,  posture,  feel  free  to. 

Saddest  Case  Of  the  Month. 

Physical  examination  is  fairly  unremark- 
able except  for  a full  murmur  and  seemed 
enlarged  being  approximately  15  cm 
normal  all  breadth. 

Foreign  Language  Division. 

Vide  supra  means  see  above;  vide  infra 
means  see  below.  Each  wastes  a letter. 

Quote  Unquote  [2]. 

Once  there  was  a top  and  a bottom,  there 
was  time,  there  was  matter.  Now  nothing 
is  certain.  Method  reigns  supreme. 

Shklovsky. 

On  Hurting. 

Had  cervical  pain  on  entire  right  side  of 
body,  arm  and  leg. 

French  Proverb  Of  The  Month. 

Every  cheese  has  a soul. 

— F.C. 

Lane 

amount  of  radium  available  in  the  entire 
world. 

7.  The  ease  with  which  the  chest  can  be 
visualized  with  the  x-ray  made  this  one  of  the 
early  fields  of  x-ray  diagnosis. 

8.  The  conception  of  infection  is  the  most 
important  addition  to  the  knowledge  of 
kidney  disease  of  the  last  50  years. 

9.  The  profession  is  represented  in  the 
House  of  Delegates  through  the  county 
delegate. 

10.  The  Saline  County  Medical  Society  dis- 
cussed “The  Digestive  Organs:  Complications 
During  Attacks  of  Influenza”  at  a meeting 
January  13th,  at  Crete. 

Nebraska  State  Medical  Journal 
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Picture  Gallery 


Dinner  held  during  the  AMA  Clinical  Convention  recognizing  Doctor  R.  F.  Sievers  for  his  service  as 
an  Alternate  Delegate  from  the  NMA,  December,  1974,  Portland,  Oregon. 
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Membership  is  the  keystone  of  an  organ- 
ization. To  set  this  keystone  firmly  in  place 
and  to  forge  a stronger  auxiliary  — our 
membership  must  be  increased.  Our  strength 
is  in  direct  proportion  to  our  total  member- 
ship. The  charge  is  loud  and  clear:  to  recruit 
and  retain  all  eligible  women  as  auxiliary 
members  — and  to  encourage  those  women 
who  are  not  eligible  to  quickly  become  so. 

Once  we  have  established  this  awareness  of 
our  membership  problem,  we  must  then  take 
action.  To  increase  our  membership,  each 
component  auxiliary  must  achieve  three  basic 
essentials  for  success  — warm  and  gracious 
fellowship,  interesting  and  informative  pro- 
grams and  challenging  and  worthwhile 
projects. 

“It  takes  all  the  running  you  can  do  to  keep  in 
the  same  place.”  Although  we  are  not  with 
Alice  in  Wonderland,  we  do  find  ourselves  in 
much  the  same  situation  — we  win  a few,  we 
lose  a few—  and  the  final  tally  leaves  too 
great  a discrepancy  between  the  physician 
membership  figure  and  the  auxiliary  member- 
ship total. 

In  a recent  speech  to  auxiliary  leaders,  Dr. 
John  Kernodle,  chairman  of  the  AMA  Board 


of  Trustees,  challenged  the  auxiliary  to  be- 
come involved  with  the  AMA  in  a major 
membership  campaign.  He  noted  that  we  can 
give  speeches,  we  can  write  articles  and 
letters  and  pamphlets  — all  of  which  serve 
their  purpose.  But  the  best  selling  job  is  done 
face-to-face,  particularly  with  someone  you 
know.  So  he  proposed  a campaign  to  get 
members  to  talk  up  about  AMA  to  the  wives 
of  non-members.  Just  on  a one-plus-one  basis, 
a new  level  of  membership  can  soon  be 
reached. 

Recruit,  Retain,  Retrieve,  — the  basic  pre- 
cepts that  have  long  been  a part  of  our 
membership  program.  Precepts  which  are 
solid,  but  which  we  apparently  have  not 
emphasized  well  enough.  “It  takes  a lot  of 
running  to  keep  in  the  same  place.”  This  year 
let  us  encourage  the  oxygen  debt  and  give  a 
great  burst  of  speed  to  break  the  tape.  Let’s 
put  our  membership  in  the  winner’s  circle. 

It  is  time  to  be  sending  memberships  to  our 
State  Treasurer,  Mrs.  Gordon  Francis,  1743 
Idlewood  Lane,  Grand  Island,  Neb.  68801. 
Our  number  of  delegates  to  the  National  Con- 
vention is  determined  by  our  total  member- 
ship. Do  mail  them  in  immediately  so  our 
State  Treasurer  can  get  them  in  to  National 
by  the  deadline. 

Mrs.  Kenneth  T.  McGinnis 


Our  Medical  Schools 


Cystic  Fibrosis 

The  Cystic  Fibrosis  Center  at  the 
University  of  Nebraska  Medical  Center  has 
been  awarded  a grant  of  $10,000  from  the 
Cystic  Fibrosis  Foundation,  a national  volun- 
tary health  agency. 

The  announcement  of  the  20th  annual  grant 
to  the  Nebraska  Center  came  from  Dr.  James 
R.  Demman  (DDS),  president  of  the  Nebraska 
chapter  of  the  CF  Foundation. 

The  most  severe  lung-damaging  disorder, 
cystic  fibrosis  is  the  number  one  genetic  killer 
of  children,  according  to  Dr.  Gordon  Gibbs, 
director  of  the  Nebraska  Center. 


“Cystic  Fibrosis  is  characterized  by 
abnormally  thick,  sticky  mucous  secretions  in 
the  lungs  and  pancreas.  The  mucous  secre- 
tions can  lead  to  serious  pulmonary  damage 
and  malabsorption  of  food.  Occurring  when  a 
child  inherits  the  genes  for  the  disease  from 
each  parent,  CF  affects  one  out  of  every  1,600 
births  in  the  United  States.  One  person  in  20, 
or  10  million  Americans,  is  a carrier  of  the 
gene  which  can  cause  the  incurable  CF,”  Dr. 
Gibbs  said. 

“Millions  of  children  in  the  United  States 
suffer  from  cystic  fibrosis  or  other  lung-dam- 
aging  diseases,  which  include  asthma,  chronic 
bronchitis,  bronchiectasis,  ‘childhood  emphy- 
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sema’  and  recurrent  pneumonia,”  Dr.  Gibbs 
continued. 

“Although  a cure  has  not  been  found  yet, 
cystic  fibrosis  can  be  treated  through  diet, 
medication  and  postural  drainage  and  inhala- 
tion therapy,  which  helps  remove  the  heavy 
mucus  from  the  lungs,”  Dr.  Gibbs  said. 

He  pointed  out  that  when  the  Foundation 
was  established  in  1955,  the  outlook  for 
children  suffering  from  cystic  fibrosis  was 
rather  bleak.  Until  recent  years,  most 
children  with  CF  didn’t  reach  school  age,  he 
explained. 

“Now,  because  of  early  diagnosis,  improved 
methods  of  treatment  and  a greater  under- 
standing of  the  disorder  by  the  public  and 
medical  community,  about  50  percent  of  those 
with  cystic  fibrosis  live  past  age  18,”  Dr. 
Gibbs  stated. 

“These  advances  in  treatment,  most 
originating  at  the  CF  Centers  such  as 
Nebraska’s,  also  have  improved  the  therapy 
for  children  with  other  lung-damaging 
disease,”  Dr.  Gibbs  concluded. 

The  Cystic  Fibrosis  Foundation,  head- 
quartered in  Atlanta,  Georgia,  provides  sup- 
port for  a national  network  of  116  CF  Centers 
which  receive  grants  for  care,  teaching  and 
research  aiding  children  suffering  from  Cystic 
Fibrosis  and  other  lung-damaging  diseases. 

Funds  to  support  the  center  at  the  Univer- 
sity of  Nebraska  Medical  Center  and  other 
centers  and  the  Foundation’s  research  pro- 
grams which  are  designed  to  find  a cure  for 
Cystic  Fibrosis,  are  raised  primarily  through 


the  annual  “Breath  of  Life”  campaigns  con- 
ducted by  the  organization’s  many  chapters. 

Gastroenterology  in  children 

“Gastroenterology  in  Children”  will  be  the 
subject  of  the  Childrens  Memorial  Hospital, 
Omaha,  Nebraska,  15th  Annual  Pediatrics 
Post-Graduate  Seminar,  to  be  held  May  15 
and  16.  The  event  is  co-sponsored  by  the 
Creighton  University  and  University  of 
Nebraska  Schools  of  Medicine. 

Nationally  known  speakers  include  Robert 
Tudor,  M.D.,  Chairman  of  the  Board,  Quain 
and  Ramstad  Clinic,  Bismarck,  N.D.;  William 
J.  McSweeney,  M.D.,  Chairman,  Radiology 
Department,  Childrens  Hospital,  Washington, 
D.C.  and  Giulio  J.  Barbero,  M.D.,  Chairman, 
Department  of  Child  Health,  University  of 
Missouri  at  Columbia. 

Courses  at  U of  N 

1.  Dr.  Francis  Bartone,  professor  of 
urology  and  chairman  of  the  department,  and 
Dr.  Sushil  Lacy,  associate  professor  of 
urology,  will  present  a course  in  urology  on 
April  15  in  South  Sioux  City,  April  17  in  Falls 
City,  and  April  22  in  Hastings. 

Application  has  been  made  for  approval  of 
the  course  by  the  American  Academy  of 
Family  Practice. 

2.  On  April  4 and  5,  the  Missouri  Branch  of 
the  Society  for  Microbiology  will  meet  at  the 
Medical  Center.  Dr.  Roberta  White,  associate 
professor  of  medical  microbiology,  is  program 
coordinator. 
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Coming 


Meetings 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  April  27-30,  1975,  Hilton 
Hotel,  Lincoln,  Nebraska. 


AMERICAN  CANCER  SOCIETY  - National 
Cancer  Institute  — National  Conference  on 
Advances  in  Cancer  Management;  Part  II, 
Detection  and  Diagnosis,  May  1-3,  1975, 
The  Denver  Hilton,  Denver,  Colorado. 


AMERICAN  COLLEGE  OF  SPORTS  MEDI- 
CINE — 22nd  Annual  Meeting;  May  22-24, 
1975;  Marriott  Hotel,  New  Orleans,  Louis- 
iana. Write  to:  American  College  of  Sports 
Medicine,  1440  Monroe  Street,  Madison, 
Wisconsin  53706. 


AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  June  15-19,  1975,  At- 
lantic City,  New  Jersey. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  October  17-19,  1975,  Omaha, 
Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  - 
29th  Clinical  Convention,  November  30- 
December  4,  1975,  Honolulu,  Hawaii. 


IMPORTANT  INFORMATION:  This  is  a Sched. 
ule  V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  tor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
ol  an  initial  response  to  Nalline ® (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications : In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  Is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years.  4 ml.  (2  mg.)  t.i.d. ; 5 to  8 years.  4 
ml.  (2  mg  | q i d : 8 to  12  years.  4 ml.  (2  mg.)  5 
times  daily:  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q i d or  two  regular  teaspoonfuls 
(10  ml.,  5 mg)  q id  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and.  when  neces- 
sary assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms : Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0 025  mg  of  atropine  sulfate.  Liquid,  2.5 
mg  of  diphenoxylate  HCI  and  0 025  mg  of  atropine 
sulfate  per  5 ml  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml  (total  capacity.  2 ml.)  accom- 
panies each  2-oz  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680  454  R 


SEARLE 
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When  diarrhea  has  his  number... 


Lomotil  puts  him  back  in  the  game. 


Physicians  and  patients  both 
want  prompt  control  ot  the 
symptoms  of  diarrhea.  A rapid, 
uncontrolled  loss  of  fluids  and 
electrolytes  can  cause  a medical 
crisis,  particularly  in  children,  and 
in  patients  who  are  seriously  ill, 
or  in  people  who  are  badly 
undernourished. 

Lomotil  usually  stops  diarrhea 
promptly.  This  rapid  action  halts 
the  emergency  aspect  of  diarrhea 


and  is  comforting  and  reassuring 
to  the  patient.  Electrolyte  and  fluid 
losses  can  be  corrected  while  the 
specific  cause  of  the  diarrhea  is 
being  determined.  If  an  infective 
agent  is  the  cause,  appropriate 
antibiotic  therapy  should  be  given 
along  with  Lomotil. 

Lomotil  has  few  side  effects, 
and  those  that  do  occur  are 
generally  mild. 


Lomotil* 

TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


Usually  stops  diarrhea  promptly. 
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lalf-ounce 
of  prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’sgood  medicine.  Whetherfor  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

NeosporirT  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  containsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 
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INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  | 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  person: 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 

/ Burroughs  Wellcome  Co. 

' rr\  j Research  Triangle  Park 
Wellcome/  North  Carolina  27709 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( >5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 


KEEP  THE  HYPERTENSIVE 
PATIENT  ON  THERAPY 
KEEP  THERAPY  SIMPLE  WITH 


DwIDE 

Each  capsule  contains  50  mg.  of  Dyrenium*  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Neither  inconvenient  potassium  supplements 
nor  special  K+  rich  diets  needed  as  a rule. 

Just  ‘Dyazide’  once  or  twice  daily  for  maintenance. 
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Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  ( 1 ) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’,  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


SK&F  CO. 

Carolina,  RR.  00630 
Subsidiary  of 
SmithKline  Corporation 


TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POTASSIUM  LEVELS  UP 


On  land,  sea,  and  in  the  air... 


Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 
Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 


ADVERSE  REACTIONS.  Drowsiness, 
dry  mouth  and,  on  rare  occasions, 
blurred  vision  have  been  reported. 


ROeRIG 
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Antivert/25  ChewableTablets 

(meclizine  HC1)  25  mg. 


for  motion  sickness 


When  diarrhea  has  his  number... 


Lomotil  puts  him  back  in  the  game. 


Physicians  and  patients  both 
want  prompt  control  of  the 
symptoms  of  diarrhea.  A rapid, 
uncontrolled  loss  of  fluids  and 
electrolytes  can  cause  a medical 
crisis,  particularly  in  children,  and 
in  patients  who  are  seriously  ill, 
or  in  people  who  are  badly 
undernourished. 

Lomotil  usually  stops  diarrhea 
promptly.  This  rapid  action  halts 
the  emergency  aspect  of  diarrhea 


and  is  comforting  and  reassuring 
to  the  patient.  Electrolyte  and  fluid 
losses  can  be  corrected  while  the 
specific  cause  of  the  diarrhea  is 
being  determined.  If  an  infective 
agent  is  the  cause,  appropriate 
antibiotic  therapy  should  be  given 
along  with  Lomotil. 

Lomotil  has  few  side  effects, 
and  those  that  do  occur  are 
generally  mild. 


Lomotil 

TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


Usually  stops  diarrhea  promptly. 
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ialf-ounce 
of  prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

NeosporirV  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  containsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 

Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 
Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persoi 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PMI 

Jfcjp  Burroughs  Wellcome  Co. 

' r/1  / Research  Triangle  Park 

Wellcome / North  Carolina  27709 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( >5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one.  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood  dys- 
crasias.  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  Wdien  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness- 
dizziness.  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions:  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules:  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 


KEEP  THE  HYPERTENSIVE 
PATIENT  ON  THERAPY 
KEEP  THERAPY  SIMPLE  WITH 


DV&ZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium*  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Neither  inconvenient  potassium  supplements 
nor  special  K+  rich  diets  needed  as  a rule. 

Just  ‘Dyazide’  once  or  twice  daily  for  maintenance. 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  ( 1) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’,  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


SK&F  CO. 

Carolina,  P.R.  00630 
Subsidiary  of 
SmithKhne  Corporation 


TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POIASSIUM  LEVELS  UP 


On  land,  sea,  and  in  the  air... 

Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 

Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 

Antivert/25  ChewableTablets 

(meclizine  HC1)  25  mg. 

for  motion  sickness 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 
ADVERSE  REACTIONS.  Drowsiness,  n/N/Nni/x 
dry  mouth  and,  on  rare  occasions,  Kv/“KIV3  VtffilP 
blurred  vision  have  been  reported. 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


I Remember 


MY  AIR  CONDITIONER 

I was  in  Nebraska,  and  my  father  had  just 
passed  away  in  Connecticut,  where  I was 
born.  I wanted  to  do  something  for  the 
occasion,  and  I suddenly  thought  that  I would 
do  it  here  where  I lived. 

For  it  was  summer,  and  they  were  dying  of 
the  heat  in  our  hospital,  at  least  figuratively. 
So  I offered  to  air  condition  a four-bed  room, 
and  the  hospital  accepted. 

We  installed  the  air  conditioner,  and  I put 
my  father’s  name  on  it,  and  the  patients  in 
that  room  were  nice  and  cool  and  dry,  and  a 
great  deal  happier. 

Until  one  day  when  I went  into  that  room.  I 
went  there  rather  often,  for  I was  a little 
proud  of  what  I had  done;  it  was  so  much 


better  than  sending  money  back  east  to  buy 
something  I would  never  see,  and  something 
that  would  do  no  real  good. 

Where  it  had  been  hot  and  humid,  it  was 
now  cool  and  dry  and  comfortable  to  the  point 
of  being  pleasant.  And  then  one  of  the 
patients  said  “I've  been  waiting  for  you. 
You’re  the  doctor  who  put  this  air  conditioner 
in,  and  it  gave  me  pneumonia,  and  I’m  going 
to  sue  you.” 

He  didn’t  sue  me,  but  I think  he  was  a 
patient  of  mine,  and  he  never  paid  his  bill. 

The  hospital  has  central  air  conditioning 
now,  and  I don’t  know  what  ever  happened  to 
my  machine.  It  was  the  first  one  in  the  build- 
ing, I believe,  and  it  was  the  last  one  I in- 
stalled. 

— F.C. 


The  Letter  Box 


To  the  Editor: 

The  existence  and  consequences  of  emotion- 
al and  psychological  illness  in  physicians,  as 
well  as  of  pathological  conditions  that  may 
impair  the  doctor’s  judgment  and  skill,  are 
issues  of  paramount  concern  to  the  medical 
community. 

Organized  medicine,  by  virtue  of  its  profes- 
sional commitment  to  the  public  welfare, 
must  now  work  toward  developing  a more 
viable  strategy  of  identifying  and  guiding 
those  physicians  who  have  become  disabled 
because  of  mental  disorders,  alcoholism  or 
drug  dependence. 

The  American  Medical  Association,  through 
its  Department  of  Mental  Health,  will  sponsor 
this  spring  a milestone  national  conference 
dealing  with  the  disabled  physician.  We 
sincerely  hope  that  many  of  you  can  attend. 

This  meeting  will  be  held  in  San  Francisco 
at  the  St.  Francis  Hotel  on  April  11-12.  It  will 
focus  on  the  issues  of  motivating  the  disabled 
physician  to  seek  advice  and  treatment,  and 


exploring  alternative  procedures  to  insure  the 
effective  treatment,  rehabilitation  and  disci- 
plinary action,  when  necessary,  of  the 
disabled  physician. 

Another  charge  of  the  conference  will  be  to 
examine  various  options  for  legislative  sup- 
port, including  AMA’s  “Disabled  Physicians 
Act.”  As  many  of  you  may  know,  the  AM  A 
has  developed  model  legislation  in  the  form  of 
a uniform  state  law.  The  approach  taken 
through  this  draft  bill  is  preventive  rather 
than  punitive.  What  is  really  intended  is  to 
find  and  treat  the  physicians  with  these  kinds 
of  disabilities. 

Failing  other  more  informal  procedures,  the 
model  legislation  provides  for  restriction, 
suspension  or  revocation  of  a practitioner’s 
license  for  reasons  arising  out  of  physical  or 
mental  illness. 

Alcoholism  and  drug  addiction  in  physicians, 
for  example,  often  emerge  as  problems  of 
significant  human  tragedy  and  professional 
devastation.  Now  is  a critical  point  in  medical 
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history  for  us  to  assume  and  exercise  our  full 
responsibility  in  providing  competent  care  to 
patients.  Accountability  within  the  profes- 
sion’s ranks  and,  more  importantly,  for  the 
public  welfare  has  long  been  organized 
medicine’s  professional  commitment  as  the 
healers  in  society. 

Therefore,  we  hope  you  can  participate  at 
this  landmark  meeting.  For  more  specific  in- 
formation concerning  the  conference,  we  urge 
you  to  contact  AMA’s  Department  of  Mental 
Health. 

Sincerely  yours, 

Malcolm  C.  Todd,  M.D. 

President,  A.M.A. 

To  the  Editor: 

Would  you  please  announce  to  your 
members  the  following  on  behalf  of  the 
American  Board  of  Family  Practice: 


Medicinews 

Conference  on  disabled  physicians 

Alcoholism,  drug  dependence  and  mental 
disorders  existing  in  the  physician  population 
will  be  the  major  theme  of  a national  con- 
ference on  the  “Disabled  Physician,”  April 
11-12,  sponsored  by  the  American  Medical 
Association. 

Meeting  at  the  St.  Francis  Hotel  in  San 
Francisco,  this  meeting  will  attract  some  300 
medical  authorities  representing  various 
specialties.  Participants  will  examine  the 
motivational  aspects,  as  well  as  appropriate 
mechanisms,  for  encouraging  doctors  with 
these  disabilities  to  seek  advice  and  treat- 
ment. 

Accented  during  this  two-day  meeting  will 
be  accountability  to  the  public  through  the  as- 
surance of  competent  patient  care.  Con- 
ference speakers  and  attendees  will  focus  on 
exploring  alternative  formal  and  informal  pro- 
cedures for  the  effective  treatment,  rehabil- 
itation and  disciplinary  action,  when  neces- 
sary, of  the  disabled  physician. 


The  American  Board  of  Family  Practice 
announces  that  it  will  give  its  next  two-day 
written  certification  examination  on  No- 
vember 1-2,  1975.  It  will  be  held  at  five  cen- 
ters geographically  distributed  throughout 
the  United  States.  Information  regarding 
the  examination  may  be  obtained  by 
writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 

PLEASE  NOTE:  It  is  necessary  for  each 
physician  desiring  to  take  the  examination  to 
file  a completed  application  with  the  Board 
office.  Deadline  for  receipt  of  applications  in 
this  office  is  June  15,  1975. 

Thank  you  very  much  for  your  cooperation. 


The  role  of  the  medical  society,  relation- 
ships with  state  licensing  bodies,  and 
legislative  support  mechanisms  will  be  other 
areas  of  discussion. 

Featured  on  the  program  are  workshops  on 
treatment  modalities,  treatment  facilities  and 
physician  re-entry  into  professional  life. 

Also,  there  will  be  a discussion  session  de- 
voted to  practical  ways  of  implementing 
AMA’s  model  legislation,  the  Disabled 
Physicians  Act,  which  takes  the  form  of  a 
uniform  state  law. 

Preventive  rather  than  punitive  in  nature, 
this  draft  bill  would  establish  the  state 
medical  society  as  an  agent  to  the  state  licens- 
ing body  in  this  particular  problem  area. 

Failing  other  more  informal  procedures,  the 
model  legislation  provides  for  restriction,  sus- 
pension or  revocation  of  a practitioner’s 
license  for  reasons  arising  out  of  physical  or 
mental  illness,  including  drug  dependence  and 
alcoholism. 

Highlighting  the  roster  of  speakers  at  this 
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conference  are:  Malcolm  C.  Todd,  M.D.,  presi- 
dent, American  Medical  Association;  Herbert 
C.  Modlin,  M.D.,  director  of  preventive 
psychiatry,  Menninger  Foundation;  Stanley 
E.  Gitlow,  M.D.,  clinical  professor  of 
medicine,  Mt.  Sinai  School  of  Medicine; 
LeClair  Bissell,  M.D.,  chief  of  Smithers, 
Roosevelt  Hospital,  N.Y.;  Ron  Catarazzo, 
M.D.,  Palm  Beach  Institute;  and  Ernest  T. 
Livingstone,  M.D.,  chairman,  AMA’s  Council 
on  Legislation. 

Further  information  on  the  conference  is 
available  through  AMA’s  Department  of 
Mental  Health,  535  N.  Dearborn  St.,  Chicago, 
Illinois  60610. 


Congress 

The  93rd  Congress  adjourned  on  December 
20,  1974.  Constitutional  issues  culminating 
with  the  resignation  of  President  Nixon  over- 
shadowed other  legislation  including  those 
bills  regarding  medicine  and  health  care. 
Nonetheless,  health  legislation  was  a major 
concern  of  the  93rd  Congress.  A total  of 
26,222  bills  and  resolutions  were  introduced 
in  the  93rd  Congress.  Of  these,  more  than 
2,700  were  of  interest  to  medicine.  Over  40  of 
these  health-related  measures  have  now  been 
signed  into  law. 

Essentially,  the  Congress  considered  mat- 
ters relating  to  a total  relationship  between 
the  federal  government  and  the  health  care 
delivery  system.  Many  of  the  well  established 
Public  Health  Service  authorities  including 
medical  manpower  and  hospital  construction 
assistance  programs  expired  during  the 
course  of  the  93rd  Congress.  Extensive  hear- 
ings were  conducted  in  the  effort  to  preserve 
successful  aspects  of  these  programs  while 
eliminating  duplication  and  waste.  Much  of 
this  debate  was  directed  toward  the  con- 
solidation of  the  Comprehensive  Health 
Planning  system  with  the  Regional  Medical 
programs,  and  this  effort  resulted  in  the  en- 
actment of  P.L.  93-641,  the  National  Health 
Planning  and  Resources  Development  Act. 
The  new  law  also  modifies  and  extends  the 
Hill-Burton  hospital  construction  program  and 
applies  a public  utility-type  of  regulatory 
system  upon  the  health  care  sector. 

The  primary  federal  programs  of  aid  to 


medical  education  were  also  reviewed  ex- 
tensively, but  the  manpower  legislation  failed 
to  pass,  and  the  Nurse  Training  program  was 
vetoed.  A major  obstacle  with  respect  to 
these  bills  was  the  mechanism  employed  for 
structuring  the  distribution  of  medical  man- 
power geographically  and  by  medical 
specialty.  Several  proposals  would  have 
obligated  medical  students  to  serve  in  various 
areas  and,  in  effect,  in  designated  medical 
specialties.  The  controversy  regarding  the 
impact  of  such  legislation  upon  medical 
education  and  health  care  delivery  delayed 
and  ultimately  terminated  action  upon  these 
programs. 

Considerable  Congressional  discussion  of 
issues  relating  to  medical  care  was  conducted 
under  the  assumption  that  national  health  in- 
surance would  be  adopted  in  the  very  near 
future.  Accordingly,  such  measures  as  man- 
power and  health  planning  legislation  were 
frequently  discussed  in  the  total  context  of 
the  expanded  demand  for  health  care  services 
precipitated  by  the  adoption  of  a national 
health  insurance  program. 


The  executive 

The  federal  involvement  in  health  care  is 
emphasized  by  the  growing  influence  of  the 
regulatory  agencies  through  the  use  of  their 
rulemaking  authority.  The  most  heated 
controversies  of  recent  months  in  health 
matters  have  emanated  not  only  from 
Congressional  debate  but  also  from  the 
issuance  of  rules  and  regulations  by  the  De- 
partment of  Health,  Education  and  Welfare. 

The  new  regulations,  which  are  not  related 
directly  to  the  PSRO  law,  will  govern  utiliza- 
tion review  procedures  at  least  until  the 
PSRO  system  becomes  operational,  which 
may  be  as  long  as  two  years  according  to 
HEW  estimates.  In  the  introductory  com- 
ments accompanying  the  regulations,  HEW 
maintains  that  the  regulations  will  assist  the 
development  of  PSRO  and  “enable  PSROs  to 
concentrate  their  efforts  on  relatively  smaller 
areas  of  questionable  professional  activities.” 
Concern  is  mounting  generally  that  the 
structure  and  activities  of  PSRO  are  being 
predetermined  in  advance  of  their  formation 
and  operation. 
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Another  major  regulatory  item  is  the 
Secretary’s  proposal  to  limit  the  reimburse- 
ment of  inpatient  drugs  in  accordance  with  a 
“Maximum  Allowable  Cost”  based  upon  the 
price  at  which  drugs  are  generally  available 
in  a given  area.  The  proposal  would  establish 
a five  member  Pharmaceutical  Reimburse- 
ment Board  which  would  consider  both  cost 
and  quality  of  drug  products  and  then 
establish,  for  multiple-source  drugs,  the 
lowest  cost  at  which  “chemically  equivalent” 
drugs  were  generally  available  in  the  United 
States.  "That  is,”  the  proposal  states, 
“marketed  so  as  to  be  widely  and  consistently 
available  to  providers  in  the  United 
States.”  Members  of  the  Board  would  be 
DHEW  employees,  and  they  would  be  re- 
quired to  consult  with  a nine  member  Pharm- 
aceutical Reimbursement  Advisory  Commit- 
tee for  “advice  and  technical  assistance.”  Re- 
sponsibility for  chemical  equivalance  and  bio- 
availability requirements,  “where  needed,” 
would  be  vested  in  the  FDA.  The  November 
15  publication  expresses  concern  that  public 
payment  for  health  services  and  products  “be 
made  in  a manner  which  ensures  the  most 
economical  expenditures  consistent  with  the 
maintenance  of  a high  standard  of  care.”  It 
further  provides  that  the  MAC  would  apply 
except  when  a prescriber  specifically  certified 
in  writing  that  only  a specific  brand  of  drug 
was  effective  for  or  could  be  tolerated  by  a 
particular  patient. 

Other  regulatory  actions  include  proposed 
rules  governing  the  reimbursement  of  certain 
capital  expenditures  under  Section  1122  of 
the  Social  Security  Act  . . . Regulations  limit- 
ing the  liability  of  beneficiaries  where  Medi- 
care claims  are  disallowed  . . . and  rules 
governing  student  and  parent  access  to  school 
files. 

The  courts 

A decision  is  expected  shortly  in  a federal 
court  suit  challenging  the  Constitutionality  of 
the  PSRO  law,  and  a further  challenge  is  ex- 
pected with  respect  to  the  validity  of  the  re- 
cently enacted  planning  legislation,  P.L.  93- 
641.  This  reflects  a trend  toward  litigation  in 
the  area  of  health  and  welfare  programs.  For 
example  the  purported  veto  of  the  Family 
Practice  of  Medicine  Act  was  overruled,  and 


that  law  has  since  been  enrolled  in  the 
statutes.  Likewise,  numerous  attempts  to 
impound  funds  appropriated  for  social  pro- 
grams have  been  reversed  by  the  courts. 


Temporary  health  insurance 
proposed 

Citing  rising  unemployment  rates,  Senator 
Bentsen  (D.,  Tex.)  has  called  for  the 
temporary  extension  of  Part  A Medicare 
benefits  to  unemployed  workers  currently  en- 
titled to  unemployment  benefits.  Under  his 
proposal,  S.  496,  hospital  benefits  would  also 
be  provided  to  a dependent  spouse  or  de- 
pendent child  of  an  unemployed  worker.  In 
his  comments  upon  introduction  of  the  bill 
Senator  Bentsen  noted  that  some  6.5  million 
men  and  women  are  now  out  of  work  and  that 
government  estimates  indicate  that  more 
than  1.74  million  workers  have  lost  their 
hospitalization  coverage  since  December, 
1973. 

In  calling  for  his  2.1  billion  dollar,  twelve- 
month  program.  Senator  Bentsen  said  that  he 
will  continue  to  press  for  the  enactment  of  a 
comprehensive  health  insurance  program  but 
stated  that  S.  496  would  provide  sufficient 
time  in  which  to  thoroughly  consider  any 
long-term  NHI  plan.  General  revenues  would 
be  appropriated  to  the  Part  A trust  fund  to 
pay  for  the  temporary  hospitalization 
insurance  program,  and  existing  Medicare  de- 
ductibles and  copayments  would  be  applicable 
to  newly  covered  individuals.  The  bill  has 
been  referred  to  the  Committee  on  Finance  of 
which  Senator  Bentsen  is  a member. 


Spending  cuts  asked 

President  Ford  has  requested  Congress  to 
allow  the  Administration  to  cut  or  delay 
current  federal  spending  by  $2.8  billion. 
Among  the  requested  spending  cuts  were 
$123  million  for  the  National  Cancer  Institute 
(from  the  current  $691.6  appropriation),  $104 
million  in  programs  under  the  Alcohol,  Drug 
Abuse  and  Mental  Health  Administration, 
$285  million  for  construction  of  hospital 
facilities  (Hill-Burton). 
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Important  Note:  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter  Carefully  select  pa- 
tients. avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur.  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of:  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gam  or  edema  A one-week  trial 
period  is  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications:  Children  14  years  or  less, 
senile  patients;  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion; thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug: 
polymyalgia  rheumatica  and  temporal  arteritis, 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age.  weight,  dosage,  duration  of  ther- 
apy. existance  of  concomitant  diseases  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  is  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination. Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions:  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient s weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car.  etc 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens- Johnson  syndrome.  Lyell  s syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy:  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion, insomnia;  ulcerative  stomatitis,  salivary 
gland  enlargement. 

(B)98- 146-070- J (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 
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Dr.  Dan  Nye  honored 

Dan  A.  Nye,  M.D.,  native  son  of  Kearney, 
Nebraska,  was  installed  as  the  61st  President 
of  the  Federation  of  State  Medical  Boards  of 
the  U.S.,  Inc.,  at  the  Annual  Federation 
Dinner,  February  1,  1975,  at  the  Palmer 
House  in  Chicago,  Illinois.  This  dinner  was 
held  in  conjunction  with  the  Annual  Congress 
on  Medical  Education  of  the  American 
Medical  Association. 

Dr.  Nye  was  raised  in  Kearney  and 
graduated  from  the  University  of  Nebraska 
Medical  School  in  1940. 

He  is  a member  of  the  Nebraska  Board  of 
Examiners  in  Medicine  & Surgery  and  has 
been  since  1960.  He  was  chairman  of  the 
Nebraska  Comprehensive  Health  Planning 
Advisory  Council  from  1967  to  1973.  He  is  a 
member  of  the  American  Society  of  Internal 
Medicine  and  President  of  the  Nebraska 
Society  of  Internal  Medicine.  He  also  is 
Assistant  Clinical  Professor  at  the  University 
of  Nebraska  College  of  Medicine;  receiving 
the  Distinguished  Service  Medicine  Award 
from  the  University  of  Nebraska  College  in 
1972. 

In  1974  he  was  honored  by  being  made  an 
“honorary”  member  of  the  Alpha  Omega 
Alpha. 

Dry.  Nye  belongs  to  various  other  societies 
such  as  the  Diabetes  Association;  Arthritis 
Association  and  the  Heart  Association. 

He  is  on  the  Executive  Committee  of 


Regional  Medical  Programs  and  has  been  a 
member  of  the  Blue  Shield  Board  of  Directors 
in  Nebraska  since  1968. 


Health  legislation  package 
introduced  in  house 

On  February  6th,  Representative  Rogers, 
Chairman  of  the  House  Subcommittee  on 
Public  Health  and  Environment,  introduced  a 
package  of  five  major  proposals  addressing 
issues  of  primary  concern  to  medicine.  The 
Legislation  addresses  nurse  training,  revenue 
sharing,  health  manpower,  developmental  dis- 
abilities and  the  National  Health  Service 
Corps.  The  proposals,  which  are  identical  to 
measures  introduced  in  the  93rd  Congress  in- 
clude the  following:  (1)  H.R.  2954,  the  Health 
Revenue  Sharing  and  Health  Services  Act, 
a $1.8  billion,  two-year  program  for  the 
support  of  various  health  services  programs; 

(2)  H.R.  2956,  The  Health  Manpower  Act; 

(3)  HR.  2957,  The  Nurse  Training  Act; 

(4)  H.R.  2955,  The  Developmental  Disability 
Amendments;  and  (5)  H.R.  2958,  The 
National  Health  Service  Corps  Extension. 
Hearings  have  been  scheduled  for  the 
revenue  sharing  and  disability  measures 
(H.R.  2954  and  H.R.  2955)  on  February  19th. 
Hearings  on  the  three  manpower  proposals 
are  set  for  February  20-21. 


Social  security  administration 
act  introduced  in  senate 

Senator  Frank  Church  (D.,  Id.)  introduced 
S.  388,  the  Social  Security  Administration 
Act.  The  proposal,  identical  to  Senator 
Church’s  proposal  in  the  93rd  Congress  (S. 
3143),  is  designed  to  establish  the  Social 
Security  Administration  as  an  autonomous 
agency  outside  the  Department  of  HEW.  The 
new  Administration  would  be  under  the 
direction  of  a three  member  governing  board 
appointed  by  the  President  with  the  advice 
and  consent  of  the  Senate.  The  new  indepen- 
dent agency  would  continue  to  have 
administrative  responsibility  for  the  old  age, 
survivors,  and  disability  insurance  program; 
Medicare;  supplemental  security  income  and 
part  of  the  Coal  Mine  Health  and  Safety  Act. 
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In  addition,  it  would  recommend  new 
methods  for  providing  economic  security 
through  social  insurance  and  report  to 
Congress  annually. 

Senator  Church  discussed  the  separate 
financing  aspect  of  the  Social  Security 
program  and  described  the  present  system  as 
"unwieldy  and  unmanageable  by  virtue  of  its 
(HEW's)  size,  budgetary  level,  and  diversity 
of  programs.”  The  proposal,  he  said,  would  re- 
duce HEW  to  more  manageable  proportions 
and  would  underscore  the  difference  between 
social  security  and  other  operations  of  the 
federal  government.  A similar  bill,  S.  440,  has 
been  introduced  by  Senator  Dick  Clark  (D., 
Ia.). 


The  regulations  apply  to  services  furnished 
by  physical,  occupational,  speech,  and  other 
therapists,  as  well  as  health  specialists  who 
work  under  arrangements  with  participating 
providers  of  services,  clinics,  rehabilitation 
agencies,  and  public  health  agencies.  The 
guidelines  set  a State-by-State  fee  and  travel 
allowance  schedule  for  physical  therapy 
services,  the  most  common  therapy  service. 


Revenue  sharing  and  nurse 
training  bill  ordered  reported 

On  January  28  the  Senate  Labor  and  Public 
Welfare  Committee  ordered  reported  S.  66, 
incorporating  both  the  nurse  training  and  the 
health  revenue  sharing  legislation  which  was 
pocket  vetoed  by  President  Ford  after  the  ad- 
journment of  93rd  Congress.  The  bill,  as 
ordered  reported,  is  identical  to  the  version  of 
the  two  bills  which  were  vetoed. 

Senate  floor  debate  on  S.  66  has  not  yet 
been  scheduled,  and  no  comparable  bill  has 
been  introduced  in  the  House.  Separate  pro- 
posals concerning  nurse  training  and  health 
revenue  sharing  may  be  introduced  in  the 
House,  where  the  two  subjects  could  then  be 
considered  independently. 


Guidelines  for  therapists 

HEW  Secretary  Caspar  W.  Weinberger 
has  approved  final  regulations  and  a set  of 
guidelines  to  be  used  by  the  Social  Security 
Administration  to  determine  the  reasonable 
cost  of  therapist  services  covered  by 
Medicare. 


Books 


Books  reviewed 

Current  medical  diagnosis  and  treatment,  by  Marcus 
A.  Krupp  and  Milton  J.  Chatton,  M.D.  and  associate 
authors:  limp  cover.  $13.50;  1044  pages:  published  1975 
by  Lange  Medical  Publications,  Los  Altos,  California. 

This  book  seems  to  have  appeared  in  a new  edition 
every  year  since  1962,  so  if  I am  counting  right,  this  is 
its  14th  edition.  Last  year  it  had  1018  pages  and  31 
chapters  (there  are  33  now),  and  it  cost  $12.00,  but  is  a 
pleasure  to  review  this  book  favorably  and  to  say  that  it 
is  a bargain  at  any  price. 

The  added  chapters  are  called  Diabetes  mellitus, 
hypoglycemia  & lipid  disorders;  and  Introduction  to 
infectious  diseases.  The  print  is  good  as  usual,  there  are 
references,  tables,  bibliographies,  figures,  an  appendix, 
and  a good  index. 

— F.C. 

Assessing  minority  group  children;  edited  by  Beeman 
N.  Phillips;  $9.95  hard  cover;  published  1973  by 
Behavioral  Publications,  New  York. 

This  a group  of  11  articles  in  a special  issue  of  Journal 
of  School  Psychology.  The  pagination  is  from  291  to  413, 
so  there  are  probably  123  pages.  There  are  summaries 
and  references,  but  I found  no  index.  The  book  is  quite 
readable. 

-F.C. 
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et  al  (Jewish  Memorial  Hosp,  New  York 
10040).  Arch  Surg  109:784-786  (Dec) 
1974. 

Twenty-three  patients  with  threatened  loss 
of  a lower  extremity  due  to  advanced  arteri- 
osclerotic occlusive  disease  had  poor  runoff 
(none  of  the  tibial  vessels  extending  to  the 
ankle).  Although  many  would  consider  this 
an  unfavorable  prognosis  for  reconstruction, 
femoropopliteal  bypass  was  performed  using 
autogenous  saphenous  vein  graft  preserva- 
tion of  functional  extremities  in  21  of  22  sur- 
viving patients.  Subsequent  closure  of  the 
graft  in  three  limbs  at  11,  12,  and  18  months 
did  not  reproduce  the  symptoms  or  threaten 
the  viability  of  the  extremities.  This  experi- 
ence supports  the  suitability  of  severely 
ischemic  extremities  for  revascularization 
despite  poor  runoff. 


“Golly,  it  was  dark  in  that  womb." 


Reserpine  and  Breast  Cancer  — H.  Jick  et  al 
(Boston  Collaborative  Drug  Surveillance 
Program,  400  Totten  Pond  Rd,  Waltham, 
MA  02154).  Lancet  2:669-671  (Sept  21) 
1974. 

Routine  scanning  of  data  from  a multipur- 
pose survey  of  hospital  inpatients  showed  an 
association  between  reserpine  use  and  breast 
cancer.  A comparison  of  newly  diagnosed 
cases  of  breast  cancer  and  matched  controls 
indicated  that  the  risk  of  breast  cancer  is 
over  threefold  in  women  exposed  to  reserpine 
compared  with  women  not  exposed.  These 
results  stimulated  the  collection  of  two  other 
sets  of  data,  both  of  which  support  the  or- 
iginal observation.  Causality  of  the  associa- 
tion is  a distinct  possibility. 

Salvage  of  Ischemic  Lower  Extremity  in  Pa- 
tients With  Poor  Runoff  — R.  T.  Purdy 
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Words  on  Walls  and  Things,  Inc.  6 


>hysicians'  Classified 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  Three  nursing  homes  in  town,  good 
territory.  Equipped  office  available  for  den- 
tist. Write  Box  8,  Beaver  City,  Nebraska 
68926. 

WESTERN  NEBRASKA  TOWN  on  180 
and  U.S.  30  needs  two  physicians  (G.P.  or 
family  practice).  Fully  equipped  hospital. 
Help  available  in  procuring  clinic  facilities. 
An  ideal  community  to  raise  families.  Agri- 
culture is  principal  industry.  Contact:  Ronald 
L.  Howerter  (308)  874-2292  or  (308)  874-2610. 

DOCTORS  . . . MINNESOTA/WISCONSIN 
WANTS  YOU!  (All  Specialties)  — A pro- 
fessional and  time-saving  approach  to  practice 
relocation.  Over  50  choice  opportunities  to 
choose  from  at  no  cost  to  you.  For  discrete 
and  confidential  assistance,  call  collect,  M.  A. 
Cornwall,  M.D.,  MMI’s  Medical  Director,  or 
write:  Midwest  Medical,  Inc.,  Lakeland,  Min- 
nesota 55043  (612)436-5161. 


FAMILY  PRACTITIONER  NEEDED  in  too 
busy  two-man  practice  suitable  for  four  locat- 
ed in  a growing  town.  Long  established,  well- 
equipped  clinic  including  complete  lab,  physical 
therapy,  and  x-ray.  New  ultra  modern  50-bed 
general  hospital  being  constructed  to  replace 
present  outmoded  one.  Good  recreational  fa- 
cilities and  excellent  school  system.  One 
month’s  vacation  plus  two  weeks  for  post- 
graduate work  and  other  benefits.  Competi- 
tive salary-  with  partnership  after  one  year. 
Apply  to  R.  H.  Olson,  M.D.,  Slagle  Clinic, 
Alliance,  Nebraska  69301. 

INTERNIST  — Board-certified/board  elig- 
ible. Excellent  opportunity  for  physician  in 
smog-free  central  Nebraska.  214-bed  hospital 
with  fine  facilities  and  staff.  Exceptionally 
good  education  facilities.  Closed-circuit  tele- 
vision with  two  universities.  Affiliation  with 
state  college  and  university.  Active  service 
and  excellent  facilities  include  nuclear  medi- 
cine, respiratory  care  and  stroke  rehabilitation. 
Good  salary  with  excellent  fringe  benefits. 
Equal  Opportunity  employer.  Contact  James 
R.  Donachie,  Director,  VA  Hospital,  Grand 
Island,  NE.  68801.  Phone:  (308)  382-3660, 
Ext.  201. 
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Disruptive  anxiety  usually  meets  its  match  here. 


• Often  effective  when  reassurance  and  counseling  are  insufficient. 

• Three  dosage  strengths  to  meet  most  therapeutic  needs. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions: 

oral  In  the  elderly  and  debilitated  and  in 
children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six. 

injectable:  Keep  patients  under  observa- 
tion, preferably  in  bed,  up  to  three  hours  after 
initial  injection;  forbid  ambulatory  patients  to 
operate  vehicle  following  injection;  do  not 
administer  to  patients  in  shock  or  comatose 
states;  use  reduced  dosage  (usually  25  to  50 
mg)  for  the  elderly  or  debilitated  and  for 
children  age  twelve  or  older. 

oral  and  injectable:  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
compounds  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyper- 
active aggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

With  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.-,  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
(See  Precautions.) 

For  Parenteral  Administration:  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium®  (chlordiazepoxide  HCI) 
Capsule s— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Pre- 
scription Paks  of  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampuls—  Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions. Boxes  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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25  mg  capsules 


Please  see  following  page. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  w ith  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
tw'o.  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 

the  excessive  anxiety  and  asso-  l-yno  ^-mCT  10-mcr 
ciated  depressive  symptoms  ^ IdUlCLb 

and  thus  encourage  a more 
restful  night’s  sleep. 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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ORGANIZATIONS,  NATIONAL 

A-merican  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing,  Michigan  48823 
American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec.,  Suite  1201, 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Office  of  the  Director 
One  E.  Wacker  Dr.,  Suite  2700,  Chicago, 

Illinois  60601 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St..  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

Ernest  M.  Frost,  Ed.D.,  Exec.  Vice  President 
One  West  48th  St.,  New  York,  New  York  10020 
American  Heart  Association 

Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
44  East  23rd  St.,  New  York,  New  York  10010 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 
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"Things  aren’t  so  lonely  around  home  anymore,  Mom, 
now  that  Dad  got  a dog  for  me,  a hamster  for  Jeff,  a 
bird  for  Suzy  and  a chick  for  himself.” 


American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Society  of  Anesthesiologists 

Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Clinical  Pathologists 

David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 

American  Society  of  Internal  Medicine 

Mr.  William  R.  Ramsey,  Exec.  Dir. 

535  The  Central  Tower  Bldg.,  3rd  at  Market  St., 
San  Francisco,  California  94103 

American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 

The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Exec.  Dir. 

1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 

International  College  of  Surgeons 
Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 

National  Multiple  Sclerosis  Society 

Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South,  New  York,  N.Y.  10010 

National  Rehabilitation  Association 

1522  “K”  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 

Radiological  Society  of  North  America 

Robert  E.  Wise,  M.D.,  Pres. 

One  MONY  Plaza,  15th  Floor,  Syracuse, 

New  York  13202 


an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAMA  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg.; 
aluminum  hydroxide  dried  gel,  150  mg. 

Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively.  ° 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 

Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  1 0 grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ev 

LABORATORIES  W 
Division  of  Sandoz-Wander,  Inc. 

Lincoln.  Nebraska  68501 


ORGANIZATIONS,  STATE  

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Room  217,  Lincoln  68508 

American  Diabetes  Association  — Nebraska  Affiliate 

Beverly  F.  Di  Mauro,  Executive  Director 
921  Dorcas,  Room  221,  Omaha  68108 
American  Lung  Association  of  Nebraska 
Delmar  R.  Serafy.  Executive  Director 
406  W.O.W.  Building,  Omaha  68102 

American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 

The  Arthritis  Foundation,  Nebraska  Chapter 

Timothy  P.  Keyser,  Executive  Director 
904  South  75th  St.,  Omaha  68114 

United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 

Charles  F.  Lemr.  Executive  Director 
5002  Davenport,  Omaha  68132 

Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 

Cystic  Fibrosis  Foundation,  Nebraska  Chapter 

Mark  Dorcey,  Executive  Director 

8401  West  Dodge  Road.  Suite  17,  Omaha  68114 

Teri  Zimmerman,  Associate  Director 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman.  Director 
1047  South  Street,  Lincoln  68502 

Multiple  Sclerosis  Society,  Lincoln  Chapter 

Mrs.  Harold  R.  Stoehr.  Executive  Secretary 
Lincoln  Center  Bldg.,  Room  317,  Lincoln  68508 

Muscular  Dystrophy  Association  of  America 

Ken  Kontor,  District  Director 
1906  No.  90th  Street,  Omaha  68114 

National  Foundation,  Inc.  (March  of  Dimes) 

Robin  B.  Fraser,  1620  “M”  St.,  Lincoln  68508 

National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  WOW  Bldg.,  1319  Farnam  St.,  Omaha  68102 

Nebraska  Academy  of  Ophthalmology 

Kazimirs  Stivrins,  M.D.,  President 
3145  “O"  St.,  Box  81009,  Lincoln  68501 

Nebraska  Academy  of  Otolaryngology 

Ray  O.  Gillies,  Jr..  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Association  of  Pathologists 
Donald  A.  Dynek.  M.D..  Sec’y-Treas. 

5440  South  St.,  Suite  1300,  Lincoln  68506 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road.  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

William  A.  DeRoin,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Pediatrics 

K.  J.  Fijan,  M.D.,  State  Chairman 
630  North  Cotner,  Lincoln  68505 
Charles  G.  Erickson,  M.D.,  Sec'y-Treas. 

4701  Normal  Blvd.,  Lincoln  68506 

Nebraska  Chapter  — American  College  of  Radiology 

Robert  E.  Bodmer,  M.D..  Secretary-Treasurer 
622  The  Doctors  Bldg.,  Omaha  68131 

Nebraska  Chapter  — American  College  of  Surgeons 

Herbert  E.  Reese.  M.D.,  Secretary-Treasurer 
5440  South  St.,  Lincoln  68506 

Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D..  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 

Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S..  Secretary 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Dietetic  Association 

Miss  Alice  Lynn,  President 
5056  Grover,  Omaha  68106 

Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier.  Executive  Vice  President 
Overland  Wolf  Centre.  Suite  210, 

6910  Pacific  Street,  Omaha  68106 

Nebraska  Easter  Seal  Society 

Mrs.  Letitia  Simmons,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 

Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road.  Suite  129,  Omaha  68106 
Nebraska  Heart  Association 

Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  Street.  Omaha  68131 


Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  "L”  St.,  Lincoln  68509 

Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl.  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 

NEBRASKA  MASTER  POISON  INFORMATION  CENTER 

Childrens  Memorial  Hospital 

502  South  44th  Avenue,  Om-aha  68105 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Secretary 

1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Secretary 

1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 

Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson.  Executive  Director 
3100  "O”  Street,  Suite  5,  Lincoln  68510 

Nebraska  Orthopaedic  Society 

David  N.  Kettleson.  M.D.,  Secretary 
521  The  Doctors  Bldg.,  Omaha  68131 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Bulding,  Lincoln  68508 

Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 

Nebraska  Public  Health  Association 

Mr.  Dan  Worthing,  President 
Omaha-Douglas  County  Health  Department 
1201  South  42nd  St.,  Omaha  68105 

Nebraska  Region  — American  College  of  Physicians 

John  D.  Hartigan,  M.D.,  Governor  for  Nebraska 
527  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln  68508 

Nebraska  Rehabilitation  Services  Division 

Garry  D.  Cartwright,  Asst.  Commissioner-Director 

Dept,  of  Education 

233  South  10th  Street,  Lincoln  68508 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 

1512  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Society  for  Internal  Medicine 

Dan  A.  Nye,  M.D..  President 

17  West  31st  St.,  P.O.  Box  K,  Kearney  68847 

Nebraska  Society  for  Medical  Technologists 

Walt  Buckner,  III.  President 
5419  Crown  Point  Ave.,  Omaha  68104 

Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention 
of  Blindness,  Inc.,  120  South  42nd  St.,  Lincoln  68510 

Nebraska  Society  of  Anesthesiologists 

John  L.  Gordon,  M.D.,  President 

10730  Pacific  St.,  Suite  234,  Omaha  68114 

Nebraska  Society  of  Radiologic  Technologists 

John  E.  Sonnenfield,  R.T.,  President 
611  South  84th  St.,  Omaha  68114 

Nebraska-South  Dakota,  District  Branch  of  the 
American  Psychiatric  Association 

Merrill  T.  Eaton.  Jr.,  M.D.,  President 
602  South  45th  St..  Omaha  68106 

Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
Lincoln  Building,  1003  “O”  Street,  Lincoln  68508 

Nebraska  State  Obstetric  and  Gynecology  Society 

Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Wilma  R.  Rabb.  President 

1515  South  126th  St.,  Omaha  68144 

Mrs.  Gwen  Hurlburt,  Corresponding  Secretary 

4808  No.  47th  St.,  Omaha  68104 

Nebraska  Urological  Association 

C.  Thomas  Frank,  M.D.,  Secretary-Treasurer 
44th  and  Farnam.  Omaha  68131 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Midwest  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
University  of  Nebraska  Medical  Center 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey  Avenue,  Omaha  68105 
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For  Practice  Management 
Information  Systems... 

Call  The  Specialists 
Call  Systemedics 

* FOR  improved  cash  flow  and 

financial  control 

* FOR  automatic  processing  of 

patient  statements  and 
insurance  information 


* FOR  continuing  service  and 
management  assistance 

SYSTEMEDICS/AMS 
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Meet  the  FIRST  man  to  land  and  step  on  the  moon: 


NEIL  A.  ARMSTRONG 

as  he  discusses 


"The  Space  Program  and  Problems 
as  They  Affect  Us  All" 

at  your  Nebraska  Medical  Association 

Annual  Distinguished  Luncheon 

12  NOON,  WEDNESDAY,  APRIL  30th 
during  the  107th  Annual  Session 
at  the  Hilton  Hotel  in  Lincoln 


Now  a Professor  in  the  Department  of  Aerospace  En- 
gineering and  Applied  Mechanics  at  the  University  of  Cincin- 
nati, Neil  A.  Armstrong  has  more  than  twenty-five  years 
experience  in  space:  Naval  aviator  in  the  Korean  War;  research 
pilot  in  the  fifties;  and  spacecraft  commander. 

Professor  Armstrong  holds  a B.S.  in  Aeronautical  Engineer- 
ing from  Purdue  and  M.S.  in  Aerospace  Engineering  from 
USC.  He  has  been  decorated  by  seventeen  countries  and 
recipient  of  many  special  honors. 


MAKE 

YOUR  RESERVATION 
NOW! 
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the  weight  of  scientific  opinion: 


If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 
was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

“. . . the  problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 

DRUG 

bioequivalence 
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“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
’ United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription . . . 

Pharmaceutical  Manufacturers 
IBJRj  Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.C.  20005 

*Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


protecting  the 

integrity  of. 

your  prescription 


Nebraska  Medical  Association  Officers  and  Committees 


OFFICERS 


BOARD  OF  DIRECTORS 


James  H.  Dunlap,  Norfolk 

Warren.  G.  Bosley,  Grand  Island 

Russell  L.  Gorthey,  Lincoln 

Frank  Cole,  Lincoln 

Kenneth  E.  Neff,  Lincoln 


President 

President-Elect 

Secretary-Treasurer 

Editor 

Executive  Secretary 

Delegates  — 

Alternates 


Carl  L.  Frank,  Chm.  

Charles  F.  Ashby  

Robert  B.  Benthack  

Dwight  W.  Burney,  Jr. 

Russell  L.  Gorthey  

Roger  D.  Mason.  Omaha  ; John  R.  Schenken,  Omaha 
— John  D.  Coe,  Omaha  ; C.  J.  Cornelius,  Jr.,  Sidney 


Scottsbluff 

Geneva 

Wayne 

Omaha 

Lincoln 


ADVISORY  TO  AUXILIARY 


Kenneth  T.  McGinnis,  Chm.  Lincoln 

Warren  G.  Bosley Grand  Island 

James  G.  Carlson Verdigre 

John  D.  Coe Omaha 

J.  Whitney  Kelley  Omaha 

Leland  J.  Olson Omaha 

ALLIED  PROFESSIONS 

Robert  W.  Waters,  Chm. O’Neill 

Warren  Q.  Bradley  Lincoln 

Charles  M.  Bressman Omaha 

Loren  H.  Jacobsen  Broken  Bow 

David  L.  Kutsch Lincoln 

John  H.  Worthman  Cozad 

CANCER 

F.  William  Karrer,  Chm. Omaha 

John  B.  Davis  Omaha 

William  T.  Griffin Lincoln 

Henry  M.  Lemon  Omaha 

Frank  H.  Tanner Lincoln 

Wallace  J.  Vnuk  Kearney 

CONSTITUTION  AND  BY-LAWS 

J.  P.  Schlichtemier,  Chm.  Omaha 

R.  L.  Cassel  Fairbury 

Earl  J.  Dean  Hastings 

John  T.  McGreer,  III  Lincoln 

Harold  M.  Nordlund  York 

Robert  D.  Sidner Kearney 

Interim : 

Harry  W.  McFadden,  Jr. Omaha 

EMERGENCY  MEDICAL  SERVICE 

Harris  B.  Graves,  Chm.  Waterloo 

Stephen  W.  Carveth Lincoln 

V.  Franklin  Colon Friend 

William  H.  Gondring Lincoln 

Floyd  H.  Shiffermiller  Ainsworth 

Richard  B.  Svehla  Omaha 

William  M.  Vosik  Kearney 

GERIATRICS 

Vernon  G.  Ward,  Chm. Omaha 

Dwight  M.  Frost Omaha 

Clyde  A.  Medlar Columbus 

Frederick  F.  Paustian Omaha 

HEALTH  EDUCATION  IN  SCHOOLS 
AND  COLLEGES 

S.  I.  Fuenning,  Chm. Lincoln 

Frank  O.  Hayworth Omaha 

Clyde  L.  Kleager Hastings 

John  F.  Latenser Omaha 

Dean  A.  McGee Omaha 

H.  V.  Smith Kearney 

Interim : 

Kenneth  T.  McGinnis Lincoln 

Mrs.  Kenneth  T.  McGinnis Lincoln 

Mrs.  Jack  M.  Stemper Lincoln 

HEALTH  PLANNING 
Richard  A.  Cottingham,  Chm.  __McCook 

James  G.  Carlson Verdigre 

C.  J.  Cornelius,  Jr. Sidney 

F.  H.  Hathaway Lincoln 

Robert  G.  Osborne Lincoln 

James  E.  Ramsay  Atkinson 

C.  Lee  Retelsdorf  Omaha 

Stanley  M.  Truhlsen Omaha 

HOSPITAL  AND  PROFESSIONAL 
RELATIONS 

Jerald  R.  Schenken,  Chm.  Omaha 

Gordon  D.  Adams  Norfolk 

Muriel  N.  Frank  Omaha 

Arthur  L.  Larsen  Omaha 

Leonard  R.  Lee Lincoln 

Kenneth  D.  Peters Plainview 

A.  Eugene  Van  Wie Grand  Island 

INSURANCE  AND  PREPAYMENT 
MEDICAL  CARE 

A.  L.  Smith,  Jr.,  Chm.  Lincoln 

Harold  D.  Dahlheim Norfolk 

Russell  J.  Mclntire Hastings 

Paul  M.  Scott Auburn 

Stanley  M.  Truhlsen Omaha 

Hiram  R.  Walker Kearney 


MATERNAL  AND  CHILD  HEALTH 


Warren  G.  Bosley,  Co-Chm Gr.  Island 

William  L.  Rumbolz,  Co-Chm. Omaha 

Robert  F.  Getty North  Platte 

Hodsen  A.  Hansen Lincoln 

L.  Palmer  Johnson  Lincoln 

J.  A.  McMillan Hastings 

MEDICAL  EDUCATION 

John  W.  Smith,  Chm. Omaha 

James  E.  Bridges Fremont 

Wendell  L.  Fairbanks  Auburn 

Randolph  M.  Ferlic  Omaha 

James  S.  Long  Alma 

R.  C.  Rosenlof Kearney 

Robert  J.  Stein  Lincoln 

Interim  : 

Joseph  M.  Holthaus Omaha 

Perry  G.  Rigby  Omaha 

Student  Member: 

Matthew  M.  Bosley Omaha 

MEDICAL  SERVICE 

Robert  F.  Shapiro,  Chm. Lincoln 

John  D.  Baldwin  Lincoln 

Thomas  G.  Erickson  Fremont 

Herbert  D.  Feidler Norfolk 

Donald  F.  Prince Minden 

John  C.  Schutz Tecumseh 

Frank  H.  Tanner Lincoln 

Eugene  M.  Zweibach Omaha 

MEDICINE  AND  RELIGION 

John  C.  Goldner,  Chm. Omaha 

Kenneth  C.  Bagby  Blair 

W.  Ray  Hill  Lincoln 

T.  C.  Kiekhaefer Falls  City 

John  J.  Ruffing.  Jr.  Hemingford 

Merle  E.  Sjogren  Omaha 

Interim  : 

Samuel  A.  Swenson,  Jr. Omaha 

MEDICOLEGAL  ADVICE 

J.  P.  Gilligan,  Chm. Nebraska  City 

W.  O.  Brown  Scottsbluff 

Paul  Goetowski  Lincoln 

William  L.  Rumbolz Omaha 

MENTAL  HEALTH  AND 
MENTAL  RETARDATION 

Robert  G.  Osborne,  Chm.  Lincoln 

John  D.  Baldwin Lincoln 

C.  H.  Farrell Omaha 

Harry  C.  Henderson Omaha 

J.  Whitney  Kelley Omaha 

Charles  W.  Landgraf,  Jr. Hastings 

Interim : 

Jack  R.  Anderson  Lincoln 

Robert  B.  Muff ly Omaha 

STATE  PEER  REVIEW 

Milton  Simons,  Chm. Omaha 

K.  Don  Arrasmith  Omaha 

John  D.  Baldwin  Lincoln 

Dwight  W.  Burney,  Jr. Omaha 

John  C.  Denker Valley 

Henry  Kammandel  Omaha 

Harold  W.  Keenan Ogallala 

Kenneth  F.  Kimball Kearney 

Kenneth  T.  McGinnis Lincoln 

J.  P.  Schlichtemier Omaha 

Richard  L.  Tollefson  Wausa 

Hobart  E.  Wallace Lincoln 

Dean  C.  Watland  Omaha 

Raymond  J.  Wyrens Omaha 

PUBLIC  HEALTH 

Richard  F.  Brouillette,  Chm.  York 

M.  D.  Bechtel Omaha 

Stanley  T.  Mountford Omaha 

Henry  D.  Smith  Lincoln 

F.  Thomas  Waring Fremont 

PUBLIC  RELATIONS 

William  T.  Griffin.  Chm.  Lincoln 

James  S.  Carson  McCook 

William  S.  Carter Omaha 

Donald  Matthews  Lincoln 

G.  P.  McArdle Omaha 


RELATIVE  VALUE  STUDY 

Orin  R.  Hayes,  Chm. Lincoln 

John  A.  Haggstrom  Omaha 

Bernard  L.  Kratochvil  Omaha 

Lyle  H.  Nelson  Crete 

Donald  F.  Purvis Lincoln 

Carlyle  E.  Wilson,  Jr.  Omaha 

RURAL  MEDICAL  SERVICE 

James  W.  Peck,  Chm. Kearney 

Michael  J.  Haller Omaha 

F.  A.  Mountford Davenport 

R.  L.  Tollefson Wausa 

John  H.  Worthman  Cozad 

SCIENTIFIC  SESSIONS 

Herbert  E.  Reese.  Chm.  Lincoln 

Richard  A.  Cottingham  McCook 

Randolph  M.  Ferlic  Omaha 

Russell  L.  Gorthey Lincoln 

Joel  T.  Johnson Kearney 

Y.  Scott  Moore  Lincoln 

Robert  M.  Stryker Omaha 

SUB  COMMITTEE  ON  ATHLETIC 
INJURIES 

John  E.  Murphy,  Chm. Aurora 

Stanley  M.  Bach  Omaha 

Robert  B.  Benthack  Wayne 

S.  I.  Fuenning  Lincoln 

Paul  Goetowski  Lincoln 

Richard  W.  Hammer Lincoln 

Jack  K.  Lewis  Omaha 

Otis  W.  Miller Ord 

Charles  W.  Newman Lincoln 

George  Sullivan,  R.P.T.  Lincoln 

Wayne  Wagner,  A.T. Omaha 

John  G.  Yost Hastings 

AD-HOC  DRUG  ABUSE  EDUCATION 

Marvin  E.  Holsclaw,  Chm. Lincoln 

Klemens  E.  Gustafson Beatrice 

Emmet  M.  Kenney  Omaha 

Jack  K.  Lewis  Omaha 

James  I.  Wax  Omaha 

AD-HOC  COMMITTEE  ON  HOUSE 
ACTIONS 

Harold  S.  Morgan,  Chm. Lincoln 

R.  E.  Garlinghouse Lincoln 

Frank  H.  Tanner  Lincoln 

W.  D.  Wright  Omaha 


AD-HOC  COMMITTEE  ON 
MEMBERSHIP 

Harry  W.  McFadden,  Jr.,  Chm Omaha 


Warren  G.  Bosley Grand  Island 

Robert  J.  Luby  Omaha 

Herbert  E.  Reese Lincoln 

Houtz  G.  Steenburg Aurora 

Stanley  M.  Truhlsen  Omaha 

AD-HOC  COMMITTEE  ON  NATIONAL 

HEALTH  INSURANCE 

Jerald  R.  Schenken,  Chm. Omaha 

William  H.  Berrick  Madison 

Louis  J.  Gogela  Lincoln 

Arnold  W.  Lempka Omaha 

Robert  J.  Morgan  Alliance 

Donald  F.  Prince  Minden 

A.  L.  Smith,  Jr.  Lincoln 

Student  Member: 

Patrick  S.  Dunlap  Omaha 

AD-HOC  COMMITTEE  ON  PSRO 

Houtz  G.  Steenburg,  Chm.  Aurora 

John  H.  Bancroft Kearney 

Warren  G.  Bosley Grand  Island 

James  H.  Dunlap  Norfolk 

Allan  C.  Landers Scottsbluff 

Donald  J.  Pavelka Omaha 

Frank  P.  Stone Lincoln 

Carlyle  E.  Wilson,  Jr.  Omaha 
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Two  University  of  Nebraska  Cornhuskers  Reveal 

the  Current  Status  of  the  Big  Red 

Attend  the  NAAA's  Athletic  Medicine  Luncheon 


12  noon,  Tuesday,  April  29th  at  Fanny's 


Bill  Myles,  Lincoln,  is  Linebacker  Coach  for  the 
Cornhusker  Football  Team.  Four  years  as  a Big 
Red  coach,  he  previously  worked  with  the  offen- 
sive line.  Myles  is  a graduate  of  Drake  Univer- 
sity, 1962;  and  received  his  Master  of  Science 
Degree  from  Central  Missouri  State  University  in 
1967. 

Coach  Tom  Osborne  calls  Rik  Bonness,  Lincoln, 
“the  finest  center  we’ve  had  at  Nebraska  during 
the  past  thirteen  years,  an  outstanding  individual 
on  and  off  the  field  and  a great  athlete.”  Rik  will 
be  a senior  Business  Administration  major  next 
year.  He  played  his  high  school  football  at 
Bellevue.  After  the  ’74  season,  he  was  named  to 
the  Associated  Press  and  Playboy  All  American 
Teams,  plus  the  All  Big  Eight  Team. 


Sponsored  by  the  NMA  Sub-Committee  on  Athletic  Injuries 
John  E.  Murphy,  M.D.,  Chairman 
James  H.  Dunlap,  M.D.,  President,  Presiding 


Left:  Bill  Myles 

Linebacker  Coach 
Below:  Rik  Bonness 
All  American  Center 
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Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas  J. 

Gurnett,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Lancaster, 
Otoe,  Cass. 

Third  District:  Councilor:  H.  C.  Stewart, 
Pawnee  City,  Counties:  Gage,  John- 
son, Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Knox, 

Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stanton, 
Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert  M. 

Sorensen,  Fremont.  Counties:  Burt, 
Washington,  Dodge,  Platte,  Colfax, 
Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz  G. 

Steenburg,  Aurora.  Counties:  Saun- 
ders, Butler,  Polk,  Seward,  York, 
Hamilton. 

Seventh  District:  Councilor:  Lyle  H. 
Nelson,  Crete.  Counties:  Saline,  Clay, 
Fillmore,  Nuckolls,  Thayer,  Jefferson. 

Eighth  District:  Councilor:  A.  Dean 

Gilg,  Bassett.  Counties:  Cherry,  Key- 
apaha,  Brown,  Rock,  Holt,  Sheridan, 
Boyd. 

Ninth  District:  Councilor:  Hiram  R. 

Walker.  Kearney.  Counties:  Hall, 

Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Gosper,  Phelps, 
Adams,  Furnas,  Harlan,  Webster, 
Kearney,  Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer,  Ogallala,  Counties:  Lincoln, 
Perkins,  Keith,  McPherson,  Garden, 
Arthur,  Logan,  Deuel. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  Scottsbluff.  Counties:  Scotts 

Bluff,  Banner,  Box  Butte,  Morrill, 
Kimball,  Cheyene,  Sioux,  Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 


Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  SOCIETIES 


COUNTY 

PRESIDENT 

SECRETARY-TREASURER 

Adams 

Earl  J.  Dean,  Hastings 

Clyde  L.  Kleager,  Hastings 

Antelope-Pierce 

R.  E.  Kopp,  Plainview 

D.  F.  Johnson,  Jr.,  Osmond 

Boone 

Charles  L.  Sweet,  Albion 

Box  Butte 

Raymond  H.  Olson,  Alliance 

F.  P.  Sucgang,  Alliance 

Buffalo 

Ron  D.  Scott,  Kearney 

William  M.  Vosik,  Kearney 

Cass 

R.  J.  Dietz,  Plattsmouth 

Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel 

C.  J.  Cornelius,  Jr.,  Sidney 

C.  J.  Cornelius,  Jr.,  Sidney 

Cuming 

Leonard  J.  Chadek,  West  Point 

Eugene  L.  Sucha,  West  Point 

Custer 

M.  L.  Chaloupka,  Broken  Bow 

Loren  H.  Jacobsen,  Broken  Bow 

Dawson 

B.  W.  Pyle,  Gothenburg 

John  H.  Worthman,  Cozad 

Dodge 

Roger  A.  Dilley,  Fremont 

William  B.  Eaton,  Fremont 

Five  County 

Henry  J.  Billerbeck,  Randolph 

Charles  G.  Muffley,  Pender 

Four  County 

Morris  D.  Mathews,  St.  Paul 

Richard  M.  Fruehling,  St.  Paul 

Gage 

Patrick  C.  Gillespie,  Beatrice 

Klemens  E.  Gustafson,  Beatrice 

Hall 

Charles  D.  McGrath,  Gr.  Island 

Gordon  D.  Francis,  Gr.  Island 

Hamilton 

Houtz  G.  Steenburg,  Aurora 

Richard  0.  Forsman,  Aurora 

Holt  & Northwest 

Robert  W.  Waters,  O’Neill 

Don  D.  Bailey,  O’Neill 

Howard 

R.  G.  Hanisch,  St.  Paul 

E.  C.  Hanisch,  Sr.,  St.  Paul 

Jefferson 

Gordon  0.  Johnson.  Fairbury 

R.  A.  Blatny,  Fairbury 

Knox 

Douglas  M.  Laflan,  Creighton 

D.  J.  Nagengast,  Bloomfield 

Lancaster 

Herbert  E.  Reese,  Lincoln 

J Thomas  McGreer,  III,  Lincoln 

Lincoln 

Miles  E.  Foster,  North  Platte 

Lewis  B.  Harden,  North  Platte 

Madison 

R.  E.  Klaas,  Norfolk 

F.  Martin,  Norfolk 

N.W.  Nebraska 

James  F Panzer,  Gordon 

Richard  A.  Savage,  Chadron 

Omaha  Medical 

Clarence  A.  McWhorter,  Omaha 

Donald  J.  Pavelka,  Omaha 

Otoe 

C.  R.  Williams,  Syracuse 

Gary  L.  Rademacher,  Nebr.  City 

Perkins-Chase 

L.  C.  Potts,  Grant 

Paul  F Bottom,  Grant 

Phelps 

Frank  A.  Brewster,  II,  Holdrege 

Rex  J.  Kelly,  Holdrege 

Platte-Loup  Valley 

Herbert  D.  Kuper,  Columbus 

A.  H.  Liebentritt,  Columbus 

Saline 

Robert  E.  Quick,  Crete 

Lyle  H.  Nelson,  Crete 

Saunders 

E.  J.  Hinrichs,  Wahoo 

John  E.  Hansen,  Jr.,  Wahoo 

Scotts  Bluff 

Jerome  A.  Fuhrman,  Gering 

R.  Dan  Clark,  Gering 

Seward 

Van  E.  Vahle,  Seward 

David  C.  Krohn,  Seward 

South  Central  Nebraska 

Vincent  S.  Lynn,  Geneva 

Chas.  F.  Ashby,  Geneva 

S.E.  Nebraska 

Paul  M.  Scott,  Auburn 

Theo.  C.  Kiekhafer,  Falls  City 

S.W.  Nebraska 

James  E.  Monaghan.  Benkelman 

Thomas  A.  Johnson,  Jr.,  McCook 

Washington- Burt 

H.  Neal  Sievers,  Blair 

Hans  Rath,  Omaha 

York- Polk 

James  D.  Bell,  York 

B.  N.  Greenberg,  York 

Plan  Now  to  Attend  . . . 


1975  ANNUAL 
SESSION 


OF  THE 


NEBRASKA  MEDICAL 
ASSOCIATION 


SUNDAY  - APRIL  27th 

BOARD  OF  COUNCILORS 
HOUSE  OF  DELEGATES 
MEDICINE  AND  RELIGION  DINNER 
Rev.  Dr.  Kenneth  R.  Mitchell 

MONDAY  - APRIL  28th 

HOUSE  OF  DELEGATES 
SPORTSMAN'S  DAY 

TUESDAY,  - APRIL  29th 

WEDNESDAY  - APRIL  30th 

OPENING  CEREMONIES 

SYMPOSIUM  ON  "WHATS  NEW  IN 

SYMPOSIUM  ON  FAT  - FACTS, 

MEDICINE" 

FADS  AND  FANCIES 

ANNUAL  DISTINGUISHED  LUNCHEON 

ATHLETIC  - MEDICINE  LUNCHEON 

-PRESIDENTIAL  ADDRESS 

SYMPOSIUM  ON  LYMPHOMA 

-INSTALLATION 

FUN  NIGHT 

-PRESENTATION  OF 

East  Hills  Supper  Club 

FIFTY-YEAR  CERTIFICATES 

Presidential  Reception 

-SPEAKER  - NEIL  ARMSTRONG 

The  Melodrama 

APRIL  27th  thru  APRIL  30th 
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The  post-T  & A patient: 

another  type  for  Tylenol  acetaminophen  products 


f. 


( McNEIL  ) McNeil  Laboratories’  inc.,  Fort  Washington,  Pa.  19034 


©McN  1975 


When  the  post-T  & A patient 
requires  an  analgesic,  a new  problem 
arises.  Hemorrhagic  tendencies 
following  the  use  of  aspirin  after 
tonsillectomies  have  been  reported.12 
In  a patient  who  “...has  recently 
undergone  a surgical  procedure  or  has 
another  underlying  hemostatic  defect, 
aspirin  ingestion  may  cause  significant 
bleeding. . . .Aspirin  is  absolutely 
contraindicated  in  such  situations. 
Acetaminophen... could  replace  aspirin 
in  these  instances.’3 

The  post-T  & A patient  is  only 
one  of  several  ‘types  for  TYLENOL' 
antipyretic-analgesic  products— that  is, 
patients  who  should  avoid  aspirin. 
Considering  all  of  them,  wouldn’t  it 
provide  added  safety  (as  well  as 
added  convenience)  to  recommend 
TYLENOL  products  routinely  for 
simple  analgesia? 

References:  1.  Reuter.  S.H..  and  Montgomery, 
W.W  Arch.  Otolaryng.  80214-217  (Aug.)  1964. 

2.  Osol.  A.,  et  al..  ed.:  The  United  States 
Dispensatory  and  Physicians'  Pharmacology, 
ed.  26.  Philadelphia.  J.B.  LippincottCo.,  1967. 
p.  171.  3.  Schwartz.  A.D.,  and  Pearson.  H A 
J.  Pediat.  78: 558-560  (March)  1971. 

Precautions  and  Adverse  Reactions:  If  a rare 
sensitivity  reaction  occurs,  the  drug  should 
be  stopped.  Acetaminophen  has  rarely  been 
found  to  produce  any  side  effects. 

Elixir,  120  mg./5cc.  (alcohol  7%). 
Drops,  60  mg./0.6cc.  (alcohol  7%). 

Chewable  Tablets,  120  mg. 


Safer  than  aspirin, 
yet  just  as  effective  for 
relief  of  pain  and  fever 

Tylenoi 

acetaminophen  products 


— Symposium  on  Lymphoma  1 
“A  Common  Nebraska  Disease ” 

2:30  to  4:15  p.m.,  Tuesday,  April  29th 
at  the  107th  Annual  Session  of  the  NMA 

F.  William  Karrer,  M.D.,  Omaha,  moderates 


Panelists  include: 

Radiotherapist: 

Katharine  E.  Chapman,  M.D. 
Denver,  Colorado 

Hematologist: 

John  R.  Feagler,  M.D. 
Omaha,  Nebraska 


Pathologist: 

Jerald  R.  Schenken,  M.D. 
Omaha,  Nebraska 


Co-Sponsored  by  the  American  Cancer  Society  — Nebraska  Division,  Inc. 


Medicinews  . . . 

Health  insurance  for  the 
unemployed. 

Spokesmen  for  the  American  Medical 
Association  testified  before  three  Congres- 
sional committees  the  first  week  of  March 
calling  for  temporary  health  insurance 
coverage  for  the  unemployed.  Appearing  on 
behalf  of  the  Association  were  Malcom  C. 
Todd,  M.D.,  President  of  the  American 
Medical  Association;  Russell  B.  Roth,  M.D., 
immediate  past  President;  and,  Ernest  T. 
Livingstone,  Chairman  of  the  Council  on 
Legislation.  The  flurry  of  hearings  evidences 
growing  concern  regarding  the  social  impact 
of  the  present  economic  recession. 

In  testimony  before  the  Senate  Committee 
on  Labor  and  Public  Welfare,  American 
Medical  Association  President,  Malcolm  C. 
Todd,  M.D.,  stated  that  the  AMA  was 
pleased  to  join  with  members  of  the  Commit- 
tee in  seeking  a solution  to  this  pressing 
problem.  “The  current  recession  has  imposed 
a tragic  toll  upon  society.  The  8.2%  unem- 


ployment rate,  the  double  digit  inflation  of 
the  last  year,  and  the  specter  of  further 
economic  decline  have  challenged  the 
continued  enjoyment  of  a way  of  life  which 
we  as  a society  so  shortly  ago  assumed  to  be 
invulnerable.”  Dr.  Todd  observed  that  most 
families  are  currently  insured  under  em- 
ployee-employer coverage.  He  proceeded  to 
remark  that  due  to  its  experience,  the 
private  sector  was  uniquely  qualified  to  ad- 
minister the  program.  “Most  families,"  he 
said,  “are  covered  by  employer-employee 
health  insurance  coverage.  Accordingly,  the 
large  volume  of  practical  experience  with 
respect  to  health  insurance  contracts  lies 
within  the  context  of  the  standard  employer 
group  health  system." 


Top  health  officer  named. 

Theodore  Cooper,  M.D.,  has  been  selected 
to  become  Assistant  Secretary  for  Health, 
Department  of  Health  Education  and 
Welfare.  Doctor  Cooper  has  been  serving  in 
an  acting  capacity  since  January  15. 
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Health  insurance  for  the 
unemployed. 

Representatives  Burleson  (D.,  Tex.)  and 
Martin  (R.,  N.C.)  have  introduced  the  AMA 
developed  “Emergency  Health  Insurance  Ex- 
tension Act  of  1975.”  The  bill  would  pro- 
vide continued  health  insurance  coverage 
through  June  30,  1976,  to  protect  workers 
who  have  lost  their  jobs  during  the  current 
recession.  Athe  AMA  proposal  would  amend 
the  Social  Security  Act  to  provide  for  con- 
tinuation of  coverage  under  employer  pro- 
grams of  health  insurance  for  their 
employees  and  provide  federal  financing 
from  general  revenues  to  meet  the  cost  of 
such  continued  coverage.  Every  individual 
receiving  benefits  under  any  federal  or  state 
unemployment  compensation  law  and  who,  at 
the  time  of  termination  of  his  employment, 
was  covered  under  an  employer  health  in- 
surance plan  for  employees,  would  be 
entitled  to  a continuation  of  such  insurance 
with  premiums  paid  by  the  federal  govern- 
ment. Members  of  the  beneficiary’s  family 
would  be  included  in  such  coverage  if  they 
had  been  previously  covered.  Insurance 
coverage  would  become  effective  when 
employer-employee  insurance  expires.  Ap- 
plications for  benefits  under  the  program 
would  be  made  within  30  days  following 
termination  of  employment. 

Three  committees  in  the  House  and  Senate 
have  scheduled  hearings  to  consider  health 
insurance  for  the  unemployed,  and  the 
American  Medical  Association  is  scheduled  to 
appear.  In  the  Senate  two  basic  bills  have 
been  introduced,  one  by  Senate  Health  Sub- 
committee chairman,  Kennedy  (D.,  Mass.)  S 
625  and  one  by  Senate  Finance  Committee 
member,  Bentsen  (D.,  Tex.)  S 496.  The 
Kennedy  measure  was  the  subject  of 
hearings  March  5-6,  before  the  Health  Sub- 
committee, while  S 496  were  to  be 
considered  March  7 by  Senate  Finance 
Committee.  In  the  House,  Chairman  Rosten- 
kowski  (D.,  111.)  of  the  National  Health  In- 
surance Subcommittee  was  to  conduct  hear- 
ings March  3 through  March  7.  The  Subcom- 
mittee was  to  also  review  Mr.  Rostenkow- 
ski’s  bill  to  authorize  studies  of  the  profes- 
sional liability  problem. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


HOW  MUCH  CAN  YOU  HURT? 

So  many  things  can  be  measured  in  both 
the  biological  and  the  physical  worlds,  like 
calories  and  miles,  and  height  and  blood 
pressure,  like  fever  and  the  speed  of  light, 
and  half-lives  of  radioactive  substances  and 
velocity  of  neural  impulses.  But  what  of 
hunger  and  desire,  what  of  nausea  and 
appetite,  what  of  malaise,  and  what  shall  we 
do  with  pain  and  with  pain  relief? 

One  pain  can  be  more  intense  than 
another;  a toothache  may  be  worse  than  a 
headache,  acute  appendicitis  and  myocardial 
infarction  hurt  more  than  a stubbed  toe.  But 
measuring  these  things  can  be  difficult;  some 
people  are  more  susceptible  to  pain  than 
others.  Pain  relief  may  prove  to  be  largely 
psychological;  a placebo  can  often  relieve 
pain.  The  worst  pains  may  be  those  of  burns, 
iritis,  and  pancreatitis. 

Pain  units  are  called  dols;  unfortunately 
research  is  confined  to  inflicting  pain  from 
the  outside  (as  by  the  heat  of  a light  bulb), 
which  tells  us  nothing  about  nonexperimental 
pain,  as  in  perforating  ulcer  or  ureteral  cal- 
culus. 

Pain  kills  like  hemorrhage,  anesthesiol- 
ogists are  fond  of  saying,  and  how  much  pain 
can  one  endure;  or  how  much  pain  is  there? 
Is  the  pain  of  a burned  arm  half  of  what  is 
felt  when  both  arms  are  burned?  If  a patient 
with  pancreatitis  develops  iritis,  are  his 
pains  added? 

I think  pain  is  added  in  diminishing  incre- 
ments along  a curve  that  approaches  a 
maximum  number  of  dols,  if  you  believe 
there  are  such  things;  that  a highest  level 
exists,  perhaps  individualized  for  different 
patients;  and  that  it  would  be  a good  thing 
to  express  the  patient’s  pain  in  units,  in  an 
acute  situtation  or  day  by  day,  like  pulse  and 
weight  and  breathing. 

— F.C. 

SAY  AH 

In  all  my  years  of  seeing  patients  and  of 
being  one,  I do  not  recall  having  a physician 
ask  me  to  stick  out  my  tongue,  nor  did  I 


have  a patient  do  it.  Until  recently,  when  a 
friendly  MD  thought  I was  dehydrated  and 
looked  at  my  tongue,  which  looked  all  right, 
but  didn’t  change  his  mind. 

It  goes  with  mustard  plasters  and  turpen- 
tine stupes  and  scultetus  bandages  and  flax- 
seed poultices;  and  maybe  with  six-line  pre- 
scriptions and  purgatives  and  gargles. 

And  of  course,  if  you  want  to  go  back  a 
little  more,  with  medicines  made  from  roses; 
a famous  doctor  said  that  if  they  stopped 
growing  roses,  we  would  be  out  of 
medicines;  and  that  wonderful  remedy, 
blood-letting. 

The  tongue  was  supposed  to  tell  you  just 
about  everything  about  what  was  wrong 
with  the  patient,  but  we  seem  to  have 
stopped  looking  at  it.  Sticking  out  your 
tongue  may  have  been  worthless,  or  we  have 
forgotten  what  it  was  for.  Maybe  we  just  do 
it  to  children.  Anyway,  it  gives  you  some- 
thing to  do. 

-F.C. 

WHO  DECIDES? 

Any  doctor  will  tell  you  that  appendectomy 
is  the  method  of  choice  in  treating  acute  ap- 
pendicitis. All  will  advise  that  abscesses 
should  be  opened,  and  bleeding  must  be 
stopped.  But  one  physician  will  give  you  an 
antibiotic  for  a sore  throat  and  another  will 
not.  One  surgeon  will  perform  radical 
mastectomy  for  breast  cancer,  and  another 
will  not.  One  doctor  will  do  abdominoperineal 
resection  and  another  will  not. 

Why  should  there  be  these  differences?  If 
we  have  treated  thousands  of  people  for 
cancer  of  the  rectum,  should  we  not  know 
what  the  treatment  of  choice  is,  and  should 
we  not  all  agree?  If  a hundred  thousand 
women  have  been  treated  for  cancer  of  the 
breast,  should  we  not  know  whether  to  do 
radical  surgery  or  not?  I think  we  should  act 
in  unison  in  prescribing  for  pharyngitis. 

We  may  only  possibly  be  pardoned  for  what 
is  thought  to  be  a healthy  difference  of 
opinion,  and  we  may  rant  against  regimenta- 
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tion,  but  these  are  only  meaningless  words 
that  cover  an  inability  to  solve  problems  that 
should  have  been  solved  long  ago. 

For  it  is  time  we  reached  conclusions,  and 
it  is  time  we  knew  which  treatment  is  best 
for  breast  cancer,  and  prescribed  it.  I mean 
the  same  kind  and  stage  of  breast  cancer,  for 
there  is  a limit  to  individualization.  If  there 
were  not,  then  a million  patients  with  ap- 
pendicitis would  present  a million  kinds  of  ill- 
ness with  a million  solutions,  and  this  is  non- 
sense; acute  appendicitis  calls  for  appendec- 
tomy. 

Is  coffee  bad  for  your  heart?  We  don’t 
know.  Do  we  need  vitamins,  or  are  they 
better  avoided?  Shall  we  apply  heat,  or  is 
cold  better?  Can  we  not  make  up  our  minds? 

To  say,  let  the  patient  decide,  is  begging 
the  question.  To  say,  we  know  what  is  best 
for  the  patient,  is  arrogant,  unless  there  is 
unanimity  of  opinion,  and  it  is  time  that  we 
agreed.  Otherwise,  it  depends  on  where  the 
patient  lives,  or  on  which  doctor  he  consults. 

— F.C. 


I’VE  BEEN  READING  AN  OLD  BOOK 

When  a new  book  comes  out,  the  biblio- 
phile reads  two  old  ones.  I had  the  pleasure 
of  poring  over  an  eighty-year-old  medical 
book  recently.  It  is  exceptionally  well 
written  and  as  well  documented.  But  it’s  old, 
and  it  is  just  too  easy  to  find  yourself 
amused  by  many,  or  even  by  most  of  the 
things  it  says.  I can  only  wonder  what 
readers  will  think  of  the  things  we  write 
now,  when  they  see  them  eighty  years  from 
now. 

It  is  simply  not  medicine  as  we  know  it, 
and  not  even  like  the  medicine  we  learned  in 
school.  It  goes  without  saying  that  bacteri- 
ology, transfusions,  and  just  about  every- 
thing you  might  associate  with  modern 
medicine  is  missing  from  this  book.  And  yet 
it  is  a good  book,  and  it  must  have  been  a 
respected  text  in  its  day.  Its  tables  and 
statistics  are  a product  of  industry  and 
accuracy. 


But  what  I noticed  was  the  great  change 
in  medical  language,  or  in  our  own  jargon, 
and  I wonder  how  many  of  these  words, 
which  I copied  from  the  book,  we  now 
recognize: 

Merycism,  funis,  strangury,  canities,  ama- 
zia,  infibulation,  latescent,  ischuria,  mel- 
asma, parieties,  ephelis. 

I looked  them  up;  did  you? 

-F.C. 


ON  NOT  HAVING  BABIES 

Abortion  used  to  be  a dirty  word;  now  it  is 
not.  But  then  there  are  no  dirty  words  any 
more.  Everybody  knew  them,  you  had  to  go 
out  of  your  way  to  imply  that  they  were 
dirty,  and  you  hear  them  in  the  movies  now 
and  nobody  cares. 

But  now  it  is  said  that  is  is  all  right  to 
suggest  that  sex  is  fun,  even  for  the  opposite 
sex,  that  while  nature  has  tricked  us  into  be- 
getting, Malthus  was  right;  and  that  we  have 
begotten  too  many. 

I have  read  much  about  the  agony  of 
having  unwanted  children  and  the  dis- 
advantages of  large  families  and  the 
dwindling  supply  of  land  and  food,  and  about 
the  moral  issue  of  doing  away  with  products 
of  conception.  We  decide,  and  we  agonize 
over  the  deciding.  But  who  is  to  decide? 

The  courts,  that  is  to  say,  the  state?  Are 
the  lawyers  going  to  tell  a woman  that  she 
may  terminate  an  unwanted  pregnancy? 

The  doctor?  Yes,  because  the  gynecologist 
can  do  it;  no,  because  the  orthopedist  cannot. 

The  lady?  Shall  every  woman  have  the 
right  to  have  her  pregnancy  terminated 
whenever  she  wants  to?  And  suppose  she 
cannot  find  a doctor  who  agrees?  Must  he  do 
it  if  he  is  opposed  to  abortion? 

The  guardian  of  the  unborn?  The  father?  A 
committee? 


-F.C. 
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ORIGINAL  ARTICLES 


Blood  Lead  of  Omaha  School  Children— 
Topographic  Correlation  with  Industry, 
Traffic  and  Housing 


Nebraska,  land  of  low  traffic 
density  and  high  wind,  seems 
an  unlikely  spot  to  study  the 
effects  of  airborne  lead.  Topographic  analy- 
sis of  blood  leads  in  central  Omaha,  how- 
ever, has  provided  an  analysis  of  the  role 
of  three  environmental  factors  in  the  in- 
creased blood  lead  of  urban  school  children: 
industry,  traffic,  and  housing. 

Epidemiologic  studies  have  shown  the 
urban  difference  in  blood  lead  to  become  less 
marked  with  age.  Studies  of  the  preschool 
child  have  focused  on  the  hazard  of  sub- 
standard housing.  Recently  more  attention 
has  been  given  to  the  multiple  endogenous 
and  exogenous  factors  afecting  intake  and 
absorption.  There  is,  for  example,  evidence 
for  enhanced  absorption  of  dietary  lead  in 


CAROL  R.  ANGLE,  M.D.,* 

MATILDA  S.  McINTIRE,  M.D.f 
and 

GARY  VEST,  B.S.f 

young  infants,1  in  iron  deficiency  and  in  cal- 
cium deficiency.2  G-6-PD  deficiency  and 
other  anemias,3  as  well  as  sociocultural  fac- 
tors, may  relate  to  the  documented  predilec- 
tion of  the  urban  black  children  to  lead  poi- 
soning.4 Food  supplies  and  other  sources 
ranging  from  painted  pencils5  to  toothpaste6 

*From  the  Department  of  Pediatrics,  University  of  Nebraska 
College  of  Medicine,  Omaha. 

tFrom  the  Department  of  Pediatrics,  Creighton  University 
School  of  Medicine,  Omaha. 

tFrom  Northern  Natural  Gas  Company,  Omaha. 


Figure  1.  Census  tract  map  of  the  area  of  the  study  (10,000  feet  x 20,000  feet;  population  52,000) 
showing  the  percent  incidence  of  substandard  housing,  the  location  of  3 lead  industries  and  3 air 
sampling  sites  C (commercial),  M (mixed)  and  I (industrial). 
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have  been  incriminated  as  significant  sources. 
Increases  in  atmospheric  lead  may  contribute 
to  both  inhaled  and  ingested  lead,  with  re- 
cent evidence7’ 8 that  urban  street  dust  and 
house  dust  may  contain  lead  far  in  excess 
of  the  0.1%  recommended  as  the  safe  limit 
for  lead  paint. 

Methods 

The  area  of  the  study  as  outlined  on  a 
census  tract  map  (Figure  1),  is  located  in 
northeast  Omaha.  It  measures  10,000  feet 
east  to  west  and  20,000  feet  north  to  south 
and  had  a 1970  census  population  of  52,000. 


The  percentage  of  substandard  housing  (de- 
teriorated or  delapidated  by  external  stand- 
ards), defined  in  Figure  1,  is  as  reported 
by  the  Omaha  Metropolitan  Area  Planning 
Agency  Survey  of  1970. 

A battery  plant  is  located  in  the  approxi- 
mate center  of  the  area  and  a large  lead  re- 
finery and  battery  reclamation  plant  are  at 
the  outlined  sites  southeast  of  the  study 
area. 

There  are  six  primary  trafficways  in  the 
area,  each  carrying  more  than  3,500  vehicles 


is  the  site  of  a battery  plant. 
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per  lane  per  day,  as  recorded  by  the  Omaha 
City  Division  of  Traffic. 

Continuous  24-hour  air  monitoring,  April 
through  November,  1970,  showed  average 
air  lead,  /*g/M3  to  be  1.69  at  site  C (com- 
mercial), and  1.48  at  site  M (mixed),  with 
2.81  at  site  I (industrial),  to  the  southeast 
of  the  study  area.  The  suburban  average 
for  the  same  period  was  0.78  Pb/M3.(3> 

In  May,  1970,  blood  lead  (Pb-B)  was  de- 
termined by  AA  spectrometry  employing  the 
Farrelly  and  Pybus  extraction9  on  heparin- 
ized venous  samples  obtained  from  107  black 
school  children,  ages  6-12,  all  living  in  this 
area,  and  all  attending  elementary  schools 
within  0.2  mile  of  their  home.3  Validity  of 
the  blood  lead  assays  in  these  children  is  sup- 
ported by  the  correlation  with  red  cell 
ALA-D.10  The  incidence  of  G-6-PD  defi- 
ciency was  randomly  distributed  among  the 
group.3  Mean  values  for  hemoglobin  and 
mean  corpuscular  volume  were  slightly,  but 
not  significantly,  lower  in  the  census  tracts 
of  poorest  housing.  No  significant  variation 
in  age  distribution  was  noted. 

Contour  map  and  topographic  plot  were 


made  by  a three  dimensional  computer  pro- 
gram,11 employing  the  child’s  exact  home  ad- 
dress as  the  x and  y coordinates,  the  z co- 
ordinate being  Pb-B  in  /xg%.  Statistical 
analysis  employed  the  F ratio  for  simple 
effects  and  one  way  analysis  of  variance 
and  the  unweighted  means  analysis  for  cells 
of  unequal  size12  in  the  two  way  analysis  of 
variance. 

Results 

The  contour  map  of  the  Pb-B  plotted 
against  the  home  address  of  each  child  is 
shown  in  Figure  2.  There  is  a central  peak 
of  Pb-B  in  the  immediate  vicinity  of  the 
battery  plant.  Topographic  plot  (Figure  3) 
of  the  same  values  and  same  area  shows 
this  same  coincidence  of  the  peak  values  and 
the  location  of  the  battery  plant.  The  ridge 
of  increased  Pb-B  extending  south  of  the 
peak  parallels  the  main  north-south  street 
while  the  east-west  ridge  follows  the  major 
cross  street,  located  4 blocks  north  of  the 
plant.  Correlation  of  blood  lead  with  the 
4 high  traffic  streets  in  the  south  of  the 
area  is  not  apparent. 

As  outlined  in  Table  1,  the  46  children 


1 UNIT  = 250‘ 

Figure  3.  Topographic  plot  of  blood  lead  in  the  same  area  as  the  contour  map  of  Figure  2. 
The  battery  plant  is  identified  centrally.  The  dark  lines  define  the  streets  carrying  more  than 
3,500  vehicles  per  lane  per  day. 
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living  within  0.75  mile  (4,000  feet  — a radius 
selected  by  inspection)  of  the  battery  plant 
had  a Pb-B  of  33.9  db  1.1  (all  values  given 
as  /ig/100  ml  blood,  mean  ± standard  error 
of  mean),  significantly  (t  test,  p<.01)  high- 


er than  the  27.2  ± 1.5  of  the  61  children 
living  0.75  - 7.5  mile  distant. 

Although  no  clinical  lead  poisoning  was 
found,  14  or  30%  of  the  46  children  living 
near  the  plant  had  a Pb-B  of  40  or  above 


Table  1 

BLOOD  LEAD  — 107  URBAN  BLACK  CHILDREN 


Distance  of  Home  from  Lead  Industry 

Distance 

from  traffic 

<^0.75  mile 

>0.75 

mile 

Total 

<500' 

Pb-B 

35.7  ± 2.2 

30.4  ± 1.2 

33.0  + 1.6 

N 

20 

20 

40 

>500' 

Pb-B 

32.6  ± 1.5 

26.3  ± 

1.0 

28.8  ± 

1.2 

N 

26 

41 

67 

Total 

Pb-B 

33.9  ± 1.1 

27.2  ± 

1.5 

30.1  ± 

1.0 

N 

46 

61 

107 

Source 

Sum  of 

Mean 

Squares 

df 

Squares 

F 

P 

Row  (Traffic) 

_ 312.46 

1 

312.46 

6.38 

<.05 

Column  (Industry) 

824.98 

1 

824.98 

16.85 

<.01 

Row  x 

column 

11.12 

1 

11.12  • 

0.227 

n.s. 

Within 

cell 

5092 

104 

48.98 

Pb-B  is  blood  lead,  ^g/100  ml  whole  blood,  mean  -+-  standard  error  of  mean. 
N is  number  of  children,  ages  6-12,  in  each  group.  Two  way  analysis  of 
variance  for  cells  of  unequal  size  shows  significant  correlation  of  both  traffic 
and  industry  with  Pb-B  without  significant  interaction. 
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1 UNIT  = 250 

Figure  4.  Topographic  plot  of  blood  lead  with  an  overlay  of  the  percent  frequency  of  substandard 
housing  in  each  census  tract.  There  is  little  apparent  correlation  of  increased  blood  lead  with 
substandard  housing. 
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with  a maximum  value  of  60  as  contrasted 
(p>.05,  Chi-square)  to  5 or  8%  of  the  61 
children  living  more  than  0.75  mile  away. 

The  Pb-B  of  the  40  children  living  within 
500  feet  of  one  of  6 major  trafficways  was 
also  higher  than  that  of  the  67  living  more 
than  500  feet  from  traffic  (33.0  it  1.6  vs 
28.8  ± 1.2;  p<.05,  t test).  Two  way  analy- 
sis of  variance  for  cells  of  unequal  size  sup- 
ported these  differences  as  both  significant 
and  free  of  apparent  interaction. 

The  quality  of  housing  as  related  to  blood 
lead  in  school  age  children  is  shown  visually 
in  Figure  4 in  which  the  census  tract  data 
of  Figure  1 is  superimposed  on  the  topo- 
graphic plot.  As  listed  in  Table  2,  it  was 
only  in  the  group  of  61  children  living  more 
than  0.75  mile  from  industry  that  those  in 
poor  housing  had  higher  blood  leads  than 
those  in  relatively  good  housing  (29.3  ±1.4 
vs  25.1  ± 0.9  p<0.5,  by  t test).  In  those 
living  close  to  the  plant,  substandard  hous- 
ing had  no  apparent  effect  on  blood  lead. 

Two  way  analysis  of  variance  showed  the 
correlation  of  increased  blood  lead  with  resi- 
dential proximity  to  industry  to  be  independ- 
ent of  housing. 

Comment 

In  this  study,  topographic  analysis  sug- 
gests the  role  of  lead  fallout  from  industry 


and  traffic  in  the  increased  blood  lead  of 
urban  children,  ages  6-12.  The  mean  air 
lead  at  the  closest  monitored  site,  1.69 
/xg/M3  is  typical  for  cities  of  this  size.  This 
would  suggest  that  the  ingestion  of  larger 
particles,  as  contamination  from  dustfall 
and  soil  lead  must  be  considered  in  addition 
to  inhalation.  Our  more  recent  studies13 
have  confirmed  the  high  correlation  of  blood 
lead  with  dustfall,  yard  dirt,  dirt  brought 
into  the  house,  and  housedust. 

Pinkerton,  Hammer  et  al7  found  a median 
value  of  5 mg  of  lead  per  gram  in  urban 
housedust  in  a high  lead  city  and  a peak 
value  of  19  mg/gm.  Fairey  and  Gray9  found 
the  soil  lead  in  excess  of  1 mg/gm  near  90% 
of  houses  of  children  diagnosed  as  lead  poi- 
soning with  a maximum  value  of  12  mg/gm. 
They  point  out  that  since  the  average  intake 
is  only  0.3  mg  lead  per  day,  daily  ingestion 
of  only  1.7  gm  of  dirt  containing  1 mg/gm 
will  produce  chronic  lead  poisoning  of  child- 
hood. Surface  contamination  of  hands,  food 
and  surfaces  with  lead  fallout  from  industry, 
traffic  and  deteriorating  paint  surfaces  can 
easily  account  for  the  increased  lead  of  the 
urban  population. 

The  topographic  plot  of  the  blood  lead  of 
children  living  in  a study  area  may  provide 
useful  epidemiologic  clues  as  to  the  rela- 
tive contribution  of  different  environmental 
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Distance  of  Home  from  Lead  Industry 

<^0.75  mile  0.75-7.5  mile  Total 

Housing Pb-B  33.6  ± 2.4  29.3  ± 1.4  30.8  ± 1.7 

20-50%  Substandard N 16  31  47 

Housing Pb-B  34.1  ± 1.7  25.1  ± 0.9  29.5  ± 1.1 

<20%  Substandard N 30  30  60 

Total Pb-B  33.9  ± 1.1  27.2  ± 1.5  30.1  ± 1.0 

N 46  61  107 


Sum  of  Mean 

Source  Squares  df  Squares  F p 

Row  (Housing)  79.78  1 79.78  0.913  n.s. 

Column  (Distance) 1100.62  1 1100.62  12.60  <.01 

Row  x column 147.04  1 147.04  1.68  n.s. 

Within  cell 8996.67  103  87.35 


Pb-B  is  blood  lead  fj.g/100  ml  whole  blood,  mean  -t-  standard  error  of  the 
mean.  N is  number  of  children,  ages  6-12  years,  in  each  group.  Two  way 
analysis  of  variance  for  cells  of  unequal  size,  show  distance  but  not  housing, 
to  be  significant,  without  significant  interaction. 
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sources  of  lead.  The  methodology  employed 
is  applicable  to  multiple  epidemiologic  prob- 
lems. 
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Rate  of  Population  Growth 
And  Patient  Motivation 


NOW  as  before,  a vast  array  of 
researchers,  project  personnel, 
public  authorities,  and  agencies 
at  both  a local  and  federal  level,  decry  the 
population  problem  and  point  to  associated 
and  future  problems. 

Statisticians  present  the  rate  of  popula- 
tion increase  and  the  lack  of  a foreseeable 
future  economy  that  will  produce  the  luxury 
to  which  wTe  have  become  accustomed. 

Numerous  papers  have  described  the  pill, 
the  IUD,  and  abortion  on  demand,  as  the  new 
alternatives.  All  of  this  is  necessary,  but 
only  the  first  step. 

Little  has  been  written  about  the  patient. 
It  is  she  who  is  to  use  this  knowledge  and 
is  the  final  source  as  to  whether  zero  popu- 
lation growth  will  or  will  not  be  accom- 
plished. Most  of  society’s  segments  have  de- 
creased in  birth  rate;  not  so  with  the  single 
patient. 

Figure  I reflects  a consistency  of  total 
patient  load.  Also  note  the  improvement  of 
earlier  prenatal  care.  At  present  time,  ap- 
proximately 49%  of  prenatal  care  is  started 
by  the  fourth  month. 

Note:  Figure  II.  The  unmarried  segment 
has  increased  its  proportion  yearly  since 
1965.  The  married,  mainly  idigent,  section 
of  the  University  of  Nebraska  Medical  Cen- 
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ter  program,  has  followed  the  same  line  of 
decreased  birth  rate  that  is  reflected  by  state 
statistics.  The  unwed  patient  has  not.  Just 
why  is  this  patient  not  motivated  to  use  con- 
traceptive means  to  help  control  not  only 
overall  population  growth,  but  also  the  un- 
wanted child? 

True  and  repeatable  quotes  state  so  many 
millions  of  women  are  on  the  pill  and  so 
many  more  are  using  the  IUD.  A closer 
look  reveals  many  millions  not  caring;  wom- 
en whose  background  reflects  shortsighted 
concern  or  no  concern  at  all. 

Taking  a better  look  at  all  problems  that 
exist  among  this  more  prolific  group  may 
help  us  understand  why  pregnancy  is  just 
another  fact.  To  do  this,  all  walks  of  our 
society  in  every  community  must  be  in- 
volved ; churches,  schools,  social  groups,  med- 
ical and  legal  groups,  families,  and  the  in- 
dividual are  included. 

Productive  involvement  requires  everyone. 
If  one  hundred  smaller  communities  each 
produce  one  out-of-wedlock  pregnancy,  it  is 
no  different  from  the  larger  community  pro- 
ducing one  hundred. 


Figure  I 


1967 

1968 

1969 

1970 

1971 

1972 

1973 

TOTAL  PATIENT 

1198 

1194 

1162 

1197 

1187 

1106 

1015 

Trimester  Seen 

1 

99 

103 

176 

201 

223 

272 

285 

2 

549 

576 

503 

558 

557 

470 

463 

3 

485 

447 

416 

275 

353 

331 

239 

Figure  II 


1967 

1968 

1969 

1970 

1971 

1972 

1973 

Unregistered 

75 

67 

67 

65 

54 

33 

31 

Unwed 

744 

(62%) 

825 

(69%) 

814 

(70%) 

833 

(70%) 

841 

(71%) 

822 

(74%) 

773 

(76%) 

Married 

454 

369 

348 

364 

346 

284 

242 

* Three  patients  were 

registered 

prior  to 

delivery  but 

received 

no  prenatal 

care. 
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My  Medical  Practice  History 


THE  turning  point  of  my  life 
after  graduation  from  medical 
school  was  an  incident  in  which 
one  of  my  classmates  unintentionally  opened 
my  eyes  with  his  remark:  “I  suppose  you  will 
be  going  home  soon  to  practice  medicine  and 
help  your  people.  It  will  be  hard  for  you  to 
make  ends  meet  if  you  practice  in  this 
country  because  of  your  race  and  the  un- 
healthy social  atmosphere.” 

This  remark  was  a challenge.  I immedi- 
ately decided  to  practice  in  America.  I be- 
lieve the  color  of  your  skin  does  not  play  a 
part  in  the  success  of  helping  your  fellow- 
men.  I took  the  State  Board  and  interned  at 
St.  Francis  Hospital,  Grand  Island.  There  I 
learned  that  scientific  knowledge  alone  can 
not  always  save  a sick  man  from  death.  One 
unforgettable  example  was  a case  in  which  a 
healthy  young  man  of  21  was  admitted  to  the 
hospital  with  a complaint  of  pain  in  the  right 
side  of  the  abdomen.  His  temperature  was 
10l°;  white  blood  count  was  28,000;  other 
blood  and  urine  tests  were  normal.  He  had 
tenderness  on  palpation  on  the  right  side  of 
his  abdomen.  No  abnormal  condition  was 
found  in  his  heart  and  lungs.  The  attending 
physician  diagnosed  the  case  as  acute  ap- 
pendicitis, and  from  all  indication  no  trouble 
was  anticipated.  However,  that  patient  had  a 
premonition  that  he  would  not  recover.  He 
called  a priest  for  his  last  confession  and 
summoned  his  lawyer  to  make  out  his  will. 
The  operation  was  simple  and  routine.  The 
physician  was  confident  of  the  patient’s  full 
recovery.  However,  on  the  3rd  day  of  his 
convalescence  the  patient  complained  of  a 
sudden  sharp  pain  in  his  chest.  Before  the  at- 
tending physician  could  reach  his  bed,  the 
patient  was  dead.  Was  it  intuition  or  some 
psychic  phenomenon  that  enabled  the  patient 
to  predict,  with  uncanny  accuracy,  his  death? 

In  1926,  I located  in  Bushnell,  Nebr.;  popu- 
lation about  250.  Farm  homes  were  miles 
apart  and  the  dirt  and  gumbo  roads  were 
almost  impossible  to  travel  in  a rain  or  snow- 
storm. The  popular  mode  of  travel  was  not 
the  ‘Horse  and  Buggy’  but  the  Model-T.  I 
was  stuck  in  mud  and  in  snow  many  many 
times  and  rescued  by  a farmer  with  a team 
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of  horses.  Once  I was  lost  all  night  in  a 
blizzard,  and  the  town  people  sent  a search 
party  to  look  for  me. 

Country  practice  was  not  enviable  for 
those  who  want  to  live  in  comfort.  There 
were  many  unpredictable  problems,  and 
sometimes  the  application  of  scientific  know- 
ledge was  not  always  useful.  Ingenuity,  com- 
mon sense  and  a prayer  were  just  as 
essential.  I shall  never  forget  my  first  O.B. 
case.  I was  called  to  see  a mother  who  was 
in  labor.  The  family  of  7 lived  in  a two  room 
house  and  flies  were  swarming  everywhere. 
There  were  no  towels  nor  clean  sheets.  My 
obstetrical  instruments  were  the  only  sterile 
things  in  the  room.  It  was  a nightmare  to 
deliver  a child  in  such  an  atmosphere.  Thank 
God,  it  was  an  easy  delivery  with  no 
complication  except  a slight  post-partum 
hemorrhage  which  was  controlled  by  1 cc  in- 
jection of  ergot.  She  was  advised  to  stay  in 
bed  until  she  was  safe  from  hemorrhage.  In- 
fection of  the  uterus  was  also  my  paramount 
concern.  Imagine  how  shocked  I was  to  find 
the  mother  washing  and  hanging  out  clothes 
when  I called  the  next  morning.  Isn’t  Mother 
Nature  wonderful! 

In  February  1931,  I went  to  N.Y. 
Post-Graduate  Medical  School  and  Hospital 
to  take  special  training  in  ophthalmology. 
Later  I went  to  Vienna,  Austria,  to  take 
special  training  in  otolaryngology  under  Dr. 
Alexander  and  Dr.  Neumann.  After  comple- 
tion of  my  post-graduate  course  I located  in 
Alliance,  Nebr.  to  practice  medicine  specializ- 
ing in  ophthalmology  and  otolaryngology.  In 
1937,  I took  more  post-graduate  work  in 
otolaryngology  at  Indiana  Medical  School, 
Indianapolis,  Ind.  In  1954,  I attended  the  Gill 
Memorial  Eye,  Ear,  Nose  and  Throat  Spring 
Congress  at  Roanoke,  Vir.,  and  several  times 
thereafter. 

As  an  ophthalmologist  the  doctor-patient 
relation  is  somewhat  different  from  that  of 
the  general  practitioner.  Most  of  the 
ophthalmic  surgeon’s  concern  is  the  fear, 
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hopes,  security  and  happiness  of  his  patient. 
The  G.P.  hopes  only  to  save  the  life  and 
bring  back  the  health  of  his  patient. 

I recall  a rancher  of  65  who  came  to  me 
despondent  and  desperate.  Hunting  was  his 
hobby.  He  could  not  see  much  anymore  and 
was  almost  helpless.  The  lenses  in  both  of  his 
eyes  were  opaque  but  he  could  see  light  in 
front  and  sideways.  Intraocular  pressure  was 
35  mm  Hg;  blood  pressure  165/25.  Blood  and 
urine  tests  were  normal.  No  abnormal 
condition  was  found  in  his  heart  and  lungs. 
He  had  no  history  of  diabetes  or  glaucoma. 
An  extra-capsular  cataract  operation  was 
performed,  but  during  the  operation  I 
thought  loss  of  vitreous  was  quite  more  than 
normal. 


For  30  days  I lived  in  fear  that  he  would 
never  see  again.  Only  a miracle  could  bring 
his  sight  back.  A month  later  I was  surprised 
to  find  that  he  had  a 20/80  vision  in  both 
eyes  with  his  first  pair  of  glasses.  Such  a 
vision  was  far  from  20/20  but  the  patient  and 
his  family  were  happy  because  he  could  walk 
and  get  around  without  his  cane.  He  could 
now  participate  to  a limited  extent  in  the 
activities  of  his  friends  and  his  family.  In  fact 
he  boasted  that  there  was  nothing  wrong 
with  his  sight  as  he  saw  a beautiful  girl  two 
blocks  away.  It  was  a pleasure  to  see  this 
man  regain  his  smile,  sense  of  humor  and 
security.  He  confessed  to  me  later  that  he 
had  great  faith  in  God  and  that  he  was  sure 
his  sight  would  be  restored.  What  a faith! 
What  a miracle! 
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Colonic  Diverticular  Disease— Report  of 
Six  Cases  Managed  by  Total  Colectomy 


Diverticula  of  the  colon 

have  been  recognized  in  the 
medical  literature  as  early  as 
the  sixteenth  century,  rather  as  an  ana- 
tomical oddity  than  as  a disease.1- 8 In  1899, 
Graser  published  his  “princeps”  paper4  and 
established  the  foundations  for  the  diagnosis 
of  colonic  diverticular  disease.  In  the  late 
twenties,  reviews  such  as  De  Quervain’s3 
dealt  with  the  concept  of  diverticula  as  a 
source  of  pathology,  its  relationship  with 
the  irritable  colon  syndrome  and  the  major 
complications  of  the  disease:  obstruction, 
perforation,  and  bleeding. 

Very  uncommon  in  the  young,  it  appears 
with  increasing  frequency  after  the  fourth 
decade  of  life.  The  true  proportion,  between 
asymptomatic  cases  and  those  who  seek 
treatment,  is  difficult  to  establish.  The  gen- 
eral consensus  is  that  only  few  have  symp- 
toms, and  of  these  a limited  number  require 
surgical  therapy.  The  average  patient  with 
diverticular  disease  presents  with  vague  com- 
plaints of  abdominal  distress.  There  may  be 
recurrent  tenderness,  low  grade  fever  and 
leukocytosis.  They  usually  respond  to  bed- 
rest, antibiotics  and  bulk  diet.  Constipation, 
with  its  inevitable  increase  in  intraluminal 
pressure,  appears  to  be  the  prime  cause  of 
relapses.  The  complications  of  the  disease 
are  responsible  for  the  indication  for  sur- 
gery, sometimes  as  an  emergency.  The  main 
needs  for  operative  intervention  are  bleed- 
ing, perforation,  with  localized  abscess  or 
generalized  peritonitis,  and  the  necessity  to 
rule  out  a malignancy. 

The  traditional  approach  consists  in  a re- 
section of  the  diverticula-bearing  segment  of 
colon.  Departures  from  this  attitude  are 
dictated  by  the  extent  of  the  disease  and 
nature  of  the  presenting  complication.  Al- 
though in  most  patients,  diverticula  occur 
around  the  terminal  sigmoid,  it  is  not  infre- 
quent to  observe,  in  some,  a much  wider 
distribution  throughout  the  entire  colon, 
from  cecum  to  sigmoid.  In  this  instance, 
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the  only  operation  fulfilling  the  basic  re- 
quirements is  a colectomy  with  anastomosis 
of  the  ileum  to  the  upper  rectum.  This  is 
clearly  exemplified  by  our  Patient  1. 

Patient  1:  54-year-old  female.  Seven 
year  history  of  episodes  of  left  lower 
quadrant  abdominal  pain,  lasting  two  to 
three  weeks  on  each  occasion,  associated 
with  localized  rebound  tenderness  and 
occasional  bouts  of  diarrhea.  Hospital- 
ized three  times  because  of  these  symp- 
toms. Barium  enemas  repeatedly  showed 
diverticulosis  of  the  colon,  with  maxi- 
mal involvement  of  the  sigmoid,  but 
extending  up  to  the  cecum.  On  3-23-73 
a colectomy  with  ileorectal  anastomosis 
was  performed.  The  immediate  post- 
operative course  was  complicated  by  in- 
traperitoneal  bleeding  which  required 
the  transfusion  of  two  units  of  blood. 
Otherwise,  recovery  was  uneventful  and 
postoperative  followup  has  shown  her 
weight  to  remain  steady  and  hemoglobin 
normal.  She  has  three  to  four  stools 
per  day. 

Perforation,  generalized  peritonitis,  or 
localized  abscess,  is  the  hallmark  of  another 
group  of  patients  with  complicated  diverticu- 
lar disease. 

The  classic  approach  is  to  perform  a prox- 
imal colostomy  with  concomitant  drainage  of 
the  abscess  or  area  of  perforation.  Occa- 
sionally, a Mickulicz  type  of  exteriorization 
of  the  perforated  colon  segment  has  been 
used.  Time  is  then  allowed  for  the  inflam- 
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matory  reaction  to  subside,  not  infrequent- 
ly extending  to  six  months  or  even  one  year. 
Then,  in  a second  procedure,  the  diverticula- 
bearing  area  is  resected.  Closure  of  the  co- 
lostomy requires  a third  operation. 

The  length  of  time  involved,  discomfort 
and  suffering,  economic  loss,  with  the  patient 
usually  away  from  work  during  all  this  peri- 
od and  the  expense  of  three  hospitalizations, 
anesthesia,  and  surgery  stimulated  interest 
in  finding  safe  short-cuts  to  this  manage- 
ment. Some  surgeons  have  reported  small 
successful  series  of  primary  resection  and 
anastomosis,  in  the  presence  of  obstruction 
or  peritonitis.2- 9 We  are,  however,  firmly 
convinced  that  the  major  source  of  morbidity 
and  mortality  in  colon  operations  is  the  de- 
cision to  resect  and  anastomose,  under  these 
hazardous  circumstances.  We  have  avoided 
this  bold  and  dangerous  undertaking  and  al- 
ways resort  to  colostomy  and  drainage.  Only 
after  this  first  life-saving  step,  have  we  de- 
parted from  the  classic  sequence. 

After  a brief  hospitalization  for  recovery, 
removal  of  drains,  and  colostomy  care  in- 
struction, patients  are  discharged  for  a brief 
period,  usually  no  longer  than  two  months. 
They  are  then  readmitted  for  definitive  care. 
The  entire  colon  is  removed,  including  the 
colostomy  and  diverticula-bearing  area,  with 
subsequent  ileorectal  anastomosis.  This  ap- 
proach circumvents  an  extensive  period  of 
disability  and  hospitalization  and  eliminates 
the  need  for  a third  procedure,  without  violat- 
ing the  principle  that  bowel  anastomoses 
should  be  best  avoided  in  the  presence  of 
infection  or  distention. 

Our  patients  2 and  3 exemplify  this  modus 
operandi. 

Patient  2:  A 53-year-old  woman, 

short  and  very  obese  (5'  1",  256  pounds) 
was  hospitalized  in  December  1971  with 
diagnosis  of  acute  abdomen,  undeter- 
mined etiology.  Her  obesity  precluded 
any  meaningful  abdominal  or  pelvic  ex- 
amination. Exploratory  laparotomy, 
performed  the  same  morning,  revealed 
a perforation  of  the  sigmoid  colon,  sec- 
ondary to  diverticulitis,  with  intraperi- 
toneal  abscess  formation.  A transverse 
loop  colostomy  was  performed  and  the 


area  of  perforation  adequately  drained. 
The  postoperative  period  was  unevent- 
ful and  she  was  dismissed  three  weeks 
later.  In  February  1972  she  was  re- 
admitted with  a painful  mass  in  the 
laparotomy  incision.  A hernia  was  sus- 
pected. Instead,  an  abscess  of  the  ab- 
dominal wall  was  found  with  the  mus- 
culofascial  layer  intact.  After  drainage 
of  the  abscess  the  wound  healed  by  sec- 
ond intention.  Bacteriodes  species  was 
cultured  from  the  pus  in  the  abscess. 

In  June,  1972,  six  months  after  her 
first  hospitalization,  colectomy,  includ- 
ing excision  of  the  colostomy  was  per- 
formed, w i t h ileorectal  anastomosis. 
Postoperative  course  was  uneventful. 
The  wound  healed  per  primum.  She  left 
the  hospital  two  weeks  after  surgery. 
Follow-up  revealed  good  general  health 
and  normal  bowel  function. 

Patient  3:  A 60-year-old  woman  was 
admitted  to  the  hospital  in  Septem- 
ber, 1971,  with  severe  left  lower  quad- 
rant abdominal  pain  and  the  clin- 
ical picture  of  an  acute  abdomen.  In 
the  past,  she  reported  having  had  sev- 
eral episodes  of  similar,  though  less  se- 
vere, pain  associated  with  diarrhea  and 
lasting  2-3  weeks  each  time.  These  epi- 
sodes had  been  treated  with  sulfonamides 
and  special  diet,  with  poor  response. 
During  the  present  admission,  explora- 
tory laparotomy  was  performed  and  a 
peri-sigmoid  abscess,  originating  from  a 
perforated  diverticulum  was  found. 
The  abscess  was  drained  and  a trans- 
verse loop  colostomy  was  done.  She  re- 
covered promptly  and  was  re-admitted 
two  months  later  for  second  stage  sur- 
gery. Preoperative  studies  revealed 
multiple  diverticula  of  the  sigmoid  and 
descending  colon,  with  extravasation  of 
barium  at  the  area  of  previous  per- 
foration; also  a few  diverticula  in  the 
right  colon. 

Surgery  consisted  of  colectomy,  in- 
cluding colostomy.  Postoperative  course 
was  uneventful.  She  left  the  hospital 
19  days  after  surgery.  Followup  one 
year  later  showed  that  there  had  been 
several  episodes  of  diarrhea  which  in 
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two  occasions  caused  dehydration  and 
required  brief  hospitalization.  There 
had  been  no  weight  loss  and  no  further 
problems. 

Whenever  colonic  diverticular  disease  pre- 
sents with  bleeding,  initial  treatment  con- 
sists of  bedrest,  antibiotics  and  blood  re- 
placement. In  most  patients  the  hemorrhage 
ceases.  No  further  treatment  is  required, 
provided  a thorough  work-up  gives  assur- 
ance of  the  non-existence  of  an  underlying 
malignancy.  In  some,  however,  either  the 
hemorrhage  continues  or  they  rebleed  after 
a period  of  quiescence.  In  life-threatening 
situations  of  repeated  or  persistent  hemor- 
rhage, some  form  of  surgical  therapy  is 
mandatory. 

The  basic  premise  consists  of  colon  resec- 
tion including  the  source  of  bleeding.  Stand- 
ard work-up  procedures  are  often  inade- 
quate to  locate  the  bleeding  point.  Presence 
of  conspicuous  diverticula  does  not  preclude 
the  existence  of  other  unsuspected  diverti- 
cula harboring  the  true  source  of  bleeding. 
Inspection  at  the  operating  table  is  ineffec- 
tive in  locating  a bleeding  point  in  the  colon. 
Coloscopy  may  be  uncertain  also.  In  years 
past,  direct  inspection  of  the  mucosa,  after 
multiple  colotomies,  using  a proctoscope  in 
different  areas  of  the  colon,  isolated  with 
clamps,  has  been  advocated.11  This  method 
is  burdensome,  a source  of  massive  contam- 
ination, and  inefficacious.  Lately,  angiog- 
raphy has  been  recommended.  This  method 
not  only  requires  a certain  amount  of  active 
bleeding  at  a certain  rate,  at  the  time  of  its 
performance,  but  also  may  be  a difficult 
procedure  to  interpret.  In  view  of  these 
considerations,  when  faced  with  life-threat- 
ening hematochezia,  in  a patient  with  colonic 
diverticular  disease,  we  have  elected  to  re- 
move all  possible  sources  of  hemorrhage  by 
colectomy.5' 10 

Patient  4 exemplifies  the  situation  where  a 
malignancy  could  not  be  ruled  out  as  the 
source  of  bleeding. 

Patient  k:  A 79-year-old  woman  was 
hospitalized  for  the  first  time  in  Novem- 
ber 1971.  History  of  several  episodes 
of  left  lower  quadrant,  abdominal  pain, 
fever,  leukocytosis  and  diarrhea.  On 


two  occasions,  small  amounts  of  rectal 
bleeding.  Radiologic  examination  re- 
vealed diverticula  in  the  sigmoid  colon, 
with  an  area  of  fixed  narrowing,  where 
the  possibility  of  malignancy  was  not 
obvious,  but  could  not  be  discarded.  On 
November  11,  a segmental  resection  of 
the  sigmoid  colon  was  performed  with 
proximal  colostomy.  The  specimen  re- 
moved was  indurated.  It  adhered  to 
adjacent  structures,  but  no  tumor  was 
found.  The  pathologist  reported  exten- 
sive diverticulosis,  with  diverticulitis 
and  granulomatous  colitis  with  ulcera- 
tions. Postoperative  course  was  un- 
eventful. Three  months  later  she  was 
re-admitted  for  further  evaluation.  Ra- 
diologic studies  revealed  this  time  also 
the  presence  of  gallstones  and  more  di- 
verticula proximal  to  the  colostomy.  In 
February  1972  she  was  re-operated:  a 
colectomy,  including  colostomy,  was 
performed  with  ileorectal  anastomosis 
and  concomitant  cholecystectomy.  Ex- 
cept for  a minor  wound  infection,  post- 
operative course  was  uneventful.  The 
patient  was  discharged  one  month  after 
admission.  Follow-up  a year  later, 
shows  her  doing  well,  with  normal  bowel 
function  and  a 17  pound  weight  gain. 

Patients  5 and  6 also  bled  from  diverticu- 
litis : 

Patient  5:  A 56-year-old  woman  was 
hospitalized  because  of  massive  rectal 
bleding  which  started  eight  hours  prior 
to  admission.  Some  years  before  she 
had  suffered  a similar  episode  of  bleed- 
ing. At  that  time  a rectal  polyp  was 
found  and  excised.  During  the  interval, 
there  had  been  several  hospitalizations 
because  of  chronic  abdominal  pain,  but 
no  bleeding.  She  had  noticed  bloody 
stools  two  weeks  prior  to  this  last  hos- 
pitalization. On  physical  examination, 
the  abdomen  was  slightly  tender  and 
distended.  Bowel  sounds  were  present. 
On  rectal  examination  dark  red  blood 
was  noted.  Barium  enema  revealed  the 
presence  of  numerous  diverticula  in  the 
sigmoid  and  descending  colon.  She  was 
transfused  and  prepared  for  surgery. 
On  October  29,  1970,  two  weeks  after 
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admission,  colectomy  was  performed 
with  ileorectal  anastomosis.  Postopera- 
tive course  and  recovery  were  unevent- 
ful. Examination  of  the  specimen  re- 
vealed the  source  of  bleeding  to  be  a 
solitary  diverticulum  in  the  cecum,  and 
numerous  other  diverticula  in  the  de- 
scending and  sigmoid  colon,  with  diver- 
ticulitis. Follow-up  for  two  years  shows 
normal  stools,  no  recurrence  of  bleeding 
and  no  weight  loss. 

Patient  6:  A 70-year-old  woman  was 
first  hospitalized  in  July  1970,  because 
of  epigastric  distress.  Radiologic  work- 
up revealed  cholelithiasis  and  diverticu- 
losis  coli,  extending  from  the  mid- 
transverse  area  to  the  rectosigmoidal 
junction  with  massive  clustering  of  di- 
verticula in  the  sigmoid.  Following 
elective  cholecystectomy,  rectal  bleed- 
ing ensued.  This  required  transfusion 
of  three  units  of  blood,  and  bleeding 
eventually  subsided. 

In  September  1971,  at  a follow-up 
visit,  she  reported  having  had  several 
episodes  of  rectal  bleeding  for  which  she 
had  not  yet  consulted.  Her  hemoglobin 
was  11.2  and  the  hematocrit  33.  She 
was  hospitalized  and  on  October  5,  1971, 
one-stage  colectomy  was  performed, 
with  ileorectal  anastomosis.  The  speci- 
men evidenced  diverticula  extending 
from  the  hepatic  flexure  caudad,  and 
massive  involvement  of  the  sigmoid. 

Post  operative  course  was  uneventful. 
She  left  the  hospital  on  the  11th  post- 
operative day.  Follow-up  18  months 
later  showed  no  more  rectal  bleeding,  no 
weight  loss  and  normal  stools.  On 
March  10,  1972,  hemoglobin  was  15,  and 
hematocrit  44. 

Discusion  and  Conclusions 

Total  colectomy  is  not  a new  procedure. 
It  has  been  in  the  surgical  armamentarium 
since  the  beginning  of  the  century,  when  Sir 
W.  Arbuthnot  Lane  popularized  the  opera- 
tion in  England  and  on  the  continent.6  The 
indication  was  severe  constipation.  Effec- 
tive medical  treatment  of  this  complaint, 
later,  rapidly  displaced  surgery,  but  not  be- 
fore certain  facts  had  become  unquestion- 
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ably  established:  (1)  life  was  possible  for 
the  human  being  without  his  large  bowel, 
(2)  the  fear  of  diarrhea  and  metabolic  de- 
rangements after  anastomosis  of  the  ileum 
to  the  rectum  was  unjustified.  For  many 
years,  large  resections  of  the  colon  remained 
limited  to  the  treatment  of  ulcerative  colitis, 
multiple  polyposis,  synchronous  tumors,  etc. 
Another  factor  had  also  become  evident:  the 
incidence  of  complications  because  of  anas- 
tomotic leakage  was  far  greater  in  colocolonic 
anastomosis.  Whenever  the  small  bowel  was 
sutured  to  the  large  bowel,  leakage  was  rare- 
ly encountered. 

In  the  fifties,  under  the  inspiration  of 
Wangensteen  and  his  group,  a revival  of  ex- 
tensive colectomies  was  underway.  The  new 
concept  was  brought  forward  that  total  or 
near  total  colectomies  should  be  the  everyday 
“battle”  operations  in  surgery  of  the  large 
bowel.7  In  spite  of  this  very  conspicuous  ef- 
fort, and  those  of  others,  colectomy  did  not 
gain  widespread  acceptance,  at  least  for  the 
treatment  of  diverticular  disease.  Anterior 
resection  has  remained  the  most  frequently 
used  operation.  We  support  the  idea  that  this 
is  insufficient  in  certain  specific  clinical  cir- 
cumstances, illustrated  by  the  cases  reported 
in  this  paper.  In  them,  the  advantages  of 
colectomy  far  outweigh  theoretical  disad- 
vantages. 

Even  if  diverticula  are  scattered  through- 
out the  colon,  rather  than  clustering  the  sig- 
moidal area,  the  basic  principle  that  resection 
should  extend  from  above  the  most  proximal 
diverticulum  to  beyond  the  most  distal  one, 
needs  also  to  be  adhered  to. 

When  the  indication  is  life-threatening 
hemorrhage  from  diverticulitis,  all  methods 
described  for  localization  of  the  bleeding 
point  remain  aleatory.  Colectomy  is  the 
most  expeditious  way  to  stop  the  hemor- 
rhage. It  includes  all  possible  sources  of 
bleeding  from  the  colon,  which  in  many  cases 
stems  from  undetected  diverticula  in  the 
right  half  of  the  large  intestine. 

Perforation,  with  or  without  abscess  for- 
mation or  generalized  peritonitis,  requires 
proximal  colostomy  and  drainage,  as  the  ini- 
tial procedure  of  choice.  This  is  followed, 
at  a later  date,  by  colectomy,  encompassing, 
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in  one  sweep,  diverticula-bearing  area  and 
colostomy,  with  ileorectal  anastomosis. 

Summary 

Six  patients  with  chronic  diverticular  dis- 
ease have  been  managed  by  total  colectomy. 
Indications  for  this  operation  are  discussed 
and  recommended  in  the  following  cases: 
(1)  extensive  diverticulitis,  involving  both 
left  and  right  sides  of  the  colon,  (2)  hemor- 
rhage from  diverticulitis  that  does  not  sub- 
side or  recurs  in  life  threatening  propor- 
tions after  conservative  management  and 
blood  replacement,  and  (3)  perforation  with 
or  without  obstruction,  localized  abscess  or 
generalized  peritonitis,  after  a primary  un- 
avoidable colostomy  and  drainage. 
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Familial  Periodic  Paralysis 
A Report  and  Review 


Case  Report 

A nineteen  year-old  para  1-0-1-1 
married  white  female  arrived  at 
Emergency  Room  of  a hospital 
at  5:30  a.m.  with  severe  muscle  weakness. 
She  stated  that  she  had  “low  potassium” 
and  that  this  condition  runs  in  her  family. 
With  each  attack,  she  became  very  weak, 
unable  to  move  her  extremities,  had  tachy- 
cardia, nausea,  vomiting,  and  urinary  reten- 
tion, but  no  respiratory  distress,  irritability, 
or  cloudy  sensorium.  She  has  had  a total 
of  approximately  20  attacks  in  the  last  7 
years,  the  last  one  being  the  previous  week. 
Each  episode  usually  lasted  only  for  a few 
hours,  provided  that  she  received  medical 
attention  immediately.  The  patient  had 
been  instructed  by  her  family  physician  to 
avoid  high-carbohydrate  foods,  excessive 
anxiety,  and  to  take  prophylactic  oral  po- 
tassium. 

There  is  an  extensive  family  history  of 
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muscle  weakness  in  episodic  attacks.  Most  of 
the  persons  affected  had  the  onset  of  their 
condition  in  the  early  teen-age  period  with 
similar  symptoms  as  the  patient’s.  The  fam- 
ily tree  reveals  an  autosomal  dominant  in- 
heritance pattern  with  more  males  being 
affected.  The  pedigree  is  incomplete,  and 
there  are  several  young  children  in  genera- 
tion IV  under  age  five  (Fig.  1). 

Physical  exam  revealed  a young  obese 
white  female  lying  motionless  and  drowsy. 
The  pulse  was  100  per  minute  and  regular, 
respirations  were  24  per  minute  and  normal, 
and  the  blood  pressure  was  160/60  mmHg. 
Movements  of  the  eye,  tongue,  uvula,  and  fa- 
cial muscles  were  intact.  The  patient  was 
unable  to  move  her  neck,  shoulders,  extrem- 
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ities,  fingers,  and  toes.  The  lungs  were  clear 
to  ascultation.  The  precordium  was  active 
with  the  point  of  maximal  intensity  at  1 cm 
medial  to  the  left  midclavicular  line  at  the 
fifth  interspace.  The  heart  sounds  were 
loud  and  distinct  without  any  murmur  or 
arrhythmia.  The  muscles  were  extremely 
hypnotic  and  weak.  No  deep  tendon  reflex 
could  be  elicited;  however,  the  plantar  re- 
sponse was  downward. 

Serium  sodium  was  133  mEq/1,  serum 
chloride  101  mEq/1,  and  serum  potassium 
2.0  mEq/1.  Intravenous  therapy  with  40 
mEq  KC1  in  600  ml  of  normal  saline  was 
administered  in  the  next  three  hours.  One 
hour  after  therapy  was  begun,  the  patient 
could  move  her  toes  and  fingers,  became 
more  alert,  and  deep  tendon  reflexes  were 
observed,  although  weak.  Two  hours 
later  she  could  move  all  extremities 
without  difficulty,  her  hand  grasps  were 
strong,  and  deep  tendon  reflexes  were  also 
strong.  Three  hours  afterward,  she  was  up 
and  moving  about  in  a normal  fashion ; no 
muscular  weakness  could  be  detected.  Serum 
potassium  at  this  time  was  3.0  mEq/1.  An 


additional  40  mEq  of  KC1  in  1,000  ml  of 
0.45  NaCl  was  to  be  instituted  through  the 
next  eight  hours,  but  the  I.V.  became  infil- 
trated after  two  hours  and  was  discontinued. 
Oral  K-Lyte  at  25  mEq  q.i.d.  was  begun. 
The  next  morning,  her  serum  potassium  was 
4.0  mEq/1.  The  patient  was  discharged 
with  instructions  to  take  the  above  dosage  of 
K-Lyte  and  to  return  frequently  for  fol- 
low-up. 

Discussion 

There  are  three  types  of  familial  periodic 
paralysis:  hypokalemic,  hyperkalemic,  and 
normokalemic.  All  three  types  have  an  auto- 
somal dominant  inheritance  pattern,  although 
it  is  not  clear  whether  we  are  dealing  with  a 
single  genetic  disorder  with  varying  degrees 
of  expression  and  penetrance,  or  with  several 
different  genetic  disorders. 

The  hypokalemic  variant,  as  seen  in  the 
patient  discussed  above,  is  the  most  common 
type.  It  occurs  two  or  three  times  as  fre- 
quently in  males  as  in  females,  and  has  its 
onset  usually  in  the  second  decade  of  life. 
The  symptoms  start  during  the  night  or 
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Fig.  1.  Limited  pedigree  of  a patient  with  hypokalemic  periodic  paralysis. 
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early  morning,  and  usually  last  for  one  or 
two  days.  There  is  flaccid  paraplegia  of  the 
trunk  and  extremities;  facial  and  respira- 
tory muscles  are  usually  spared,  although 
ptosis  and  sometimes  death  from  respira- 
tory paralysis  or  cardiac  arrhythmia  can  oc- 
cur. Retention  of  sodium,  water,  urine,  and 
feces,  as  well  as  hyporeflexia  or  areflexia 
of  the  deep  tendons  are  also  present.  Sensa- 
tions are  preserved,  nerve  conduction  during 
the  attack  is  normal,  but  serum  and  urine  po- 
tassium is  decreased  while  aldosterone  ex- 
cretion is  increased.  Some  precipitating  fac- 
tors include  glucose,  insulin,  rest  after  ex- 
ercise, heavy  carbohydrate  meal,  cold,  emo- 
tion, infections,  trauma,  alcohol,  epinephrine, 
and  hydrocortisone.  The  patient  may  even- 
tually develop  permanent  weakness  with  loss 
of  deep  tendon  reflexes,  although  the  at- 
tacks may  cease  altogether  after  age  forty  or 
fifty  for  reasons  unknown. 

Histological  studies  reveal  vacuoles  in  the 
muscle  cells.  These  vacuoles  appear  to  be 
dilatations  of  either  the  T-tubules  or  the 
sarcoplasmic  reticulum.  They  contain  gran- 
ules with  staining  properties  of  glycogen. 
They  can  be  single  and  central,  or  several  in 
long  chains.  They  also  seem  to  be  permanent 
lesions  and  do  not  appear  to  increase  in  size 
or  number  during  an  attack.  Atrophy  of  the 
muscles  can  occur  and  permanent  weakness 
ensues. 

The  mechanism  of  action  in  hypokalemic 
familial  periodic  paralysis  is  not  well  under- 
stood. One  theory  maintains  that  there  is 
most  likely  an  abnormality  in  the  muscle 
cell  membrane  which  allows  more  potassium 
to  be  taken  up  by  the  muscle  cells.  Conse- 
quently serum  potassium  falls,  more  sodium 
and  water  flow  into  the  cells,  resulting  in  de- 
creased total  blood  volume.  This  signals 
for  the  release  of  aldosterone  which  further 
decreases  serum  potassium  and  causes  the 
muscle  membrane  potential  to  be  hyper- 
polarized  as  well  as  increases  its  threshold 
for  excitability.  The  second  theory  suggests 
an  abnormality  of  glycogen  metabolism  in 
particular  and  of  carbohydrate  metabolism  in 
general,  affecting  the  role  of  thiamine  and 
consequently  the  energizing  requirements  for 
muscle  contractions. 

Differential  diagnosis  of  muscle  weakness 


associated  with  low  serum  potassium  should 
include  potassium  loss  secondary  to  renal 
and  gastrointestinal  diseases  (e.g.,  primary 
aldosteronism,  diarrhea),  endocrine  dis- 
orders (e.g.,  hyperthyroidism),  and  drugs 
(e.g.,  licorice,  diuretics).  The  classical  treat- 
ment has  been  a regimen  of  oral  potassium, 
a diet  containing  high  potassium,  low  sodium, 
low  carbohydrate,  and  avoidance  of  the  pre- 
cipitating factors.  Recently,  acetazolamide, 
a carbonic  anhydrase  inhibitor,  has  been 
found  to  be  a useful  prophylactic  agent.  Its 
mechanism  of  action  is  poorly  understood ; 
however,  it  may  have  a direct  effect  on  the 
muscle  cells  by  reducing  total  body  sodium, 
by  producing  a mild  metabolic  acidosis  which 
decreases  intracellular  potassium  and  there- 
by keeps  the  serum  potassium  elevated,  or  by 
inhibiting  a circulating  “paralysis-inducing 
factor”  that  is  continuously  or  intermittent- 
ly released  in  these  patients.  A dosage  of 
250  to  750  mg  of  acetazolamide  a day  in  di- 
vided doses  has  been  found  not  only  to  de- 
crease the  frequency  of  attacks  but  also  to 
increase  the  muscle  strength  during  the  at- 
tack-free intervals. 

The  hyperkalemic  type  of  familial  periodic 
paralysis  was  first  found  to  be  a disease  of 
Scandinavian  noble  families,  and  was  also 
called  adynamia  episodica  hereditaria.  It  is 
less  commonly  seen,  has  no  sex  prevalence, 
and  the  onset  of  disease  is  usually  in  the  first 
decade  of  life.  The  attacks  occur  in  the  morn- 
ing, and  start  suddenly  after  exercise;  they 
are  typically  mild  and  of  short  duration.  The 
symptoms  include  lingual  myotonia,  slowness 
in  relaxing  the  hand  grasp,  the  eyelid  lag. 
The  legs  are  most  severely  affected.  Serum 
potassium  is  usually  increased,  and  electro- 
myography during  an  attack  shows  high- 
frequency  units  of  gradually  diminishing 
amplitude.  Some  precipitating  factors  are 
oral  potassium,  cold,  emotion,  hunger,  and 
alcohol.  With  progression  of  the  disease,  the 
patient  may  get  permanent  muscle  weakness 
and  atrophy,  especially  of  the  proximal 
muscles,  and  hypertrophy  of  the  calf  muscles. 

The  theory  of  how  hyperkalemia  inter- 
feres in  a paralytic  attack  is  explained  by  the 
loss  of  potassium  from  the  muscle  cells.  Con- 
sequently, reentry  of  potassium  into  the 
cells  is  impeded,  the  concentration  gradient 
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of  intracellular  potassium  over  extracellu- 
lar potassium  is  decreased,  followed  by  de- 
creased muscle  membrane  potential,  which 
results  in  defective  muscular  contractions. 
Differential  diagnosis  should  include  uremic 
hyperkalemia,  Addison’s  disease,  and  ex- 
cessive spironolactone.  Therapy  in  this  va- 
riant consists  of  calcium  g'luconate,  glucose, 
insulin,  or  chlorothiazide  intravenously.  Fre- 
quent attacks  can  be  prevented  with  di- 
chlorphenemide,  chlorothiazide,  or  acetazola- 
mide. 

The  last  type  of  familial  periodic  paraly- 
sis is  the  normokalemic  variety.  This  is  the 
rarest  of  all  three  types,  has  its  onset  at  an 
early  age,  and  has  no  sex  prevalence.  The 
attack  can  last  for  days  or  weeks,  is  asso- 
ciated with  weakness  in  the  early  morning  or 
upon  rest  after  exercise.  Sensory  disturb- 
ances can  be  noted.  Precipitation  factors 
are  oral  potassium,  cold,  alcohol,  emotion, 
and  sleeping  late.  There  is  sodium  reten- 


tion during  an  attack,  but  the  underlying 
mechanism  is  not  well  understood.  The 
paralysis  can  be  relieved  by  NaCl  (oral  or 
intravenous),  or  carbohydrate,  and  prevent- 
ed with  fluorhydrocortisone  or  acetazola- 
mide. 

In  summary,  if  a patient  gives  a history 
of  frequent  episodes  of  muscle  weakness,  a 
detailed  family  history  as  well  as  clinical 
evaluation  are  in  order.  The  condition  should 
be  differentiated  from  non-inherited  forms 
of  potassium  imbalance,  and  if  indeed  the 
patient  has  the  familial  form,  he  or  she 
should  be  counseled  regarding  the  disease 
and  its  genetic  importance. 
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“REAL  LIFE”  DECISIONS 

From  one  crisis  to  another  seems  to  be  our 
medical  lot  in  life.  Most  of  us  chose  the  pro- 
fession realizing  that  this  would  be  true,  but 
not  realizing  that  there  would  be  so  many 
problems  of  a crisis  nature  outside  of  those 
presented  by  the  spectrum  of  diseases  in  our 
medical  texts. 

At  our  ever  increasing  “Future  Shock” 
rate  we  are  galloping  from  social  to  political 
to  energy  to  legislative  to  malpractice  crises. 

We  have  been  educated  and  emotionally 
conditioned  to  meet  and  handle  the  prob- 
lems of  bleeding,  breathing,  poisoning,  and 
shock.  We  can  make  “Real  Life”  decisions 
within  our  sphere  of  medical  competence 
without  undue  stress  in  most  of  these  situa- 
tions. On  the  other  hand,  the  philosophic  and 
ideologic  decisions  inherent  in  other  medical 
fields,  such  as  abortion,  give  us  much  more 
trouble. 

The  “crisis”  decisions  which  we  are  forced 
to  produce  in  our  handling  of  PSRO,  NHI, 
malpractice  and  the  like  are  proving  to  be 
extremely  vexatious. 

As  physicians,  we  approach  the  solution  to 
these  problems  from  an  idealistic  philosophy. 
Within  our  conception,  we  envision  the  ideal 
patient  following  the  suggestions  of  the  ideal 
doctor  to  a cure  or  amelioration  of  the 
disease.  Yet  we  know  that  this  seldom 
happens.  We  recognize  that  in  dealing  with 
most  patients,  we  must  make  “Real  Life” 
decisions  rather  than  idealistic  ones.  The 
patient,  for  one  reason  or  another,  forgets 
his  medicine;  we  as  doctors  forget  an 
element  of  diagnosis  or  treatment;  or  nature 
changes  the  rules  of  the  game.  The  point  is 
that  we  do  make  distinctions  between  “Real 
Life"  and  idealistic  decisions  in  treating 
disease. 

This  distinction  comes  much  harder  to  us 
in  political  or  economic  matters  than  in 
medicine.  This  is  one  of  the  reasons  for  a 
schism  between  the  doctors  in  the  field  and 
our  colleagues  and  countrymen  with  less 


broad  exposure  to  the  vagaries  of  human 
nature. 

Whenever  we  leave  the  technical  field  of 
medicine,  we  then  must  be  prepared  to  enter 
the  give-and-take  arena  of  compromise. 
There  are  idealistic  medical  and  personal 
philosophies  and  points  upon  which  we  can- 
not compromise,  but  we  must  be  prepared  at 
times  to  make  “Real  Life”  decisions  whether 
we  like  it  or  not. 

We  must  be  prepared  to  make  these 
decisions  regarding  the  problems  of  today. 
The  idealism  which  we  have  regarding  the 
free  enterprise  delivery  of  quality  medical 
care  is  worth  defending,  but  our  idealistic 
approach  by  itself  cannot  withstand  the 
economic  and  political  onslaught  from  so 
many  quarters  as  we  are  experiencing.  We 
will  have  to  make  some  difficult  “Real  Life” 
decisions  soon. 

The  current  most  pressing  problems  con- 
cern PSRO,  NHI,  malpractice,  continuing 
medical  education,  health  planning  and  man- 
power planning.  We  must  come  to  grips  with 
each  in  turn.  Each  answer  may  sit  hard  with 
us,  but  we  cannot  afford  to  win  one  idealistic 
battle  but  lose  the  “Real  Life”  war. 

James  H.  Dunlap,  M.D. 
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Down  Memory 

1.  There  are  16  relative  indications  for 
caesarian  section. 

2.  At  present  it  probably  is  safe  to  say 
that  there  is  no  certain  cure  for  neurosyphilis 
although  a fair  percentage  of  cases  are 
symptomatically  and  serologically  benefited 
by  intensive  intravenous  therapy  and  a some- 
what larger  percentage  by  intraspinal 
therapy. 

3.  The  practice  of  obstetrics  is  common, 
not  being  limited  to  the  doctors  of  medicine, 
but  commonly  undertaken  by  the  osteopath, 
the  chiropractor  and  in  some  instances  by 
the  old  grandmammies. 

4.  Despite  the  passage  of  the  Volstead 
Act  the  medical  profession  is  still  confronted 
by  the  symptom  known  as  headache. 

5.  General  hospitals  still  admit  tubercu- 
lous patients  with  a great  deal  of  fear,  how- 
ever ungrounded  it  may  be,  and  provide 
practically  no  special  facilities  for  their  care. 

6.  The  problem  of  adequate  medical 


Between  Cases 

Department  of  statistics  [1]. 

It  is  estimated  that  more  than  750,000 
Americans  die  of  heart  attacks  or  other 
coronary  artery  disease  complications 
each  year. 


Words  I can  do  without. 

Legend  in  his  own  time,  facet,  ebullient, 
mordant,  saturnine,  acceptation,  lard- 
aceous. 


Just  be  sure  of  the  diagnosis. 

I have  read  that  it  was  once  the  law  (not 
here)  that  a person  who  had  hydro- 
phobia could  be  put  to  death  by  smother- 
ing. 


Lane 

service  to  the  residents  of  rural  communities 
is  as  yet  not  critical  in  any  considerable  part 
of  our  nation  but  it  surely  will  become  so 
within  the  life  of  our  coming  generation 
unless  steps  are  taken  to  remedy  the 
existing  state  of  affairs. 

7.  There  is  an  unmistakable  demand  for 
the  teaching  of  medical  economics. 

8.  When  some  of  us  were  young,  it  was 
not  so  uncommon  for  families  to  bury  five 
members  of  the  family  from  diphtheria 
within  a week. 

9.  A doctor  referring  a case  to  specialist 
is  jointly  liable  with  that  specialist  for  the  re- 
sults of  the  treatment. 

10.  Considerable  furor  has  been  caused  in 
the  western  part  of  the  state  by  the  death  on 
the  operating  table  of  a young  man,  22, 
undergoing  an  operation  for  removal  of  the 
tonsils. 

Nebraska  State  Medical  Journal 
April,  1925 


O to  be  in  England. 

In  1972,  almost  a third  of  the  births  in 
England  and  Wales  (31.5% ) were  in- 
duced. 

Section  on  English. 

I’ve  heard  people  say  it’s  the  best  of  the 
two,  when  we  were  taught  to  say  the 
better.  But  I heard  this  on  that  wonder- 
ful educational  medium,  the  television, 
and  in  color  yet:  This  is  the  better  of  the 
three. 

It  was  bound  to  happen. 

Did  you  know? 

Whooping-cough  was  once  known  as 
chin-cough.  I like  to  call  it  whopping- 
cough. 

Parsley  has  been  used  to  treat  kidney 
disease. 
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Department  of  statistics  [2]. 

More  than  7,000  people  are  now  reported 
to  be  alive  with  a functioning  kidney 
transplant. 

Quote  unquote. 

The  doctors. 

“In  serving  others  they  are  consumed;  in 
healing  others  they  are  destroyed.” 

Anon. 


Eve  was: 

The  first  female. 

The  first  transplant. 

The  first  rejection. 

That’s  what  it  means. 

Intestine:  internal,  inward. 

Erysipelas:  red  skin. 

Series:  a row. 

Things  I get  tired  of. 

Saying  circular  (or  round)  file  when  you 
mean  wastebasket. 

Quote  unquote. 

The  patient. 

“Listen  to  the  patient,  he  is  telling  you 
the  diagnosis.” 

Osier 


— F.C. 


TVantcutb  /tccxilia'iy 

Mrs.  Malachi  W.  Sloan  II  of  Dayton,  Ohio, 
was  elected  a director  of  the  Woman’s 
Auxiliary  to  the  AMA  in  June  1974  for  a 
two-year  term,  and  in  September,  was  ap- 
pointed chairman  of  the  Communications 
Committee.  Prior  to  this  she  had  served  for 
two  years  as  North  Central  Regional  chair- 
man of  the  Legislation  Committee. 


Long  active  in  auxiliary  work,  she  was 
president  of  the  Ohio  auxiliary  in  1968-69, 
and  since  has  served  as  reference  and  re- 
visions chairman,  central  office  chairman, 
Nominating  Committee  chairman,  legislation 
chairman  and  national  delegate.  She  has 
been  a member  of  the  OMPAC  (Ohio  Medical 
Political  Action  Committee)  board  since  1969. 
She  was  president  of  her  county  auxiliary  in 
1961-62,  and  received  an  award  of  merit  from 
that  auxiliary  in  1973.  She  previously  had 
been  honored  with  the  auxiliary’s  Com- 
munity Service  Award  (1964). 

Active  in  community  affairs,  Mrs.  Sloan 
has  been  a member  of  the  Child  Guidance 
Center  from  1972  to  the  present;  a member 
of  the  Citizens’  Committee  of  Juvenile  Court 
from  1966  to  the  present;  and  a member  of 
the  board  of  Planned  Parenthood  of  Miami 
Valley.  She  received  a “Woman  of  the  Year” 
award  from  Lehigh  County,  Penn.,  for  her 
work  in  the  Juvenile  Court  Probation  Office 
and  the  community. 

Born  Jane  Taylor  in  Allentown,  Pennsyl- 
vania, Mrs.  Sloan  served  as  a probation 
officer  in  the  Lehigh  County  Courts  prior  to 
her  marriage  to  Malachi  W.  Sloan  II,  an 
ophthalmologist,  in  1949.  The  couple  has  four 
children  and  eight  grandchildren. 

Her  hobbies  include  travel,  program  plan- 
ning, collecting. 
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In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

Shakespeare 

DR.  BURTON  R.  BANCROFT 

Dr.  Burton  R.  Bancroft,  a surgeon  for  47 
years,  died  January  26,  1975,  at  the  age  of 
74. 

He  was  graduated  from  the  University  of 
Illinois  College  of  Medicine,  and  he  had  been 
a member  of  the  University  of  Illinois 
Chapter  of  AOA  (Alpha  Omega  Alpha)  since 
1925.  He  interned  at  St.  Luke’s  Hospital  in 
Chicago  from  1926  to  1928.  He  was  a Past 
President  of  the  Nebraska  Chapter  of  the 
American  College  of  Surgeons,  a longtime 


Chairman  of  the  State  Relative  Value  Com- 
mittee, as  well  as  a member  of  the  Nebraska 
Board  of  Medical  Examiners. 

He  served  as  surgeon  from  1942  to  1946, 
with  the  Army  Air  Force,  with  the  rank  of 
major.  He  came  to  Kearney  in  1946.  He  was 
Past  President  of  the  Rotary  Club,  Past 
President  of  the  medical  staff  at  Good 
Samaritan  Hospital,  a Diplomate  of  the 
American  Board  of  Surgery,  and  a Fellow  in 
the  American  College  of  Surgery.  He  was  a 
Past  President  of  the  Nebraska  Division  of 
the  American  Cancer  Society,  and  was  one  of 
the  founders  of  the  Practical  Nurses  School 
in  Kearney. 

Surviving  are  his  wife  Susan;  four  sons,  A1 
Candy  of  Lawton,  Okla.,  Tom  Candy  of 
Poughkeepsie,  N.Y.,  Burton  R.  Bancroft  Jr., 
M.D.,  St.  Cloud,  Minn.,  and  John  H.  Ban- 
croft, M.D.,  Kearney. 


Our  Medical  Schools 


U of  N courses. 

1.  A course  originally  scheduled  for  May  9 
and  10  at  the  University  of  Nebraska 
Medical  Center  has  been  postponed  until 
June  20  and  21. 

The  course  will  focus  on  the  ambulatory 
treatment  of  lower  limb  fractures. 

Guest  speaker  is  Dr.  Ernest  Dehne,  pro- 
fessor of  orthopedic  surgery  at  the  Univer- 
sity of  Texas. 

The  course  has  been  approved  for  9.75  pre- 
scribed hours  by  the  American  Academy  of 
Family  Practice. 

Dr.  John  F.  Connolly,  professor  of  ortho- 
pedic surgery  and  chairman  of  the  depart- 
ment, is  course  coordinator. 

The  registration  fee  of  $90  includes  tuition 
and  lunches. 

2.  A symposium  on  complications  in 
diabetes  will  be  held  at  the  Medical  Center 
May  15  and  16. 

In  addition  to  presentations  by  faculty 
members  at  the  Medical  Center,  there  will 
be  workshops  on  glucose  regulation,  pre- 
ventive care  and  nursing  management, 
dietary  management  and  selected  closed-cir- 
cuit television  tapes. 


Registration  fee  is  $60  for  physicians  and 
$40  for  other  allied  health  professionals. 

Course  coordinators  are  Drs.  Thomas  Gal- 
lagher, associate  professor  of  internal 
medicine,  and  Lorraine  Hedman,  director  of 
continuing  education  for  nursing. 

3.  Topics  of  a course  May  23  and  24,  will 
be  practical  electrocardiology  and  arrhythmia 
management. 

The  course  has  been  approved  for  10.25 
AAFP  hours. 

Registration  fee  is  $50. 

Course  coordinator  is  Dr.  Alan  Forker, 
associate  professor  of  internal  medicine. 

4.  A course  on  June  5 and  6,  was  designed 
for  the  relatively  new  workers  in  the  field  of 
mental  retardation.  It  will  provide  an  over- 
view of  the  field  of  mental  health  services. 

With  a registration  fee  of  $35,  the  course 
has  been  approved  for  12  hours  of  AAFP 
credit. 

Course  coordinators  are  Dr.  Frank  Meno- 
lascino,  professor  of  psychiatry  and  of  pedi- 
atrics, and  Robert  Clark,  consultant  for  com- 
munity programs,  division  of  social  and  pre- 
ventive psychiatry,  Nebraska  Psychiatric  In- 
stitute. 
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I Remem  ber 


DID  YOU  HEAR  IT? 

I had  just  been  transplanted  from  the 
medical  school  to  the  hospital,  and  there  was 
a fellow-intern,  who  was  a good  friend  of 
mine,  who  could  not  hear  well.  He  had  a 
great  deal  of  trouble  with  cardiac  murmurs, 
and  he  had  never  heard  a fetal  heart.  Ours 
was  a rotating  internship,  and  whenever  he 
found  himself  on  the  obstetrical  floor,  he 
would  put  on  a head  stethoscope  and  go  and 
find  some  pregnant  woman  who  was  waiting 
to  deliver,  and  he  would  try,  determined  that 
he  would  some  day  hear  a fetal  heart. 

We  admitted  a woman  one  day  who  was 
waiting  to  be  delivered  of  a baby  that  was 
not  alive.  There  was  no  fetal  heartbeat,  and 
we  had  notes  all  over  the  chart  saying  so,  so 
that  no  blame  would  fall  on  anyone  when  the 
dead  child  was  born. 


Well,  you  can  guess.  Along  came  my  hard- 
of-hearing  friend.  He  reached  for  a fetal 
stethoscope,  went  into  the  predelivery  room, 
and  there  was  the  lady  with  the  unborn  child 
whose  heart  had  stopped  beating  forever.  He 
bent  over  her,  put  the  stethoscope  bell  on 
her  belly  wall,  and  listened;  and  he  listened 
and  listened. 

He  did  not  know  the  patient,  of  course, 
and  he  did  not  know  that  there  was  no  fetal 
heartbeat.  You  know  about  hope  and  the 
human  breast.  The  mother  watched  him  and 
thought  he  was  a specialist  they  had  sent 
for.  When  he  had  stopped  listening,  she 
asked  him,  “Did  you  hear  it?” 

And  he  smiled,  and  he  said,  "Yes.”  What 
else?  It  gave  us  a lot  of  trouble. 

— F.C. 


Washington otes 


Health  insurance  (1). 

The  AMA  has  submitted  to  the  94th 
Congress  a new  proposal  for  national  health 
insurance  (NHI). 

The  measure  is  designed  to  provide  full 
health  care  through  private  health  insurance, 
including  catastrophic  illness  protection. 

The  principal  features: 

—Mandated  employer  coverage. 

—Coverage  for  the  self-employed  and  un- 
employed with  a subsidy  for  premium 
costs  for  those  self-employed  with  low  in- 
comes. 

—Supplemental  coverage  plus  subsidized 
premium  for  Medicare  beneficiaries  in 
order  to  equalize  benefits. 

Under  the  revised  AMA  proposal,  most 
people  would  receive  health  care  protection 
under  a mandated  employer  program  fully 
financed  by  premiums  paid  by  employers  and 
their  employees.  Participation  would  be 
optional  for  employees.  At  least  65  percent 


of  the  premium  would  be  payable  by  the 
employer. 

The  former  Medicredit  principles  would 
apply  to  insurance  for  the  jobless  and  the 
self-employed.  The  individual  or  family  would 
buy  “qualified  health  care  insurance,”  that  is, 
insurance  which  meets  federally  established 
standards  of  benefits  and  policy  conditions, 
and  for  those  whose  income  falls  within  a 
defined  subsidy  level,  the  federal  govern- 
ment would  contribute  towards  the  cost  of 
the  premium  on  a scale  related  to  income. 

Government  contributions  to  premiums 
would  be  in  the  form  of  a credit  against 
income  tax  or  a certificate  of  entitlement 
issued  by  the  government  and  acceptable  by 
the  insurer  for  payment  of  premium.  An  in- 
dividual or  family  subsidy  in  any  year  would 
be  based  on  its  income  (measured  by  income 
tax  liability)  for  the  preceding  year.  Limited 
income  individuals  or  families  having  no  tax 
liability  would  be  entitled  to  a tax  credit  (or 
certificate)  for  the  full  amount  of  the  in- 
surance premium.  For  other  eligible  persons, 
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the  entitlement  would  range  from  10  percent 
to  99  percent  of  the  premium. 

Nonemployed  Medicare  beneficiaries  would 
be  eligible  for  federal  subsidy  for  premiums 
for  “qualified  supplemental  coverage”  de- 
signed to  equalize  the  available  benefits  for 
the  elderly  as  for  all  others.  Such  supple- 
mental insurance  would  be  the  same  as  the 
full  insurance  policy  for  persons  under  65, 
but  would  contain  a clause  for  exclusion  of  all 
benefits  obtainable  under  Parts  A and  B of 
Medicare.  The  supplemental  insurance  would 
not  cover  deductibles  and  coinsurance  under 
Medicare  but  would  require  no  deductible  or 
coinsurance  payments  for  the  supplemental 
benefits. 

The  plan  provides  for  continuation  of  an 
employee’s  insurance  following  termination 
of  employment.  Such  insurance  would  be 
fully  paid  from  a special  fund  created  from 
general  revenues  to  cover  periods  of  un- 
employment. 

The  catastrophic  coverage  provision  re- 
quires no  deductible.  Coinsurance  would 
apply  at  a rate  of  20  percent  on  the  cost  of 
all  covered  benefits,  within  a ceiling  limit. 
The  poor  would  pay  no  coinsurance,  and  for 
others,  the  coinsurance  maximum  would  be 
10  percent  of  the  individual  or  family  income, 
reduced  by  an  “exclusion  base.”  The  amount 
of  such  exclusion  would  vary  according  to 
family  size,  and  would  be  set  at  $4,200  for  a 
family  of  four.  Thus  a family  of  four  earning 
$15,000  would  have  a coinsurance  limit  of  10 
percent  of  $10,800  ($15,000  less  $4,200,  or 
$1,080).  In  no  case,  however,  could  co- 
insurance  for  a year  exceed  $1,500  for  an  in- 
dividual or  $2,000  for  a family. 

Some  special  provisions: 

—Employers  whose  payroll  costs  are  in- 
creased by  more  than  3 percent  as  a 
result  of  purchasing  mandated  coverage 
for  employees  would  receive  a cash  (or 
tax  credit)  subsidy:  80  percent  of  the  ex- 
cess cost  in  the  first  year,  continuing  on 
a descending  scale  for  four  years  follow- 
ing. 

—Employers  who  failed  to  comply  with  the 
mandate  would  be  liable  for  reimburse- 
ment to  employees  for  expenses  incurred 
by  reason  of  the  employer’s  noncompli- 


ance, and  subject  to  a fine  of  up  to  two 
times  what  the  employer  would  have 
spent  in  compliance. 

—For  the  unemployed  and  the  self-employ- 
ed, the  maximum  premium  would  be  125 
percent  of  the  average  per  employee 
premium  for  all  large  group  employees 
in  the  state. 

—An  assigned  risk  pool  would  be  estab- 
lished in  each  state.  All  carriers  in  the 
state  would  participate,  and  would  ac- 
cept risk  assigned  to  it. 

—The  federal  government  would  be  pro- 
hibited from  interfering  with  the 
practice  of  medicine. 

—Physician  services  would  be  reimburs- 
able at  “usual  and  customary,  or  reason- 
able charges.”  Hospital  services  pay- 
ments would  be  determined  by  a state 
agency,  after  consultation  with  provi- 
ders, on  a “reasonable  cost  basis”  under 
acceptable  methods  of  reimbursement  in- 
cluding appropriate  prospective  rate  de- 
termination systems.  Other  costs  would 
be  paid  on  a reasonable  charge  or  a 
reasonable  cost  basis,  as  appropriate. 

As  with  the  earlier  Medicredit  plan,  the 
medical  profession’s  new  proposal  would  re- 
place Medicaid. 


Health  insurance  (2). 

Despite  loud  barks  to  the  contrary  from 
Democrats  of  both  House  and  Senate  leader- 
ship, the  chances  of  passage  of  any  type  of 
national  health  insurance  (NHI)  measure  this 
year  seem  remote.  And  the  odds  at  this  time 
seem  to  suggest  that  NHI  may  have  trouble 
the  following  year. 


Liability  insurance. 

The  present  crisis  in  the  underwriting  of 
professional  liability  insurance  has  become  a 
key  issue  in  the  new  Congress.  The  Senate 
Health  Subcommittee  has  slated  hearings 
starting  in  April.  The  House  Health  Subcom- 
mittee is  expected  to  follow  suit.  Five  major 
bills  tackling  the  problem  already  have  been 
introduced. 


April,  1975 
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Professional  liability. 

In  additional  testimony  before  Representa- 
tive Rostenkowski’s  NHI  Subcommittee, 
AMA  President  Malcolm  C.  Todd,  M.D.,  dis- 
cussed the  crisis  in  professional  liability  in- 
surance. Doctor  Todd  thanked  the  Commit- 
tee for  its  efforts,  stating  that,  “Hearings, 
such  as  yours,  are  of  great  value,  for  they 
underscore  the  magnitude  of  this  social 
problem.  Physicians  cannot  practice  medicine 
unless  they  can  obtain  insurance  coverage; 
nor  can  insured  patients  be  compensated 
unless  adequate  funds  are  set  aside  to 
protect  those  patients  who  are  the 
unfortunate  victims  of  wrongful  injury. 
Insurance,  therefore,  must  be  available  at  a 
reasonable  premium  cost  if  care  is  to  be 
delivered  without  interruption,  and  just  as 
importantly,  a rational  system  must  be 
devised  for  the  prompt  and  equitable 
resolution  of  personal  injury  claims  arising  in 
the  course  of  medical  treatment.”  With 
respect  to  contingent  legal  fees,  Doctor  Todd 
suggested  that  a form  of  supervision  be 
developed  to  protect  the  patient  and  the 
physician.  “Attorneys  should  certainly  be 
paid  in  accordance  with  their  training, 
diligence  and  skill,”  he  said,  “and  recognition 
must  be  given  to  the  contingent  fee  as  a 
mechanism  for  assuring  effective  representa- 
tion and  fair  legal  redress  to  those  persons 
who  cannot  retain  skilled  counsel  from  their 
own  assets.  Nonetheless,  in  cases  of  severe 
injury  in  which  judgments  are  of  enormous 
scope,  the  unrestricted  contingent  fee  can 
result  in  a huge  and  inequitable  fee  to  the 
plaintiff’s  attorney.  This  payment  comes 
from  compensation  which  could  otherwise 
assist  the  patient  in  returning  to  an  active 
role  as  a productive  member  of  society.”  Pro- 
ceeding, to  PSRO,  the  AMA  cautioned 
against  the  misuse  of  PSRO  date  and  criteria 
of  care  and  again  asked  for  amendments  to 
the  law.  In  discussing  large  lump  sum 
awards  to  plaintiffs,  it  was  observed  the 
plaintiff  is  not  completely  protected  under 
present  law.  “Verdicts  of  great  magnitude 
reflect  the  basic  compassion  of  our  society 
when  confronted  with  a severely  injured 
person,”  Doctor  Todd  stated. 


Pro-Banthine® 

brand  of 

propantheline  bromide 


Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascula 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  cor 
sidered  before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinar; 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 
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''Antiacid”  action 
for  ulcer  patients... 


one  of  the  many  things  you 
need  in  an  anticholinergic 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 

Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are: 

"Antiacid"  action  — Pro-BanthTne® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 

Pro-Banthine 
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PAIN  RELIEF 
FOR  THE  MAJORITY 


NO.A”for  pain  intensity  below  the  need  for  injectables 

As  a role,  only  pain  that  requires  morphine  is  beyond  the  scope 
of  Empirin®  Compound  with  Codeine  No.  4.  That’s  because  it 
delivers  a full  grain  of  codeine.  (In  the  preferred  phosphate 
form.)  Its  ant itussive  action  is  particularly  appreciated  by 
patients  with  fractured  ribs,  and  following  chest  or  abdominal 
surgery.  Its  low  addiction  liability  is  a bonus. for  all  patients  who 
require  potent  analgesia. 

N0.3-for  almost  all  other  kinds  of  lesser  pain  ™ 

Most  other  kinds  of  lesser  pain  respond  to  Empirin  Compound 
with  Codeine  No.  3— whether  musculoskeletal,  neurological, 
soft-tissue  or  visceral.  One  might  say  No.  3 is  an  “all-purpose” 
analgesic  — not  too  little,  not  iD  . ...  ..  _ 

too  much.  Just  right  for  your  ft 

out-patients  in  these  categories.  Wellcome  / North  Carolina  27709 


Wherever  it  hurts 

IRIN  COMPOUND  c CODE! 


No.3,  codeine  phosphate*(32. 4 mg)  gry2  • No.4,  codeine  phosphate*(64.8  mg)  gr  1 

Warning— may  be  habit-forming.  Each  tablet  also  contains  aspirin  gr  3V2,  phenacetin  gr  2/2,  caffeine  gr  Y2. 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness- 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 


KEEP  THE  HYPERTENSIVE 
PATIENT  ON  THERAPY 
KEEP  THERAPY  SIMPLE  WITH 


DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium11  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Neither  inconvenient  potassium  supplements 
nor  special  K+  rich  diets  needed  as  a rule. 

Just  ‘Dyazide’  once  or  twice  daily  for  maintenance. 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  (1) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’,  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 
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TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POTASSIUM  LEVELS  UP 


On  land,  sea,  and  in  the  air... 


Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 
Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness, 
dry  mouth  and,  on  rare  occasions, 

11  i . . 1 i i A division  of  Pfizer  Pharmaceuticals 

blurred  vision  have  been  reported.  New  York.  New  York  10017 


Antivert/25  ChewableTablets 

(meclizine  HC1)  25  mg. 

for  motion  sickness 


Principal  professional  liability  bills  already 
introduced  include: 

—HR  1305,  by  Representative  Marjorie 
Holt  (R-Md.),  to  establish  a Commission 
Awards. 

—HR  1378,  by  Chairman  Dan  Rostenkow- 
ski  (D-Ill.)  of  the  Ways  and  Means 
Health  Subcommittee,  to  provide  for 
studies  of  the  problem  by  the  National 
Academy  of  Science’s  Institute  of 
Medicine. 

— S 188,  by  Senator  Gaylord  Nelson 
(D-Wis.),  to  authorize  HEW  to  set  up  a 
reinsurance  program  and  to  conduct 
studies  and  experiments. 

— S 482,  by  Senators  Ted  Kennedy  and 
Daniel  Inouye  (D-Hawaii),  for  a no-fault 
plan  eliminating  contingency  fees  but 
subjecting  physicians  to  strict  super- 
vision. 

— S 215,  by  the  same  Senators,  to  estab- 
lish compulsory  arbitration  as  an  alterna- 
tive to  the  above  proposal. 

The  American  Hospital  Association  has 
voted  for  the  creation  of  a captive  reinsur- 
ance company  or  comparable  mechanism,  to 
implement  a national  malpractice  and  general 
liability  insurance  program  for  hospitals  and 
a “positive  legislative  program”  to  seek 
remedies.  A one-time  assessment  of  $4  per 
hospital  bed  would  help  start  the  plan,  which 
wouldn’t  be  acted  upon  finally  until  a special 
meeting  in  May. 

The  AHA  plan  would  provide  first  dollar 
coverage  up  to  the  limit  of  the  policy  pur- 
chased by  the  hospitals.  It  is  expected  that 
this  policy  would  provide  coverage  for  each 
and  every  malpractice  occurrence  of  up  to 
$15  million. 

All  employees  of  the  hospital  including 
house  staff  would  be  covered.  Physicians 


under  contractual  compensation  relationships 
would  be  included  — emergency  room  con- 
tract physicians,  anesthesiologists,  radiolo- 
gists, pathologists,  etc.,  for  their  profes- 
sional activities  within  the  hospital. 

However,  AHA  said  the  insurers  have  ad- 
vised that  private  practitioners  cannot  be  in- 
cluded at  this  time  in  this  program. 

AMA  court  action  against 
the  government. 

Ten  patients  and  five  physicians  have 
joined  the  AMA  in  legal  action  against  new 
hospital  utilization  review  regulations  adopt- 
ed by  the  Department  of  Health,  Education 
and  Welfare. 

The  AMA  and  its  coplaintiffs  contend  that 
the  utilization  review  regulations  violate  the 
constitutionally  protected  rights  of  patients 
to  receive  medical  care  in  accordance  with 
the  best  judgment  of  their  doctors:  violate 
the  constitutionally  protected  rights  of 
physicians  to  practice  medicine;  violate 
specific  sections  of  the  Medicare  and  Medi- 
caid laws:  exceed  the  authority  granted  to 
the  Secretary  of  HEW;  and  were  issued  in  a 
manner  contrary  to  the  procedures  required 
by  the  Constitution  and  the  Administrative 
Procedure  Act. 

Health  insurance  (3). 

Congress  has  signaled  for  legislation  to 
provide  health  insurance  to  the  unemployed. 
Hearings  have  been  already  slated  by  the 
Health  Subcommittee  of  the  House  Ways 
and  Means  Committee.  The  Senate  Health 
Subcommittee  will  also  conduct  hearings. 

Major  bills  have  been  introduced  in  both 
House  and  Senate  to  ease  the  problems  of 
the  growing  number  of  the  out-of-work  by 
helping  them  obtain  private  health  insurance 
in  those  cases  where  it  has  lapsed  because  of 
unemployment. 
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Coming  Meetings 

SECOND  SPRING  CONFERENCE  ON 
CANCER  CONTROL  — Sponsored  by  the 
Nevada  Tumor  Registry  — Nevada  Cancer 
Control  Institute,  Las  Vegas,  Nevada,  on 
April  10th  and  11th,  1975,  Sahara  Hotel  — 
recent  advances  in  the  treatment  of  malig- 
nant melanoma,  lymphoma  and  multiple 
myeloma.  Write  to:  Ms.  Irene  S.  Peacock, 
1800  W.  Charleston  Blvd.,  Las  Vegas, 
Nevada,  89102. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  April  27-30,  1975,  Hilton 
Hotel,  Lincoln,  Nebraska. 

AMERICAN  CANCER  SOCIETY  - National 
Cancer  Institute  — National  Conference  on 
Advances  in  Cancer  Management;  Part  II, 
Detection  and  Diagnosis,  May  1-3,  1975, 
The  Denver  Hilton,  Denver,  Colorado. 

GREAT  PLAINS  ORGANIZATION  FOR 
PERINATAL  HEALTH  CARE  - Annual 
meeting  May  19  and  20,  1975;  Ramada  Inn, 
Bloomington,  Minnesota.  For  further 


The  Letter  Box 

Dear  Dr.  Cole: 

The  last  time  I was  in  personal  contact 
with  you  I was  still  in  practice  in  Lincoln.  As 
you  probably  have  heard  by  now,  I have 
adopted  a new  role  as  a member  of  the 
Cardiovascular  Division  here  at  the  Univer- 
sity of  Nebraska,  plus  I am  the  Director  of 
Medical  Education  of  the  newly-established 
Cardiovascular  Center.  It  is  for  the  latter 
reason  that  I am  writing  you  this  letter. 

I recently  wrote  Dr.  Jim  Dunlap,  the 
President  of  the  Nebraska  Medical  Associa- 
tion, about  the  advisability  of  placing  in  the 
State  Medical  Journal  a brief  description  of 
the  educational  efforts  and  goals  of  our  new 
Cardiovascular  Center.  In  its  most  simple 
terms,  our  primary  goal  is  the  continuing  ed- 


information  or  registration  forms  write  to: 
Ms.  Ruth  Redmond,  R.N.,  Executive  Secre- 
tary, Great  Plains  Organization,  Wisconsin 
Perinatal  Center,  202  South  Park  Street, 
Madison,  Wisconsin  53715 


AMERICAN  COLLEGE  OF  SPORTS  MEDI- 
CINE — 22nd  Annual  Meeting;  May  22-24, 
1975;  Marriott  Hotel,  New  Orleans,  Louis- 
iana. Write  to:  American  College  of  Sports 
Medicine,  1440  Monroe  Street,  Madison, 
Wisconsin  53706. 


AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  June  15-19,  1975,  At- 
lantic City,  New  Jersey. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  October  17-19,  1975,  Omaha, 
Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  - 
29th  Clinical  Convention,  November  30- 
December  4,  1975,  Honolulu,  Hawaii. 


ucation  in  the  field  of  cardiology  for  as  many 
of  the  physicians  in  the  state  of  Nebraska  as 
possible.  Let  me  outline  more  specifically 
some  of  our  current  interests  and  goals: 

1)  Members  of  our  Division  are  available 
for  visits  to  outstate  communities  in 
order  to  offer  any  type  of  educational 
experience  physicians  desire.  We  have 
our  own  Speakers  Bureau  List  of 
Topics,  which  will  be  immediately  sent 
to  representatives  of  all  the  County 
Medical  Societies. 

2)  We  will  offer  a yearly  1-2  day  meeting 
here  at  the  Medical  Center,  predomin- 
antly utilizing  our  own  staff,  geared  di- 
rectly toward  the  needs  of  family  physi- 
cians and  other  primary  care  physicians 
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in  the  state.  The  first  meeting  will  be 
May  23-24,  1975  with  the  title,  “Practi- 
cal Electrocardiography  and  Manage- 
ment of  Arrhythmias.” 

3)  In  the  very  near  future,  we  will 
offer  individual  tutorial  sessions  for  out- 
state  physicians  with  individual  mem- 
bers of  our  Division.  This  will  be  a one- 
week  preceptorship  for  outstate  physi- 
cians who  would  like  to  take  a week  out 
of  their  practice  and  spend  with  us  here 
at  the  Medical  Center.  This  would  be 
geared  directly  toward  the  interests 
and  needs  of  each  particular  physician. 

4)  In  our  initial  effort  in  public  education 
on  heart  disease,  we  are  producing  a 
weekly  television  program  on  Educa- 
tional TV  every  Wednesday  night  at 
9:00  o’clock.  This  will  continue  into  May 
1975,  with  each  week  covering  a dif- 
ferent topic  regarding  heart  diseases, 
their  treatment  and  prevention.  We  are 


Medicinews 

Health  care  cost. 

Health  care  spending  in  the  United  States 
rose  above  $100  billion  for  the  first  time  in 
fiscal  1974,  with  public  spending  increasing 
twice  as  fast  as  private  spending. 

Public  spending  amounted  to  $41.3  billion, 
or  39.6  percent  of  the  1974  total,  an  increase 
of  15.3  percent,  or  $5.5  billion.  Private  spend- 
ing — mainly  private  insurance  and  out-of- 
pocket  payments  — accounted  for  $62.9 
billion,  or  60.4  percent  of  the  total  health 
care  expenditures  for  1974.  This  portion  was 
up  7.7  percent,  or  $4.5  billion,  over  1973. 

Health  benefits  for  the 
unemployed. 

Following  closely  upon  Senator  Bentsen’s 
proposal  for  temporary  health  insurance  for 
the  unemployed,  Senator  Kennedy  (D., 
Mass.)  has  now  introduced  S 625,  The 
Emergency  Unemployment  Health  Benefits 
Act  of  1975.  The  measure  would  amend  the 
Emergency  Jobs  and  Unemployment  Assist- 
ance Act  of  1974  so  that  unemployed  individ- 


strongly interested  in  feedback  from 
outstate  physicians  about  the  helpful- 
ness of  these  programs  related  to  their 
own  efforts  in  patient  education. 

As  you  know,  Dr.  Eliot  is  working  diligent- 
ly to  improve  the  relationship  between  the 
American  College  of  Cardiology  and  the 
American  Academy  of  Family  Practice.  This 
should  also  solidify  and  support  our  efforts  in 
cardiologic  postgraduate  education  in  this 
state. 

We  certainly  would  appreciate  any  space 
you  can  afford  us  in  the  State  Journal  in 
regard  to  the  above  described  activities.  I 
hope  some  day  to  have  the  chance  to  meet 
and  talk  with  you  personally. 

Sincerely  yours, 

Alan  D.  Forker,  M.D. 

Associate  Professor  of  Medicine 
Director,  Heart  Station 
Director,  Medical  Education  of 
Cardiovascular  Center 


uals  entitled  to  benefits  under  state  or 
federal  unemployment  plans  would  have 
their  health  insurance  premiums  paid  by  the 
federal  government.  Under  this  proposal  un- 
employed individuals  would  be  entitled  to 
health  insurance  benefits  of  the  type  and 
scope  which  they  would  have  received  under 
their  previous  employment  agreement.  The 
Secretary  of  Labor  would  make  arrange- 
ments to  pay  insurance  carriers  or  other  ap- 
propriate parties  for  the  continuation  of  the 
unemployed  workers’  health  insurance  and 
state  unemployment  compensation  agencies 
would  certify  individuals  as  being  eligible  for 
health  insurance  benefits.  The  program  is 
scheduled  to  expire  on  June  30,  1976  and  has 
an  estimated  cost  of  between  $1  and  $1.5 
billion  assuming  an  unemployment  rate  of 
8% . In  calling  for  enactment  of  the 
temporary  health  insurance  program,  Sen- 
ator Kennedy  repeated  his  endorsement  of  S 
3,  The  Health  Security  Act  of  1975,  and 
again  called  for  the  early  adoption  of  a com- 
prehensive national  health  insurance  pro- 
gram. 
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Child  and  family  services. 

Senator  Mondale  (D.,  Minn.)  has  intro- 
duced S 626,  The  Child  and  Family  Serv- 
ices Act  of  1975.  A companion  bill  has  also 
been  introduced  in  the  House.  The  bill  pro- 
vides assistance  for  preschool  programs  with 
emphasis  upon  health  care,  nutrition  and  ed- 
ucational programs.  Provision  is  also  made 
for  prenatal  care,  medical  screening,  Head 
Start  — type  programs  and  developmental 
day  care  for  children  of  working  mothers.  In 
his  introductory  remarks  Senator  Mondale 
referred  to  the  increase  in  the  number  of 
mothers  working  outside  the  home,  stating 
that  one  of  every  three  mothers  with  pre- 
school children  is  employed  today  as 
compared  to  1 out  of  8 in  1948.  He  estimated 
that  more  than  27  million  children  under  the 
age  of  18  have  mothers  in  the  work  force. 
The  four  year,  $1.8  billion  program  would 
provide  financial  assistance  for  planning  and 
development  programs,  day  care,  acquisition 
or  construction  of  facilities,  preservice  and 
inservice  training  and  public  information. 
States,  localities,  combinations  of  localities  or 
public  and  nonprofit  organizations  would  be 
eligible  to  serve  as  prime  sponsors  under  the 
bill.  Senator  Humphrey  (D.,  Minn.)  has  also 
introduced  child  and  maternal  health  care 
legislation.  The  bill,  S 659,  would  amend 
Title  V of  the  Social  Security  Act  (relating  to 
maternal  and  child  health)  to  authorize 
federal  payments  to  states  having  plans  ap- 
proved by  the  Secretary  of  HEW  for  estab- 
lishment and  operation  of  mobile  health  care 
facilities. 

Reimbursement  of  drug  costs. 

The  AMA  in  comments  recently  challenged 
the  Secretary  of  HEW’s  proposed  regula- 
tions concerning  the  method  by  which  a 
maximum  allowable  cost  (MAC)  would  be  es- 
tablished for  federal  reimbursement  of  drugs 
furnished  under  federal  programs.  The  MAC 
system  as  proposed  would  generally  limit  re- 
imbursement to  the  acquisition  cost  plus  a 
dispensing  fee.  Administration  of  the  pro- 
gram would  be  conducted  by  a Pharmaceu- 
tical Reimbursement  Board  composed  of  five 
HEW  employees.  The  role  of  the  FDA  would 
be  limited  to  providing  the  board,  upon 
request,  with  a written  statement  as  to 
whether  there  is  any  pending  or  anticipated 


regulatory  activity  including  the  establish- 
ment of  a bioavailability  requirement  which 
would  warrant  delay  in  establishing  a MAC. 
The  cost  limitation  could  be  disregarded  only 
for  a “drug  prescribed  for  a patient  which 
the  prescriber  has  certified  in  writing  is  the 
only  brand  of  that  drug  which  the  patient 
can  tolerate  or  which  will  be  effective  for 
that  patient  ...”  The  AMA  strongly  opposed 
the  MAC  program  contending  that  the 
regulations  contravene  statutory  provisions 
and  “clearly  constitute  an  interference  in 
the  practice  of  medicine.”  The  Association 
contested  the  basic  assumption  that  the 
equivalency,  for  all  purposes,  of  chemically 
equivalent  drugs  is  a scientifically  valid 
principle.  “Any  departmental  directive  seek- 
ing to  restrict  the  availability  of  drugs, 
under  the  guise  of  a determination  of  what 
constitutes  ‘efficient’  delivery  of  health 
services,  would  in  our  view  be  a blatant  in- 
terference in  the  practice  of  medicine,”  the 
AMA  said.  The  Association  reiterated  its 
position  that  it  is  imperative  for  physicians 
to  be  free  to  prescribe  drugs  using  a generic 
or  brand  name  designation  while  taking  into 
account  cost  considerations  as  well. 

Health  revenue  sharing  aired. 

Representative  Rogers,  (D.,  Fla.)  held  one- 
day  of  hearings  on  HR  2954,  The  Health 
Revenue  Sharing  and  Health  Service  Act  of 
1975,  and  HR  2955,  The  Developmental  Dis- 
abilities Amendments  of  1975.  The  only 
witness  invited  to  appear  in  person  before 
the  Subcommittee  on  Health  was  HEW.  All 
other  interested  parties  were  asked  to 
submit  a written  statement. 

In  its  statement  to  the  Subcommittee  the 
AMA  fovored:  The  extension  of  Section 
314(d)  which  relates  to  block  grants  to  states 
for  comprehensive  public  health  services 
("health  revenue  sharing”);  the  extension  of 
family  planning  programs;  the  community 
mental  health  centers  programs;  the  existing 
migrant  health  programs  rather  than  the 
proposed  expansion;  the  establishment  of 
home  health  services  programs;  the  estab- 
lishment of  temporary  Commission  for  the 
Control  of  Epilepsy  and  Its  Consequences; 
and  the  establishment  of  a temporary  Com- 
mission for  the  Control  of  Huntington’s 
Disease  and  Its  Consequences. 
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The  Association  did  not  favor  the  estab- 
lishment of  a National  Center  for  the  Pre- 
vention and  Control  of  Rape  within  the 
National  Institute  of  Mental  Health  through 
this  legislation  suggesting,  instead,  that  this 
serious  problem  of  rape  be  the  subject  of 
separate  legislation  and  full  public  hearings. 
With  regard  to  Migrant  Health,  the  AMA 
again  suggested  to  Mr.  Rogers  that  instead 
of  further  expanding  existing  programs, 
the  Congress  should  establish  “.  . . a 

federally  — supported  program  utilizing 
voluntary  health  insurance  coverage  which 
will  provide  the  migrant  worker  the  flexi- 
bility, mobility  of  benefits,  and  the  dignity  of 
care  which  as  been  lacking  to  date  in 
existing  programs.” 

The  AMA  also  rejected  the  establishment 
of  a national  program  for  the  establishment 
of  community  health  centers  until  such  a 
time  as  this  approach  to  health  care  delivery 
has  been  subjected  to  a cost  effectiveness 
study.  With  regard  to  the  addition  of  a new 
section  to  the  Public  Health  Service  Act 
which  would  establish  hemophilia  diagnostic 
and  treatment  centers,  the  AMA  pointed  to 
the  variety  of  private  programs  already 
successfully  operating  and  suggested  that 
this  new  federal  program  was  not  needed. 

The  other  bill  under  consideration,  HR 
2955  which  provides  for  a two-year  extension 
of  the  developmental  disabilities  program  wa 
supported  in  the  AMA  statement.  It  is  ex- 
pected that  the  Subcommittee  on  Health  will 
prepare  both  bills  for  quick  House  action. 
However,  no  schedule  has  as  yet  been 
announced. 

Teaching  hospitals. 

HEW  Secretary  Caspar  W.  Weinberger  re- 
cently approved  proposed  regulations  per- 
mitting teaching  hospitals  to  receive  Medi- 
care reimbursement  for  physicians  services 
on  the  basis  of  costs  rather  than  charges  for 
the  services. 

Those  hospitals  that  can  expect  more  favor- 
able reimbursement  under  the  options  will 
exercise  it,  the  Secretary  said. 

Under  the  new  rules,  teaching  hospitals 
may  elect  cost  reimbursement  for  reporting 
periods  beginning  from  June  30,  1973,  to 
July  1,  1976.  Also  covered  by  the  regulations 


are  payments  for  volunteer  services  donated 
by  physicians  and  certain  payments  to 
medical  schools. 

The  option  to  receive  Medicare  reimburse- 
ment on  the  reasonable  cost  basis  is  available 
to  teaching  hospitals  if  all  the  physicians  who 
render  services  in  the  hospital  agree  in  writ- 
ing not  to  bill  Medicare  for  their  services. 
Those  hospitals  which  do  not  permit 
physicians  to  bill  Medicare  also  can  qualify. 

Hospitals  can  include  in  the  reasonable 
cost  of  direct  medical  care  the  supervision  of 
interns  and  residents  by  physicians  on  the 
staff  of  the  hospital. 

The  regulations  also  permit  Medicare  pay- 
ment for  certain  volunteer  patient  care 
services  performed  by  physicians  whose 
primary  duties  are  in  teaching  or  administra- 
tion. These  payments  will  be  made  to  a fund 
designated  by  the  organized  medical  staff  of 
the  teaching  hospital  or  medical  school.  The 
fund  will  be  used  for  improvement  of  patient 
care,  or  for  educational  or  charitable 
purposes,  the  Secretary  said. 

AMA  and  UR  regs. 

The  AMA  joined  by  ten  patients  and  five 
individual  physicians  has  filed  suit  against 
HEW  Secretary  Caspar  W.  Weinberger 
seeking  both  preliminary  and  permanent  in- 
junctions against  the  enforcement  of  utiliza- 
tion review  regulations  which  became 
effective  February  1,  1975.  The  law  suit,  the 
first  in  Association  history  to  be  taken 
against  the  Department  of  HEW,  was  filed  in 
Federal  District  Court  in  Chicago,  Illinois. 
The  AMA  and  its  co-plaintiffs  contend  that 
the  utilization  review  regulations  violate  the 
constitutionally  protected  rights  of  patients 
to  receive  medical  care  in  accordance  with 
the  best  judgment  of  their  doctors  . . . 
violate  specific  sections  of  the  Medicare  and 
Medicaid  laws  . . . exceed  the  authority 
granted  to  the  Secretary  of  HEW  . . . and 
were  issued  in  a manner  contrary  to  the  pro- 
cedures required  by  the  Constitution  and  the 
Administrative  Procedure  Act.  “This  is  the 
issue  we  are  putting  before  the  courts  and 
before  the  American  people,”  stated  Malcolm 
C.  Todd,  M.D.,  President  of  the  American 
Medical  Association.  “Is  the  decision  that  you 
need  hospital  care  to  be  made  by  your  doctor 
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...  who  knows  you  — or  by  a physician  who 
does  not  know  you  — or  worse  yet,  by  a non- 
physician?” The  purpose  of  the  regulations, 
Dr.  Todd  charged,  is  cost  reduction  in  the 
Medicare  and  Medicaid  programs.  However, 
AMA  noted  that  “both  logic  and  evidence 
suggest  that  the  Secretary’s  regulations  will 
increase  the  cost  of  medical  care.”  Dr.  Todd, 
proceeded  to  state,  “We  believe  that  any 
regulations  that  exalt  financial  considerations 
above  the  interest  of  patients  are  morally 
wrong.  We  believe  that  any  regulations  that 
place  medical  decisions  in  the  hands  of  non- 
physicians are  medically  wrong.  We  believe 
that  any  regulations  that  violate  constitution- 
al rights  are  legally  wrong.  We  do  not 
believe  they  are  acceptable  to  the  American 
people.  They  certainly  are  not  acceptable  to 
us.  We  intend  to  fight  them.”  A hearing  on 
the  suit  was  conducted  Tuesday,  March  4, 
1975. 


Pneumoperitoneum  in  Ventilated  Newborns 

— J.  C.  Leonidas  et  al  (Children’s  Mercy 
Hosp,  Kansas  City,  Mo  64108).  Am  J Dis 
Child  128:677-688  (Nov)  1974. 

In  a two-year  period  222  newborn  infants 
were  treated  with  ventilatory  assistance, 
mainly  for  severe  idiopathic  respiratory  dis- 
tress syndrome.  Nine  of  these  infants  had 
radiographic  evidence  of  pneumoperitoneum, 
four  of  them  in  the  absence  of  gastrointest- 
inal perforation.  The  presence  of  pulmonary 
air  leaks  (pulmonary  interstitial  emphy- 
sema, pneumomediastinum,  pneumothorax) 
correlated  poorly  with  the  presence  or  ab- 
sence of  perforation.  Upright  abdominal 
roentgenograms  demonstrated  intraperi- 
toneal  air  fluid  levels  in  a patient  with  per- 
foration and  peritonitis;  such  air  fluid  lev- 
els were  absent  when  pulmonary  air  leak  was 
the  cause  of  pneumonperitoneum.  Water 
soluble  contrast  medium  positively  identified 
an  ileal  perforation  in  one  patient. 


HMO  option. 

The  Department  of  HEW  has  issued  pro- 
posed regulations  governing  operation  of  the 
employees’  health  benefits  section  of  the 
Health  Maintenance  Organization  Act.  That 
clause  requires  employers  who  offer  their 
employees  health  benefits  to  offer  the  option 
of  membership  in  a qualified  HMO  which  pro- 
vides services  in  the  area.  Under  the  pro- 
posed regulations  unions  may  refuse  to 
contract  for  HMO  coverage.  Upon  union  re- 
fusal, however,  the  employer  must  still  offer 
the  HMO  option  on  the  same  terms  and  con- 
ditions to  individual  employees.  According  to 
DHEW,  “This  approach  is  consistent  with 
the  requirements  of  the  National  Labor  Re- 
lations Act  and  achieves  the  purpose  of  the 
HMO  law  by  requiring  that  the  option  of 
membership  in  a qualified  HMO  in  a health 
benefits  plan  be  exercised  by  the  individual 
employees  of  an  employer.  The  Department 
does  not  believe  that  a different  accommoda- 
tion of  the  two  statutes  (NLRA  and  HMO)  — 
namely  that  an  employer  does  not  have  an 
obligation  to  offer  the  HMO  plan  if  the  union 
rejects  it  — meets  the  basic  purposes  of  the 
HMO  law.”  The  union  could,  however,  select 
HMO  coverage  as  the  sole  health  benefit 
plan. 


Books 

New  parts  for  old;  the  age  of  organ  transplants;  by 

John  G.  Deaton,  M.D.;  160  pages;  hard  cover,  $7.40; 
published  1974  by  Franklin  Publishing  Co.,  Palisade, 
New  Jersey. 

Dr.  Deaton,  I am  told,  has  done  research  in  trans- 
plantation immunology,  and  has  been  appointed 
Assistant  Professor  of  Zoology  at  the  University  of 
Texas  at  Austin. 

The  book  is  divided  into  17  chapters;  it  has  a short 
bibliography  but  very  few  references.  There  are  46 
illustrations,  and  some  of  them  are  nice  but  not  too 
exactly  reproduced  photographs. 

The  book  is  quite  readable,  and  I have  read  every 
word  of  it.  The  foreword  is  by  W.  J.  Kolff,  M.D.,  which 
helps,  although  his  first  name  is  given  as  Willem  on 
some  pages  and  as  William  elsewhere.  There  is  an 
index. 

I wish  the  author  had  considered  blood  transfusion  to 
be  a transplant,  even  though  part  of  his  title  is  “the  age 
of  organ  transplants.’’  I saw  no  mention  of  hair  trans- 
plants; and  prostheses,  I suppose,  are  not  transplants. 

1 like  the  title.  It  so  reminds  me  of  the  title  I gave 
my  own  editorial  on  organ  transplantation;  “New  lamps 
for  old";  Nebraska  Med  J 59:230  (July)  1974. 

The  book  is  written  in  story-telling  fashion  and  seems 
meant  for  the  nondoctor;  the  gallbladder  is  “this  sack 
that  stores  bile  from  the  liver”;  but  anyone  can  read  it. 
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THINGS  YOU  SHOULD  KNOW 

SOSCOSCOOOSOOOOOSCQOCCOSOOSCOOOSOOSC 

This  program  is  acceptable  for  8 Vi 
elective  hours  by  the  American 
Academy  of  Family  Physicians. 

cocccocccoococcoococcccocccccccccccc 

REGISTRATION  - Lobby,  Lincoln  Hilton  Hotel,  8:00 
a.m.,  Tuesday  and  Wednesday,  April  29  and  30, 
1975. 

GENERAL  SESSIONS  — Grand  Ballroom,  Lincoln 
Hilton  Hotel. 

OF  SPECIAL  INTEREST 

MEDICINE  AND  RELIGION  DINNER  - Sunday, 
April  27th,  7:00  p.m.,  Grand  Ballroom,  Lincoln 
Hilton  Hotel.  “Hidden  Contract  of  Marriage”  The 
Rev.  Dr.  Kenneth  R.  Mitchell,  Director  of  the 
Division  of  Religion  and  Psychiatry,  The  Mennin- 
ger  Foundation,  Topeka,  Kansas.  The  Medicine  and 
Religion  Dinner  is  co-sponsored  by  the  American 
Medical  Association. 

ATHLETIC  MEDICINE  LUNCHEON  - Tuesday, 
April  29th,  12:00  noon,  Fanny's,  Lincoln  Hilton 
Hotel.  “Current  Status  of  the  Big  Red”  Mr.  Bill 
Myles,  Linebacker  Coach,  University  of  Nebraska 
Cornhuskers  and  Mr.  Rik  Bonness,  All  American 
Center,  University  of  Nebraska  Cornhuskers. 

PRESIDENT'S  RECEPTION  - Honoring  the  Pres- 
ident of  the  Nebraska  Medical  Association  and  the 
President  of  the  Woman’s  Auxiliary.  Tuesday, 
April  29th,  6:00  p.m..  East  Hills  Supper  Club  at 
70th  & Sumner  Streets,  Lincoln. 

FUN  NIGHT  — A superb  dinner  followed  by  a musical, 
melodrama  entitled  “NO  SOONER  WON  THAN 
WED."  Tickets  $15.00  per  person.  The  President’s 
Reception  will  immediately  precede  the  dinner. 
Tuesday,  April  29th,  7:00  p.m..  East  Hills  Supper 
Club  at  70th  & Sumner  Streets,  Lincoln.  Y.  Scott 
Moore,  M.D.,  Chairman. 

PAST  PRESIDENT’S  BREAKFAST  - Wednesday, 
April  30th,  7:00  a.m.,  Parlour  C,  Lincoln  Hilton 
Hotel. 

ANNUAL  DISTINGUISHED  LUNCHEON  - Pres- 
idential Address.  Installation  of  New  Officers. 
Recognition  of  Fifty-Year  Practitioners.  Former 
astronaut,  Mr.  Neil  A.  Armstrong,  will  speak  on 
“The  Space  Program  and  Problems  as  They  Affect 
Us  All.”  Wednesday,  April  30th,  12:00  noon,  Grand 
Ballroom,  Lincoln  Hilton  Hotel. 

BASIC  LIFE  SUPPORT  COURSE  - A Basic  Life 
Support  Course  for  physicians  and  their  wives  has 
been  scheduled  which  fulfills  the  National 
Standards  of  the  American  Heart  Association.  Pre- 
registration is  required.  The  individual  courses  are 
scheduled  as  follows: 

1.  April  29,  1975,  Tuesday,  7:30-11:00  A.M. 

2.  April  29,  1975,  Tuesday,  1:30-5:00  P.M. 

3.  April  30,  1975,  Wednesday,  7:30-11:00  A.M. 
Platte  Rooms  North  & South. 


SPORTSMAN’S  DAY  ACTIVITIES 


SPORTSMAN’S  DAY  LUNCHEON  - The  Country 
Club  of  Lincoln,  3200  South  24th  Street,  Monday, 
April  28th,  11:30  a.m.  Participation  by  preregistra- 
tion only.  James  H.  Rickman,  M.D.,  Chairman. 


GOLF  TOURNAMENT  - The  Country  Club  of  Lincoln, 
3200  South  24th  Street,  Monday,  April  28th.  Shot- 
gun tee  off  1:00  p.m.  Participation  by  preregistra- 
tion only.  James  H.  Rickman,  M.D.,  Chairman. 

TENNIS  — Lincoln  Racquet  Club  Ltd.,  5300  Old 
Cheney  Road,  Monday,  April  28th,  2:00  p.m.  Par- 
ticipation by  preregistration  only.  William  T. 
Griffin,  M.D.,  Chairman. 

SKEET  and  TRAP  SHOOT  - Lincoln  Gun  Club,  4855 
North  48th  Street,  Monday,  April  28th,  1:00  p.m. 
Participation  by  preregistration  only.  Guy  M. 
Matson,  M.D.,  Chairman. 

SPORTSMAN’S  ANNUAL  AWARD  DINNER  - The 
Country  Club  of  Lincoln,  3200  South  24th  Street, 
Monday,  April  28th.  Social  Hour  at  5:30  p.m.  and 
Sportsman’s  Annual  Award  Dinner  at  6:30  p.m. 
James  H.  Rickman,  M.D.,  Chairman. 


ANCILLARY  MEETINGS 

AMERICAN  COLLEGE  OF  SURGEONS,  NEBRASKA 
CHAPTER,  ANNUAL  BUSINESS  MEETING  - 
Sunday,  April  27th,  5:00  p.m.,  Platte  Rooms  North 
and  South,  Lincoln  Hilton  Hotel. 

UNIVERSITY  OF  NEBRASKA  PRECEPTOR  BREAK- 
FAST — Tuesday,  April  29th,  7:30  a.m.,  Parlours 
A and  B,  Lincoln  Hilton  Hotel. 

UNIVERSITY  OF  NEBRASKA  COLLEGE  OF  MED- 
ICINE ALUMNI  MEETING  AND  SOCIAL  HOUR 
— Tuesday,  April  29th,  4:15  p.m.,  Parlours  A,  B 
and  C,  Lincoln  Hilton  Hotel. 
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Officers 


JAMES  H.  DUNLAP,  M.D. 
President  1974-1975 


President 

James  H.  Dunlap,  M.D.,  Norfolk  1974-1975 

Warren  G.  Bosley,  M.D.,  Grand  Island  . 1975-1976 


Secretary-Treasurer 

Russell  L.  Gorthey,  M.D Lincoln 


Editor 

Frank  Cole,  M.D Lincoln 


Executive  Secretary 

Kenneth  E.  Neff Lincoln 


Board  of  Councilors 

District  Term  Expires 

1.  Thomas  J.  Gurnett,  M.D.,  Omaha  1975 

2.  Louis  J.  Gogela,  M.D.,  Lincoln  1975 

3.  H.  C.  Stewart,  M.D.,  Pawnee  City  . . 1975 

4.  James  G.  Carlson,  M.D.,  Verdigre  . 1975 

5.  Robert  M.  Sorensen,  M.D.,  Fremont  1976 

6.  Houtz  G.  Steenburg,  M.D.,  Aurora  1976 

7.  Lyle  H.  Nelson,  M.D.,  Crete  1976 

8.  A.  Dean  Gilg,  M.D.,  Bassett  1976 

9.  Hiram  R.  Walker,  M.D.,  Kearney 1977 

10.  Fred  J.  Rutt,  M.D.,  Hastings  1977 

11.  Berl  W.  Spencer,  M.D.,  Ogallala  1977 

12.  Calvin  M.  Oba,  M.D.,  Scottsbluff  1977 


WARREN  G.  BOSLEY,  M.D. 
President  1975-1976 


Chairman,  Board  of  Councilors 

Houtz  G.  Steenburg,  M.D.,  Aurora  1975 

Speaker,  House  of  Delegates 

Harry  W.  McFadden,  Jr.,  M.D.,  Omaha  1977 

Vice  Speaker,  House  of  Delegates 
Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings  1977 

Delegates  to  A.M.A. 

Roger  D.  Mason,  M.D.,  Omaha 1975 

John  R.  Schenken,  M.D.,  Omaha  1976 

Alternate  Delegates  to  A.M.A. 

C.  J.  Cornelius,  Jr.,  M.D.,  Sidney 1975 

John  D.  Coe,  M.D.,  Omaha  1976 

Board  of  Directors 

Carl  L.  Frank,  M.D.,  Scottsbluff,  Chairman  1975 

Charles  F.  Ashby,  M.D.,  Geneva  1976 

Dwight  W.  Burney,  Jr.,  M.D.,  Omaha  . . 1977 

Robert  B.  Benthack,  M.D.,  Wayne  . . 1978 

Russell  L.  Gorthey,  M.D.,  Lincoln 
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Announcements 


Acknowledgements 


House  of  Delegates 

1st  Session:  Sunday,  April  27,  1975,  1:00  p.m.,  Grand 
Ballroom 

2nd  Session:  Monday,  April  28,  1975,  8:00  a.m..  Grand 
Ballroom 

3rd  Session:  Wednesday,  April  30,  1975,  7:30  a.m., 
Grand  Ballroom 


Board  of  Councilors 

1st  Session:  Sunday,  April  27,  1975,  11:00  a.m.,  Platte 
Room  North 

2nd  Session:  Monday,  April  28,  1975,  11:00  a.m., 

Parlour  C 


Board  of  Directors 

Tuesday,  April  29,  1975,  7:30  a.m.,  Parlour  C 


The  Nebraska  Medical  Association  takes  this  op- 
portunity to  recognize  and  express  its  appreciation  for 
the  grants  received  from  the  following  organizations: 

American  Cancer  Society, 

Nebraska  Division,  Inc. 

Pharmaceuticals  Division 
Ciba-Geigy  Corporation 

EH  Lilly  and  Company 
Merck  Sharp  & Dohme 
Mutual  of  Omaha 

Nebraska  Medical  Foundation,  Inc. 

A.  H.  Robins  Company 
Swanson  Center  for  Nutrition,  Inc. 


Scientific  Sessions  Committee 


Herbert  E.  Reese,  M.D.,  Chairman  Lincoln 

Richard  A.  Cottingham,  M.D.  McCook 

Randolph  M.  Ferlic,  M.D Omaha 

Nominating  Committee  Russell  L.  Gorthey,  M.D Lincoln 

1st  Session:  Monday,  April  28,  1975,  10:30  a.m.,  Room 

203  Joel  T.  Johnson,  M.D.  Kearney 

2nd  Session:  Tuesday,  April  29,  1975,  11:15  a.m.,  Room  Y.  Scott  Moore,  M.D.  Lincoln 

203 

Robert  M.  Stryker,  M.D.  Omaha 

3rd  Session:  Tuesday,  April  29,  1975,  4:15  p.m.,  Room 
203 
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Technical  Exhibitors 

American  Cancer  Society  — Nebraska  Division,  Inc., 
Omaha,  Nebraska 

Ayerst  Laboratories,  Inc.,  New  York,  New  York 

Blue  Cross  and  Blue  Shield  of  Nebraska,  Omaha, 
Nebraska 

Bristol  Laboratories,  Syracuse,  New  York 

Cardiovascular  Center,  University  of  Nebraska  Medical 
Center,  Omaha,  Nebraska 

Coca-Cola  USA,  Chicago,  Illinois 

Control-O-Fax,  Sioux  City,  Iowa 

Cooper  Laboratories,  Inc.,  Parsippany,  New  Jersey 

Donley  Medical  Supply  Company,  Lincoln,  Nebraska 

Dorsey  Laboratories,  Lincoln,  Nebraska 

Encyclopaedia  Britannica,  Inc.,  Chicago,  Illinois 

Lancaster  County  Chapter,  March  of  Dimes,  Lincoln, 
Nebraska 

Medtronic,  Lincoln,  Nebraska 

Nebraska  Heart  Association,  Inc.,  Omaha,  Nebraska 
and  Nebraska  State  Health  Department,  Lincoln, 
Nebraska 

Nebraska  Orthopaedic  Society  in  cooperation  with 
Merck  Sharp  & Dohme 

Nebraska  State  Health  Department  — Health  Educa- 
tion Division,  Lincoln,  Nebraska 

NMA  Sub-Committee  on  Athletic  Injuries,  Lincoln, 
Nebraska 

Paul  Revere  Life  Insurance  Company,  Omaha, 
Nebraska 

Physician’s  Assistant  Program,  University  of  Nebraska 
Medical  Center,  Omaha,  Nebraska 

Professional  Credit  Control  Inc.,  Lincoln,  Nebraska 

Roche  Laboratories,  Nutley,  New  Jersey 

St.  Paul  Fire  and  Marine  Insurance  Company,  St.  Paul, 
Minnesota 

Sandoz  Pharmaceuticals,  East  Hanover,  New  Jersey 

Social  Security  Disability,  Lincoln,  Nebraska 

United  States  Navy  — Medical  Department,  Omaha, 
Nebraska 

Western  Life  Insurance  Company,  St.  Paul,  Minnesota 


PROGRAM 


SUNDAY  EVENING,  APRIL  27,  1975 


7.00  MEDICINE  AND  RELIGION  DINNER  - 
Grand  Ballroom 

Sponsored  by  the  NMA  Medicine  and  Religion 
Committee, 

John  C.  Goldner,  M.D.,  Chairman 

Co-Sponsored  by  the  American  Medical  Associa- 
tion 


Presiding  — 

James  H.  Dunlap,  M.D.,  President 


Speaker  — 

“Hidden  Contract  of  Marriage” 

Rev.  Dr.  Kenneth  R.  Mitchell 
Director  of  the  Division  of  Religion  and 
Psychiatry 

The  Menninger  Foundation,  Topeka, 
Kansas 


Kenneth  R.  Mitchell,  Ph.D. 
Topeka,  Kansas 

Doctor  Mitchell  is  a graduate  of 
Princeton  University  and  of  Prince- 
ton Theological  Seminary  He  is  an 
ordained  minister  of  the  United 
Presbyterian  Church,  and,  before 
his  specialty  studies  at  the  Uni- 
versity of  Chicago  which  led  to  the 
Ph  D , was  the  pastor  of  churches 
in  St  Louis,  Missouri  His  special 
professional  interest  is  Family 
Therapy  and  Marriage  Counseling 
Doctor  Mitchell  currently  serves  as 
Director  of  the  Division  of 
Religion  and  Psychiatry  at  The 
Menninger  Foundation  Doctor 
Mitchell's  hobbies  include  music 
and  drama,  and  he  has  recently 
been  the  Musical  Director  of  Your 
A Good  Man,  Charlie  Brown. 
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Daniel  F.  Hanley,  M.D. 

Brunswick,  Maine 

Doctor  Hanley  graduated  from 
Columbia  University  College  of 
Physicians  and  Surgeons  in  1943. 
He  currently  serves  as  College 
Physician,  Bowdoin  College,  Bruns- 
wick, Maine  Doctor  Hanley  was 
physician  for  the  U.  S Olympic 
Team  in  Rome  (1960),  Tokyo 
(1964),  Winnipeg  (1967),  Grenoble 
(1968)  and  Mexico  (1968);  and 
physician  for  the  U.  S Track  and 
Field  Team  in  Russia  (1961).  He  is 
the  U S Representative  and  a Per- 
manent Member  of  the  Medical 
Commission  of  the  International 
Olympic  Committee  and  served 
as  Chairman  of  the  Medical  & 
Training  Services  Committee,  U.  S 
Olympic  Committee  for  the  1972 
Quadrennium.  Doctor  Hanley  is 
also  Deputy  Chairman  of  the  Inter- 
national Association  of  Olympic 
Medical  Officers 


Ralph  A.  Nelson,  M.D., 
PhD. 

Rochester,  Minnesota 

Doctor  Nelson  graduated  from 
the  University  of  Minnesota  Med- 
ical School  in  1953.  He  currently 
serves  as  Chairman,  Department  of 
Nutrition,  Mayo  Clinic.  He  also 
currently  holds  appointments  at 
Mayo  Craduate  School  and  Mayo 
Medical  School  in  Physiology  and 
Nutrition  His  major  research 
interests  consist  of  studies  in  gas- 
trointestinal absorption  of  water, 
electrolytes  and  other  nutrients 
and  gastrointestinal  function;  ef- 
fects of  dietary  treatment  on 
lowering  blood  cholesterol  and 
blood  urea,  and  obesity 


O 


William  T.  McReynolds, 
PhD. 

Columbia,  Missouri 

Doctor  McReynolds  received  his 
PhD.  in  Clinical  Psychology  from 
the  University  of  Texas  at  Austin 
in  1969  He  currently  serves  as 
Associate  Professor  of  Psychology 
at  the  University  of  Missouri  and  is 
Director  of  Craduate  Studies 
Doctor  McReynolds'  current  re- 
search includes  a study  on  weight 
loss  production  through  self-con- 
trol and  nutrition  information  This 
program  is  one  of  the  largest 
applied  research  projects  of  its 
kind  in  this  country  and  is  a 
cooperative  project  of  the  Lincoln 
University,  Jefferson  City,  Missouri 
and  the  University  of  Missouri 
Several  investigations  related  to 
the  modification  of  eating  habits 
in  the  obese  have  been  completed 
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Laurence  M.  Hursh.  M.D. 

Urbana,  Illinois 

Doctor  Hursh  graduated  from 
the  University  of  Minnesota  Med- 
ical School  in  1940  He  currently 
serves  as  Director  of  Health 
Services,  University  of  Illinois. 
Doctor  Hursh  is  a Diplomate  of 
National  Boards,  a Fellow  of  the 
American  College  of  Physicians,  a 
Member  of  the  Society  for  Cryo- 
surgery and  is  certified  by  the 
American  Board  of  Nutrition  He 
was  President  of  the  Mid-American 
College  Health  Association  in 
1972-73.  He  was  Commanding 
Officer  of  the  U S Army  Medical 
Research  and  Nutrition  Unit,  Fitz- 
simons  Army  Hospital,  Denver, 
Colorado 


Virginia  T.  Stucky,  R.D., 
M.A. 

Wichita,  Kansas 

Mrs  Stucky  did  her  dietetic 
internship  at  Massachusetts  Gen- 
eral Hospital  in  1944  and  received 
her  M.A.  from  Columbia  University 
in  1948  She  is  founder  and  Vice 
President  of  The  Diet  Teaching 
Program,  Inc  She  is  past  Chairman 
ot  the  Nutrition  Sub-Committee  of 
the  American  Heart  Association 
Mrs.  Stucky  has  had  appointments 
al  Kansas  University  Medical 
Center,  Kansas  State  University 
and  several  schools  of  nursing  She 
w presently  on  the  Faculty  at  the 
Wkhita  State  University  Branch  of 
Kansas  University  Medical  College 
and  Wesley  School  of  Nursing,  and 
ix  involved  in  teaching  medical 
students  and  students  in  allied 
health  fields  The  educational 
philosophy  that  is  the  basis  of  the 
programs  Mrs.  Stucky  develops  is 
leaching  begins  when  telling 
stops." 
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TUESDAY  NOON,  APRIL  29,  1975 


107th  Annual  Session 

TUESDAY  MORNING,  APRIL  29,  1975 

7:30  Basic  Life  Support  Program, 

Platte  Rooms  North  and  South 

8:00  Registration,  Lobby 


12:00  ATHLETIC  MEDICINE  LUNCHEON  - Fanny’s 

Sponsored  by  the  NMA  Sub-Committee  on 
Athletic  Injuries; 

John  E.  Murphy,  M.D.,  Chairman 

—James  H.  Dunlap,  M.D.,  President,  Presiding 


8:00  Exhibits  Open,  Grand  Ballroom  West  and 
Assembly 

Coffee  available  in  Exhibit  Area 

9:15  OPENING  CEREMONIES  - Grand  Ballroom 

Welcome 

—James  H.  Dunlap,  M.D.,  President 
Invocation 

—Rev.  Clarke  A.  Mundhenke 
Director  of  Pastoral  Care 
Lincoln  General  Hospital 
Necrology 

—George  B.  Salter,  M.D.,  Norfolk 

9:30  SYMPOSIUM  ON  FAT  - FACTS,  FADS  & 
to  FANCIES  — Grand  Ballroom 
12:00 

Moderator  — 

Robert  D.  Sidner,  M.D.,  Kearney 
Internal  Medicine 

Co-Moderator  — 

Arnold  E.  Schaefer,  Ph.D.,  Omaha 
Director,  Swanson  Center  for  Nutrition,  Inc. 

9:30  “Olympic  Athletics,  Diet,  Pep  Pills" 

—Daniel  F.  Hanley,  M.D.,  Brunswick,  Maine 
College  Physician,  Bowdoin  College 
(Former  All  American  & Senior  Physician  for 
all  U.  S.  Olympic  Teams) 

10:15  “Food,  Fad  & Quackery" 

—Ralph  A.  Nelson,  M.D.,  Ph.D.,  Rochester, 
Minnesota,  Chairman,  Department  of  Nutri- 
tion, Mayo  Clinic 

11:00  Panel  Discussion— 

“Diet,  Behavioral  Therapy,  Physical  Exercise 
and  Weight  Control” 

—Virginia  T.  Stucky,  R.D.,  M.A.,  Wichita, 

Kansas 

Vice  President  of  The  Diet  Teaching  Program, 
Inc. 


Mr.  Bill  Myles 

Lincoln,  Nebraska 

Mr  Bill  Myles  graduated  from 
Drake  University  in  1962  and  ob- 
tained his  Master  of  Silence  De- 
gree from  Central  Missouri  State 
University  in  1967  He  currently 
serves  as  Linebacker  Coach  for  the 
University  of  Nebraska  Cornhusker 
Football  Team  and  is  entering  his 
fourth  year  as  a Cornhusker  Coach 
He  previously  served  as  an 
Offensive  Line  Coach 


Mr.  Rik  Bonness 
Lincoln,  Nebraska 

Mr  Rik  Bonness  is  the  All 
American  center  for  the  University 
ol  Nebraska  Cornhuskers.  He  has 
been  tabbed  by  Coach  Tom 
Osborne  as  "the  finest  center 
we've  had  at  Nebraska  during  the 
past  thirteen  years,  an  outstanding 
individual  on  and  off  the  field  and 
a great  athlete  " He  is  a Business 
Administration  student  and  played 
his  high  school  football  at 
Bellevue,  Nebraska  Mr  Bonness 
will  enter  his  senior  year  at  the 
University  of  Nebraska  in  the  fall 
of  1975  Following  the  1974  season 
he  was  named  to  the  Associated 
Press  and  Playboy  All  American 
Teams  as  well  as  the  All  Big  Eight 
Team 


—William  T.  McReynolds,  Ph.D.,  Columbia, 
Missouri 

Associate  Professor  of  Psychology,  University 
of  Missouri 

—Laurence  M.  Hursh,  M.D.,  Urbana,  Illinois 
Director  of  Health  Services,  University  of 
Illinois 

Questions  and  Discussion 

Co-Sponsored  by  the  Swanson  Center  for 
Nutrition,  Inc. 


“Current  Status  of  the  Big  Red” 

—Mr.  Bill  Myles,  Linebacker  Coach 
University  of  Nebraska  Cornhuskers 

—Mr.  Rik  Bonness,  All  American  Center 
University  of  Nebraska  Cornhuskers 

Presentation  of  AMA-ERF  Checks 

2:00  Visit  the  Exhibits 
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Nebraska 


PROGRAM 


PROGRAM 


TUESDAY  AFTERNOON,  APRIL  29,  1975 


TUESDAY  EVENING,  APRIL  29,  1975 


1 :30  Basic  Life  Support  Program, 

Platte  Rooms  North  & South 

2:30  SYMPOSIUM  ON  LYMPHOMA  - “A  Common 
to  Nebraska  Disease” 

4:15  Grand  Ballroom 

Moderator  — 

F.  William  Karrer,  M.D.,  Omaha 
General  Surgery 

—Katharine  E.  Chapman,  M.D.,  Denver, 
Colorado 

Radiotherapist,  Presbyterian  Medical  Center 


Katharine  E.  Chapman,  M.D 

Denver,  Colorado 

Doctor  Chapman  graduated 
from  New  York  University  School 
of  Medicine  in  1940  Her  under- 
graduate training  was  received  at 
Radcliffe  College  and  she  later 
trained  in  radiology  at  Presbyterian 
Medical  Center  in  Denver  where 
she  has  continued  to  practice 
radiotherapy  During  the  last  six 
years  she  has  also  treated  the 
oncology  patients  from  Children's 
Hospital  in  Denver  and  served  as  a 
radiotherapist  at  La  Junta  Medical 
Center  in  La  Junta,  Colorado  She 
was  a founder  and  is  still  active  in 
the  Denver  Intercity  Hodgkin's 
Program,  an  effort  in  promoting 
improved  multi-disciplinary  ap- 
proaches to  a specific  cancer 


—John  R.  Feagler,  M.D.,  Omaha 
Hematology 

—Jerald  R.  Schenken,  M.D.,  Omaha 
Pathology 

Questions  and  Discussion 

Co-Sponsored  by  the  American  Cancer  Society 
—Nebraska  Division,  Inc. 

4:15  Visit  the  Exhibits 


6:00  PRESIDENT’S  RECEPTION  For  Members  and 
Wives 

East  Hills  Supper  Club 

70th  & Sumner  Streets,  Lincoln 


7:00  FUN  NIGHT 

East  Hills  Supper  Club 

70th  & Sumner  Streets,  Lincoln 

Y.  Scott  Moore,  M.D.,  Chairman 


wm 


MEtB) 


An  evening  of  fun  and  entertainment  at  Lincoln’s 
beautiful  East  Hills  Supper  Club.  A delightful  dinner 
followed  by  a Lee  Schoonover  directed  mellerdrammer 
entitled  “NO  SOONER  WON  THAN  WED.” 


“NO  SOONER  WON  THAN  WED”  is  a full-length 
musical  melodrama,  in  two  acts,  complete  with  fifteen 
delightful  songs  written  by  Donald  Reed,  you’ll  meet 
Melody  Lovesong,  heiress;  her  evil  aunt,  Lucretia 
Moneygrabb;  Baron  Wilhelm  von  Snipe;  and  the  hero, 
Lambert  Lamplight.  See  love  triumph  and  evil  get  its 
just  rewards! 
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PROGRAM 


PROGRAM 


WEDNESDAY  MORNING,  APRIL  30,  1975 

7:30  Basic  Life  Support  Program, 

Platte  Rooms  North  & South 

8:00  Registration, 

Lobby 

8:30  Visit  the  Exhibits, 

Grand  Ballroom  West  & Assembly 
Coffee  available  in  Exhibit  Area 

9:15  SYMPOSIUM  ON  WHAT’S  NEW  IN  MED- 
to  ICENE  — Grand  Ballroom  East  and 
11:15  Parlours  A,  B & C 

General  Moderator- 

Jerry  A.  Reed,  M.D.,  Lincoln 
Internal  Medicine 

Four  Simultaneous  Round-Table  Discussions 
Scheduled  in  Thirty-Minute  Segments. 

Informality  and  Free  Discussion  Will  Prevail. 


WEDNESDAY  MORNING.  APRIL  30,  1975 


9:15 

to 

11:15  “Diabetes”  — Parlour  C 

—William  J.  Landis,  M.D.,  Grand  Island 
Internal  Medicine 

—Lee  Roy  E.  Meyer,  M.D.,  Omaha 
Internal  Medicine 


"Acute  Injuries"  — Parlour  A 

“Multiple  Orthopedic  Injuries” 

—Eugene  W.  Peck,  Jr.,  M.D.,  Hastings 
Orthopedic  Surgery 

"Burns" 

—Robert  W.  Gillespie,  M.D.,  Lincoln 
General  Surgery 

"Genital  Urinary  Trauma  & Emergency” 
— C.  Thomas  Frank,  M.D.,  Omaha 
Urology 


“Cardiac  Arrhythmias"  — Parlour  B 

—Wendell  L.  Fairbanks,  M.D.,  Auburn 
Family  Practice 

—Alan  D.  Forker,  M.D.,  Omaha 
Cardiology 


“Medical-Economic  Legislation"  — Grand  Ball- 
room East 

—Wayne  W.  Bradley,  Director 
Public  Affairs  Division 
American  Medical  Association 

—Kenneth  E.  Neff, 

Executive  Secretary 
Nebraska  Medical  Association 


11:15  Visit  the  Exhibits 
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WEDNESDAY  NOON,  APRIL  30,  1975 


Mr.  Neil  A.  Armstrong 

Mr.  Neil  A.  Armstrong  is  the  University  Professor  of 
Engineering  at  the  University  of  Cincinnati.  He  is  a 
member  of  the  Department  of  Aerospace  Engineering 
and  Applied  Mechanics  where  he  is  involved  in  both 
teaching  and  research  work.  He  joined  NASA’s  Lewis 
Research  Center  in  1955  and  later  transferred  to  the 
NASA  High  Speed  Flight  Station  at  Edwards  Air  Force 
Base,  California,  as  an  aeronautical  research  pilot  for 
NACA  and  NASA.  Mr.  Armstrong  was  selected  as  an 
astronaut  by  NASA  in  September  1962.  He  served  as 
"backup”  command  pilot  for  the  Gemini  5 flight  and  was 
next  assigned  as  command  pilot  for  the  Gemini  8 
mission.  Gemini  8 was  launched  on  March  16,  1966,  and 
Mr.  Armstrong  performed  the  first  successful  docking 
of  two  vehicles  in  space.  As  spacecraft  commander  for 
Apollo  11,  the  first  manned  lunar  landing  mission,  Mr. 
Armstrong  gained  the  distinction  of  being  the  first  man 
to  land  a craft  on  the  moon  and  the  first  to  step  on  its 
surface.  Professor  Armstrong  was  born  in  Wapakoneta, 
Ohio,  on  August  5,  1930.  He  received  a Bachelor  of 
Science  Degree  in  Aeronautical  Engineering  from 
Purdue  University,  and  a Master  of  Science  in  Aero- 
space Engineering  from  the  University  of  Southern 
California.  Professor  Armstrong  has  been  decorated  by 
seventeen  countries.  He  is  the  recipient  of  many  special 
honors,  including  the  Presidential  Medal  for  Freedom  in 
1969  and  the  NASA  Exceptional  Service  Medal.  Pro- 
fessor and  Mrs.  Armstrong,  and  their  two  sons,  reside 
near  Cincinnati,  Ohio. 


WEDNESDAY  NOON,  APRIL  30,  1975 

12:00  ANNUAL  DISTINGUISHED  LUNCHEON  - 
Grand  Ballroom 

For  Members  and  Wives 

— Herbert  E.  Reese,  M.D.,  President 
Lancaster  County  Medical  Society, 

Presiding 

Presidential  Address 
—James  H.  Dunlap,  M.D. 

Installation  of  Warren  G.  Bosley,  M.D. 
Recognition  of  Fifty-Year  Practitioners 

Harley  E.  Anderson,  M.D. 

Omaha 

Michael  W.  Barry,  M.D. 

Omaha 

Walter  W.  Carveth,  M.D. 

Lincoln 

John  P.  Gilligan,  M.D. 

Nebraska  City 

Vorha  M.  Haffner,  M.D. 

St.  Libory 

Harley  J.  Hotz,  M.D. 

Omaha 

Leon  S.  McGoogan,  M.D. 

Omaha 

Harold  S.  Morgan,  M.D. 

Lincoln 

Herschel  B.  Morton,  M.D. 

Lincoln 

Charles  M.  Murphy,  M.D. 

Omaha 

Donald  J.  O'Brien,  M.D. 

Omaha 

Theodore  A.  Peterson,  M.D. 

Holdrege 

Juan  Y.  Racines,  M.D. 

Palmer 

E.  Burkett  Reed,  M.D. 

Lincoln 

Leslie  E.  Sauer,  M.D. 

Tekamah 

William  H.  Scoins,  M.D. 

Omaha 

Edward  Stevenson,  M.D. 

North  Platte 

Felipe  P.  Sucgang,  M.D. 

Alliance 

Frederic  M.  Watke,  M.D. 

Yuma,  Arizona 

William  E.  Wright,  M.D. 

Creighton 

Speaker  — 

“The  Space  Program  and  Problems  as  They 
Affect  Us  AO” 

—Mr.  Neil  A.  Armstrong 
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Woman's  Auxiliary 


Woman's  Auxiliary 


50th  Annual  Meeting 
of  the 

Woman's  Auxiliary  to  the 
Nebraska  Medical  Association 

A WARM  INVITATION  IS  EXTENDED  TO  EACH 
PHYSICIAN'S  WIFE  IN  NEBRASKA.  PLEASE 
REGISTER  AND  ATTEND  ANY  OR  ALL  OF  THE 
PROGRAM  AS  OUTLINED  ON  THE  FOLLOWING 
PAGES.  JOIN  IN  CELEBRATING  OUR  50TH  YEAR! 

Registration:  Lobby,  Lincoln  Hilton  Hotel 

Monday,  April  28th  — 9:00  a.m.  to  3:00  p.m. 

Tuesday,  April  29th  — 9:00  a.m.  to  12:00  noon 

Wednesday,  April  30th  — 9:00  a.m.  to  10:00  a.m. 

Tickets  to  various  functions  may  also  be  purchased  at 
the  Registration  Desk. 

CONVENTION  COMMITTEES 

General  Chairman:  Mrs.  Harry  D.  Shaffer 

Courtesy  Chairman:  Mrs.  Howard  A.  Dinsdale 

Hilton  Hostess:  Mrs.  Keay  Hachiya 

Transportation:  Mrs.  Kenneth  J.  Fijan 

Preregistration  & Tickets: 

Mrs.  Glen  F.  Lau  & Mrs.  James  H.  Rickman 

Social:  Mrs.  Douglass  A.  Decker  & Mrs.  Charles  L. 
Barton 

Publicity:  Mrs.  E.  D.  Zeman 

50th  Anniversary  Luncheon,  Decorations  & Program: 
Mrs.  M.  J.  Epp 

Hostesses: 

Lancaster  County  Medical  Auxiliary 

MW  ^ !M 


MRS.  KENNETH  T. 
McGENNIS 

Lincoln,  Nebraska 

President,  1974-1975 


MRS.  Y.  SCOTT  MOORE 
Lincoln,  Nebraska 
President,  1975-1976 


MRS.  MALACHI  W. 
SLOAN  II 

Dayton,  Ohio 

Communications  Committee 
Chairman 
and  Member, 

Board  of  Directors 
Woman’s  Auxiliary 
to  the 

American  Medical 
Association 
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Woman's  Auxiliary 


9:00- 

3:00 

8:30 


9:00 


12:30 

2:00 


6:00 


PROGRAM 


PROGRAM 


MONDAY,  APRIL  28,  1975 


TUESDAY,  APRIL  29,  1975 


Morning 


Morning 


Registration,  Main  Lobby,  Lincoln  Hilton  Hotel 

Annual  Business  Meeting 
All  Members  Invited 

University  of  Nebraska  Student  Union 
14th  & “R”  Streets 

Registration  — Tickets  Available 

Coffee 

Meeting  Convenes 

Mrs.  Kenneth  T.  McGinnis,  Presiding 
Reports  of  Officers  and  State  Chairmen 
Reports  of  County  Presidents 
Memorial  Service 
Election  of  Officers 


Afternoon 

Luncheon 

University  of  Nebraska  Student  Union 
14th  & “R”  Streets 

Tour  of  Morrill  Hall  & Health  Gallery  Area 
University  of  Nebraska  Campus 
14th  & “U”  Streets 

Host:  Dr.  James  H.  Gunnerson,  Director 
Hostesses: 

Mrs.  Joseph  E.  Stitcher,  Co-Chairman,  Health 
Gallery 

Mrs.  Orin  R.  Hayes,  Co-Chairman,  Health 
Gallery 


Evening 

Cocktail,  No-Host  Dinner 

Nebraska  Club,  Atop  the  First  National  Bank 
Building 

13th  & “M”  Streets 
Hostess:  Mrs.  Frank  P.  Stone 


9:00- 

11:30  Registration,  Main  Lobby,  Lincoln  Hilton  Hotel 


Afternoon 


Guest:  Mrs.  Malachi  W.  Sloan  II,  Dayton,  Ohio 
Communications  Committee  Chairman 
and  Member,  Board  of  Directors 
Woman's  Auxiliary  to  the  American 
Medical  Association 

Program: 

Theme  — “Styles  & Life  Styles” 

Mrs.  M.  J.  Epp,  Chairman 
Installation  of  New  Officers 


Evening 

6:00  President’s  Reception  for  Members  and  Wives 
East  Hills  Supper  Club 
70th  & Sumner,  Lincoln 

7:00  FUN  NIGHT 

East  Hills  Supper  Club 
70th  & Sumner,  Lincoln 

Melodrama  — “No  Sooner  Won  Than  Wed” 


12:00  Anniversary  Luncheon 

The  Country  Club  of  Lincoln 
3200  South  24th  Street 
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Woman's  Auxiliary 
PROGRAM 

WEDNESDAY,  APRIL  30.  1975 
Morning 

9:00- 

10:00  Registration,  Main  Lobby,  Lincoln  Hilton  Hotel 

8:30  Coffee 

Fanny’s 

Lincoln  Hilton  Hotel 

Musical  Eye  Openers 

9:00  Post-Convention  Board  Meeting 
Fanny's 

Lincoln  Hilton  Hotel 
All  Members  Welcome 

Mrs.  Y.  Scott  Moore,  Presiding 

Afternoon 

12:00  Combined  Auxiliary- Association  Luncheon 
Grand  Ballroom 
Lincoln  Hilton  Hotel 

(Tickets  must  be  purchased  in  advance) 

—Herbert  E.  Reese,  M.D.,  President 
Lancaster  County  Medical  Society, 

Presiding 

Presidential  Address 
—James  H.  Dunlap,  M.D. 

Installation  of  Warren  G.  Bosley,  M.D. 

Recognition  of  Fifty-Year  Practitioners 

Speaker  — 

“The  Space  Program  and  Problems  as  They 
Affect  Us  All” 

—Mr.  Neil  A.  Armstrong 


Past  Presidents 

Nebraska  Medical  Association 


Gilbert  C.  Monell,  M.D.,  Omaha 1868-69 

James  H.  Peabody,  M.D.,  Omaha 1869-70 

N.  B.  Larsh,  M.D.,  Nebraska  City 1870-71 

R.  R.  Livingston,  M.D.,  Plattsmouth 1871-72 

A.  Bowen,  M.D.,  Nebraska  City 1872-73 

H.  P.  Mathewson,  M.D.,  Omaha 1873-74 

John  Black,  M.D.,  Plattsmouth 1874-75 

L.  H.  Robbins,  M.D.,  Lincoln 1875-76 

J.  P.  Peck,  M.D.,  Omaha  1876-77 

L.  J.  Abbott,  M.D.,  Fremont 1877-78 

E.  M.  Whitten,  M.D.,  Nebraska  City 1878-79 

Harvey  Link,  M.D.,  Millard 1879-80 

S.  D.  Mercer,  M.D.,  Omaha 1880-81 

M.  W.  Stone,  M.D.,  South  Omaha 1881-82 

A.  H.  Sowers,  M.D.,  Lincoln 1882-83 

Victor  H.  Coffman,  M.D.,  Omaha 1883-84 

F.  G.  Fuller,  M.D.,  Grand  Island 1884-85 

W.  W.  Knapp,  M.D.,  Lincoln 1885-86 

Richard  C.  Moore,  M.D.,  Omaha 1886-87 

George  H.  Peebles,  M.D.,  Lincoln 1887-88 

Milton  Lane,  M.D.,  Kearney 1888-89 

J.  C.  Denise,  M.D.,  Omaha 1889-90 

D.  A.  Walden,  M.D.,  Beatrice 1890-91 

Charles  Inches,  M.D.,  Scribner 1891-92 

M.  L.  Hildreth,  M.D.,  Lyons 1892-93 

A.  S.  von  Mansfelde,  M.D.,  Ashland 1893-94 

H.  B.  Lowry,  M.D.,  Lincoln 1894-95 

J.  E.  Summers,  M.D.,  Omaha 1895-96 

F.  D.  Haldeman,  M.D.,  Ord 1896-97 

Wilson  O.  Bridges,  M.D.,  Omaha 1897-98 

A.  R.  Mitchell,  M.D.,  Lincoln 1898-99 

Robert  McConaughy,  M.D.,  York 1899-00 

II.  Ivl.  McClanahan,  M.D.,  Omaha 1900-01 

Wm.  B.  Eby,  M.D.,  Ainsworth 1901-02 

A.  B.  Anderson,  M.D.,  Pawnee  City 1902-03 

B.  F.  Crummer,  M.D.,  Omaha 1903-04 

R.  C.  McDonald,  M.D.,  Fremont 1904-05 

A.  F.  Jonas,  M.D.,  Omaha 1906-06 

F.  A.  Long,  M.D.,  Madison 1906-07 

Harold  Gifford,  M.D.,  Omaha 1907-08 

L.  M.  Shaw,  M.D.,  Osceola 1908-09 

P.  H.  Salter,  M.D.,  Norfolk 1909-10 

J.  P.  Lord,  M.D.,  Omaha 1910-11 

A.  D.  Nesbit,  M.D.,  Tekamah 1911-12 

I.  N.  Pickett,  M.D.,  Odell  1912-13 

D.  C.  Bryant,  M.D.,  Omaha 1913-14 

J.  P.  Gilligan,  M.D.,  O’Neill 1914-15 

E.  W.  Rowe,  M.D.,  Lincoln 1915-16 

W.  F.  Milroy,  M.D.,  Omaha 1916-17 

(to  12-31-17) 

C.  L.  Mullins,  M.D.,  Broken  Bow 1918 

J.  M.  Bannister,  M.D.,  Omaha 1919 
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Past  Presidents 

Nebraska  Medical  Association 


H.  W.  Orr,  M.D.,  Lincoln 1920 

M.  S.  Moore,  M.D.,  Gothenburg 1921 

B.  B.  Davis,  M.D.,  Omaha 1922 

B.  F.  Bailey,  M.D.,  Lincoln 1923 

Morris  Nielsen,  M.D.,  Blair 1924 

Palmer  Findley,  M.D.,  Omaha 1925 

H.  J.  Lehnhoff,  M.D.,  Lincoln 1926 

H.  E.  Potter,  M.D.,  Fairbury 1927 

B.  R.  McGrath,  M.D.,  Grand  Island 1928-29 

(to  5 14-29] 

F.  S.  Owen,  M.D.,  Omaha 1929-30 

K.  S.  J.  Hohlen,  M.D.,  Lincoln 1930-31 

Lucien  Stark,  M.D.,  Norfolk 1931-32 

A.  E.  Cook,  M.D.,  Randolph 1932-33 

Adolph  Sachs,  M.D.,  Omaha 1933-34 

Joseph  Bixby,  M.D.,  Geneva 1934-35 

Claude  A.  Selby,  M.D.,  North  Platte 1935-36 

George  W.  Covey,  M.D.,  Lincoln 1936-37 

R.  W.  Fouts,  M.D.,  Omaha 1937-38 

Homer  Davis,  M.D.,  Genoa  1938-39 

A.  L.  Miller,  M.D.,  Kimball 1939-40 

Clayton  F.  Andrews,  M.D.,  Lincoln 1940-41 

W.  P.  Wherry,  M.D.,  Omaha 1941-42 

Dexter  D.  King,  M.D.,  York 1942-43 

A.  L.  Cooper,  M.D.,  Scottsbluff 1943-44 

Floyd  L.  Rogers,  M.D.,  Lincoln 1944-45 

Charles  McMartin,  M.D.,  Omaha 1945-46 

Earle  G.  Johnson,  M.D.,  Grand  Island 1946-47 

G.  E.  Charlton,  M.D.,  Norfolk 1947-48 

J.  E.  M.  Thompson,  M.D.,  Lincoln 1948-49 

J.  D.  McCarthy,  M.D.,  Omaha 1949-50 

C.  H.  Sheets,  M.D.,  Cozad 1950-51 

D.  B.  Steenburg,  M.D.,  Aurora 1951-52 

Harold  S.  Morgan,  M.D.,  Lincoln 1952-53 

James  F.  Kelly,  M.D.,  Omaha 1953-54 

Earl  F.  Leininger,  M.D.,  McCook 1954-55 

Wm.  E.  Wright,  M.D.,  Creighton 1955-56 

J.  M.  Woodward,  M.D.,  Lincoln 1956-57 

R.  Russell  Best,  M.D.,  Omaha 1957-58 

Fay  Smith,  M.D.,  Imperial 1958-59 

E.  E.  Koebbe,  M.D.,  Columbus 1959-60 

Fritz  Teal,  M.D.,  Lincoln  1960-61 

A.  J.  Offerman,  M.D.,  Omaha 1961-62 

O.  A.  Kostal,  M.D.,  Hastings 1962-63 

R.  F.  Sievers,  M.D.,  Blair 1963-64 

R.  E.  Garlinghouse,  M.D.,  Lincoln 1964-65 

Willis  D.  Wright,  M.D.,  Omaha 1965-66 

Dan  A.  Nye,  M.D.,  Kearney 1966-67 

Robert  J.  Morgan,  M.D.,  Alliance 1967-68 

Frank  H.  Tanner,  M.D.,  Lincoln 1968-69 

J.  Whitney  Kelley,  M.D.,  Omaha 1969-70 

Clarence  R.  Brott,  M.D.,  Beatrice 1970-71 

Roger  D.  Mason,  M.D.,  McCook 1971-72 

Frank  P.  Stone,  M.D.,  Lincoln 1972-73 

John  D.  Coe,  M.D.,  Omaha 1973-74 


Technical  Exhibitors 

107th  Annual  Session 

AMERICAN  CANCER  SOCIETY -NEBRASKA  DI- 
VISION INC.,  Omaha,  Nebraska  — Early  Cancer  De- 
tection-relating the  routine  physical  examination  to  a 
search  for  signs  or  symptoms  of  what  might  be  cancer 
and  how  the  teaching  of  the  American  Cancer  Society’s 
safeguards  against  cancer  represent  practical  ways  to 
protect  your  patients  against  this  disease. 

AYERST  LABORATORIES,  INC.,  New  York,  New 
York  — ‘Our  representatives  look  forward  to  a visit 
with  you,  and  for  the  opportunity  to  discuss  the  Ayerst 
Products  and  Services  of  interest  to  you.’  The  following 
three  products  will  be  featured:  Premarin®  - Atromid-S® 
- Diucardin®. 

BLUE  CROSS  AND  BLUE  SHIELD  OF  NEBRA- 
SKA, Omaha,  Nebraska  — Physicians  are  encouraged 
to  stop  by  our  booth.  Well-informed  Plan  representa- 
tives will  be  available  to  explain  Blue  Shield  and  Blue 
Cross  policies  and  procedures  on  subjects  such  as  the 
Usual,  Customary  and  Reasonable  Fee  concept  and  the 
Hospital  Concurrent  Utilization  Review  Program  which 
is  now  operating  in  over  thirty  Nebraska  hospitals. 
Also,  any  service-type  problems  that  physicians  may  be 
having  with  our  Plans  can  be  discussed  with  these 
representatives. 

BRISTOL  LABORATORIES,  Syracuse,  New  York  - 
You  are  cordially  invited  to  visit  Bristol  Laboratories’ 
exhibit.  Our  representatives  at  the  booth  welcome  the 
opportunity  to  answer  your  questions  concerning  the 
Bristol  line  of  products  featuring:  Cefadyl  ® (sterile 
cephapirin  sodium);  Kantrex  ® Injection  (kanamycin 
sulfate  injection);  Tegopen®  (sodium  cloxacillin);  Tet- 
trex  (tetracycline  phosphate  complex);  Prostaphlin  ® 
(sodium  oxacillin);  SalutesinU  (hydroflumethiazide  and 
reserpine);  Naldecon  ® antihistamine  decongestant); 
and  Polycillin  R (ampicillin). 

CONTROL-O-FAX,  Sioux  City,  Iowa  — The  Control- 
O-Fax  complete  office  system.  It’s  the  take-charge,  total 
office  system  that  manages  your  time,  controls  your 
money,  collects  your  money  as  it  saves  you  money. 
Please  stop  by  to  see:  patient  appointing,  accounts  re- 
ceivable, automated  billing,  past-due  collections,  check 
writing  and  insurance  claims  systems  demonstrated. 

COOPER  LABORATORIES,  INC.,  Parsippany,  New 
Jersey  — You  are  cordially  invited  to  visit  with  us  at 
Booth  #13  where  we  will  be  featuring  Elixophyl- 
lin  ® capsules  (theophylline)  and  ISDN™(isosorbide 
dinitrate).  Our  technical  personnel  will  be  on  hand  to 
answer  any  questions  you  might  have  regarding  these 
and  other  of  Cooper’s  products.  Samples  will  be  made 
available  to  the  profession  upon  request. 

DORSEY  LABORATORIES,  Lincoln,  Nebraska  - 
Dorsey  Laboratories  will  have  medical-educational 
material  available  on  otitis  media  and  smoking  control. 
Patient  aids  will  be  available  for  you  and  your  office 
personnel.  We  would  welcome  your  visit  to  talk  about 
existing  and  several  new  products. 


April,  1975 
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ENCYCLOPAEDIA  BRITANNICA,  INC.  Chicago, 
Illinois  — Encyclopaedia  Britannica  welcomes  Delegates 
to  the  Nebraska  Medical  Association.  As  part  of  our 
exhibit,  we  will  have  on  display  the  all  new  1975 
Edition  of  Encyclopaedia  Britannica  3,  The  Britannica 
Junior.  The  Great  Books  of  the  Western  World,  and 
other  related  products.  Stop  and  inspect  these  products 
in  Booth  #14.  They  are  available  to  the  Delegates  at  our 
convention  offer. 

LANCASTER  COUNTY  CHAPTER,  MARCH  OF 
DIMES,  Lincoln,  Nebraska  — Back  is  a western  town. 
Each  building  will  be  titled  with  an  important  facet  of 
perinatal  care.  Sides  will  describe  special  care  perinatal 
units  and  the  Nebraska  State  Health  Department's 
Comprehensive  Community  Perinatal  Program.  Fetal 
monitoring  will  be  demonstrated. 

NEBRASKA  HEART  ASSOCIATION.  INC.,  Omaha, 
Nebraska  and  Nebraska  State  Health  Department, 
Lincoln,  Nebraska  — Hypertension  has  been  declared 
public  health  enemy  number  one.  In  Nebraska,  blood 
pressure  determinations  in  more  than  80,000  adults 
have  revealed  that  17%  have  diastolic  pressures 
greater  than  100  and  14%  have  systolic  pressures 
greater  than  160mm  Hg.  Recent  advances  have  shown 
that  hypertension  is  the  most  powerful  and  treatable 
contributor  to  vascular  disease.  More  aggressive 
management  is  suggested  to  prevent  stroke,  heart 
failure,  and  kidney  disease.  The  necessary  involvement 
of  physicians  in  local  screening  programs  is  emphasized. 

NEBRASKA  STATE  HEALTH  DEPARTMENT  - 
HEALTH  EDUCATION  DIVISION,  Lincoln,  Nebraska 
— It  is  the  general  policy  of  the  State  Health  Depart- 
ment to  assist  local  communities  in  establishing  their 
own  local  health  services.  This  exhibit  stresses  that 
policy.  The  exhibit  indicates  the  recent  changes  in  local 
health  services  in  the  State  and  how  the  Department 
assists  local  communities  toward  such  change. 


PHYSICIAN'S  ASSISTANT  PROGRAM,  UNIVER- 
SITY OF  NEBRASKA  MEDICAL  CENTER,  Omaha, 
Nebraska  — Physician's  Assistant  students  and  faculty 
will  be  available  to  provide  those  attending  the  meeting 
with  information  concerning  the  educational  aspects  of 
the  PA  Program  and  to  answer  questions  concerning 
qualifications  and  availability  of  graduates. 

ROCHE  LABORATORIES,  Nutley,  New  Jersey  - 
Roche  Laboratories,  Nutley,  New  Jersey,  Booth  #16. 

ST.  PAUL  FIRE  AND  MARINE  INSURANCE 
COMPANY,  St.  Paul,  Minnesota  — The  St.  Paul 
Companies  is  the  endorsed  NMA  insurance  carrier  for 
professional  (malpractice)  coverage.  The  Company  re- 
cently announced  a change  in  type  of  policy  that  will  be 
used  soon.  This  is  the  “Claims-Made’'  Policy  and  is  a de- 
parture from  past  “occurrence"  form.  Stop  by  the  booth 
for  all  information  about  this  new  concept. 

SANDOZ  PHARMACEUTICALS,  East  Hanover, 
New  Jersey  — Sandoz  Pharmaceuticals  cordially  invites 
you  to  visit  our  display  at  Booth  #1,  where  we  are 
featuring  Mellaril,  Hydergine  and  Sanorex.  Any  of  our 
representatives  in  attendance  will  gladly  answer 
questions  about  these  and  other  Sandoz  products. 

UNITED  STATES  NAVY  - MEDICAL  DEPART- 
MENT, Omaha,  Nebraska  — U.  S.  Navy  - Representa- 
tives of  the  Navy  Medical  Department  will  be  available 
to  discuss  opportunities  in  the  Navy  Medicine. 

WESTERN  LIFE  INSURANCE  COMPANY,  St. 
Paul.  Minnesota  — Representatives  of  Western  Life  In- 
surance Co.  (one  of  the  St.  Paul  Insurance  Companies) 
will  be  present  with  detailed  information  regarding 
their  Group  Life  Accidental  Death  & Dismemberment, 
Dependent’s  and  Disability  Income  Insurance  Plans  for 
Nebraska  Medical  Association  members. 
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Prognosis  After  Myocardial  Infarction:  Six- 
Year  Follow-up  — R.  M.  Norris  et  al 
Green  Lane  Hosp,  Auckland,  New  Zea- 
land). Br  Heart  J 36:786-790  (Aug)  1974. 

The  mortality  pattern  occuring  three  to  six 
years  after  recovery  from  myocardial  infarc- 
tion is  described  in  a group  of  349  patients. 
Mortality  in  this  group  had  been  previously 
related  to  prognostic  factors  recorded  pros- 
pectively at  the  time  of  admission  to  hos- 
pitals, and  separate  coronary  prognostic 
indexes  (CPI)  for  hospital  and  three-year 
survival  had  been  formulated.  The  present 
follow-up  shows  that  mortality  after  three 
and  six  years  can  still  be  related  to  fac- 
tors dependent  on  the  degree  of  myocardial 
damage  sustained,  and  can  be  predicted  by 
the  CPI  for  three-year  survival.  Hyper- 
tension also  had  an  adverse  effect  on  sur- 
vival, but  the  effect  which  has  emerged  over 
the  three-  to  six-year  follow-up  was  only 
apparent  in  patients  who  had  an  otherwise 
good  prognosis  (low  CPI).  Further  investiga- 
tion is  needed  into  the  interaction  between 
these  prognostic  factors  and  “primary”  risk 
factors  in  patients  with  overt  ischemic  heart 
disease. 


Esophageal  Stricture  Associated  With  Naso- 
gastric Intubation  — W.  J.  Banfield  and 
A.  L.  Hurwitz  (San  Francisco  General 
Hosp,  San  Francisco  94110).  Arch  Intern 
Med  134:1083-1086  (Dec)  1974. 

Nasogastric  intubation  has  been  implicat- 
ed as  a cause  of  benign  esophageal  stricture. 
To  evaluate  this  association,  a retrospective 
nine-year  analysis  was  made  of  200  patients 
with  benign  and  malignant  esophageal  ob- 
struction. Only  three  cases  were  found  in 
which  it  appeared  likely  that  esophageal 
stricture  was  causally  related  to  nasogastric 
intubation.  Esophageal  stricture  due  to  gas- 
tric intubation,  a lesion  of  considerable  mor- 
bidity, is  rare,  possibly  because  a naso- 
gastric tube  may  not  permanently  harm  an 
otherwise  normal  esophagus.  Also,  tube- 
induced  strictures  may  form  only  in  the  pres- 
ence of  other  adverse  host  factors.  Preven- 
tive measures  include  elevation  of  the  head 
of  the  patient’s  bed,  positioning  of  tubes  for 
feeding  or  antacid  administration  above  the 
cardioesophageal  junction  in  alert  patients 
in  whom  the  danger  of  aspiration  is  minimal, 
and  administration  of  antacids  through  the 
tube. 


“You  gotta  cure  my  asthma,  Doc.  Every  time  I phone  a girl,  she  thinks  it’s  an  obscene  call.” 
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Physicians'  Classified 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  Three  nursing  homes  in  town,  good 
territory.  Equipped  office  available  for  den- 
tist. Write  Box  8,  Beaver  City,  Nebraska 
68926. 

WESTERN  NEBRASKA  TOWN  on  180 
and  U.S.  30  needs  two  physicians  (G.P.  or 
family  practice)..  Fully  equipped  hospital. 
Help  available  in  procuring  clinic  facilities. 
An  ideal  community  to  raise  families.  Agri- 
culture is  principal  industry.  Contact:  Ronald 
L.  Howerter  (308)  874-2292  or  (308)  874-2610. 

DOCTORS  . . . MINNESOTA/WISCONSIN 
WANTS  YOU!  (All  Specialties)  — A pro- 
fessional and  time-saving  approach  to  practice 
relocation.  Over  50  choice  opportunities  to 
choose  from  at  no  cost  to  you.  For  discrete 
and  confidential  assistance,  call  collect,  M.  A. 
Cornwall,  M.D.,  MMI’s  Medical  Director,  or 
write:  Midwest  Medical,  Inc.,  Lakeland,  Min- 
nesota 55043  (612)436-5161. 


PSYCHIATRIST  — DIRECTOR  OF  MENTAL 
HEALTH  CLINIC  — Psychiatrist  interested  in 
young  adults  in  a comprehensive  community 
mental  health  clinic  in  University  Health  Cen- 
ter. Work  as  team  member  of  excellent, 
harmonious  multidiscipline  staff.  Good  fringe 
benefits.  Salary  negotiable.  University  of 
Nebraska  is  an  Affirmative  Action-Equal  Op- 
portunity Employer.  If  interested,  call  or 
write  K.  O.  Hubble,  M.D.,  Medical  Director, 
University  Health  Center,  Lincoln,  Nebraska 
68508. 

PHYSICIANS  NEEDED  — Still  recruiting  for 
Internal  Medicine,  General  Practice,  Adolescent 
Medicine,  or  Adolescent  Pediatrics.  Salaries 
negotiable.  Excellent  fringe  benefits  and 
working  hours.  Must  have  sincere  interest  in 
working  with  young  adults.  Presently  forming 
very  compatible  staff.  If  interested,  call  or 
write  K.  O.  Hubble,  M.D.,  Executive  Medical 
Director,  University  Health  Center,  Lincoln, 
Nebraska  68508.  The  University  of  Nebraska 
is  an  Affirmative  Action-Equal  Opportunity 
Employer. 
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Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 

A high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Enterobacter, 
Proteus  mirabilis,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe- 
rience with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he- 
molysis may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
mides and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization, arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paksof40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley  New  Jersey  07110 

Bactrim 

Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


THE  Hi*  VO«K  ACADEMY 
CF  MEDICINE 
2 EAST  103*0  ST 
NEW  YO&K  29  N V 
urf*  IAaio 


Each  tablet  contains  80  mg 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and / or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium' 

(diazepam) 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Division  of  Hoffmann-La  Roche  Inc. 
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Rural  health  bill  introduced. 

Representative  Carter  (R.,  Ky.)  has 
introduced  the  Rural  Health  Care  Delivery 
Act  of  1975,  HR  5236.  The  $300  million,  three- 
year  proposal  would  establish  an  Office  of 
Rural  Health  within  the  Department  of  HEW 
and  would  assist  in  the  development  of  rural 
health  care  delivery  models  and  components. 
Upon  introducing  the  bill,  Dr.  Carter 
commented  upon  the  diversity  of  the  existing 
health  care  delivery  system  and  reviewed  the 
debate  surrounding  proposed  across-the- 
board  changes  in  the  system.  “It  is  tempt- 
ing,” he  said,  “to  entertain  the  notion  that 
these  problems  can  all  be  solved  with  one 
monumental  legislative  solution  . . . but  I 
submit  that  such  a course  is  ill-considered, 
simplistic,  and  dangerous.” 

Medicare  & inflation. 

HEW  Secretary  Caspar  W.  Weinberger 
recently  proposed  regulations  tying  re- 
imbursement of  physicians  fees  under 
Medicare  to  economic  indices  so  that 
Medicare  costs  will  follow  rather  than  lead 
inflationary  trends. 

The  new  regulations  would  limit  any  in- 
crease in  the  amount  recognized  as  the  pre- 
vailing charge  for  a service  in  a locality  to  an 
amount  justified  by  the  economic  index  data. 
They  implement  provisions  of  the  Social 
Security  Amendments  of  1972,  P.L.  92-603. 

«r 

The  “prevailing  charge”  is  significant  be- 
cause it  sets  the  upper  limit  for  the  “reason- 


able charge”  for  the  service  in  a locality. 
Medicare  pays  80  percent  of  the  “reasonable 
charge”  for  covered  medical  services  after  an 
initial  deductible  of  $60  in  a year. 

The  proposed  regulations  would  develop 
economic  index  data  which  reflect  changes  in 
operating  expenses  of  physicians  in  private 
practice  and  changes  in  the  level  of  earnings 
by  workers  generally.  These  components 
would  be  given  the  same  relative  weights  in 
the  index  as  the  average  weights  shown  in 
data  on  self-employed  physicians’  gross 
incomes. 
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Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 
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AUTHORIZED  CONTRACT  AGENT 


HEW  Secretary  Caspar  W.  Weinberger 
recently  proposed  regulations  under  which 
HEW  would  no  longer  recognize  a special  cost 
differential  for  nurses’  salaries  in  its  Medicare 
payments  to  hospitals  and  skilled  nursing 
facilities. 

Elimination  of  the  payments  would  save  an 
estimated  $120  million  a year,  the  Secretary 
said. 

The  cost  differential  was  established  in 
1969  to  recognize  the  above  average  costs  of 
furnishing  inpatient  routine  nursing  care  to 
the  aged.  Studies  showed  that  elderly 
patients  received  a greater  degree  of  nursing 
care  than  did  younger  ones.  The  differential 
was  set  at  a rate  of  8V2  percent  over  that  for 
the  general  hospital  population. 

The  Secretary  said  the  differential  could  no 
longer  be  justified. 
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American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing,  Michigan  48823 
American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec..  Suite  1201, 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Office  of  the  Director 
One  E.  Wacker  Dr.,  Suite  2700, 

Chicago.  Illinois  60601 
American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

Ernest  M.  Frost,  Ed.D.,  Exec.  Vice  President 
One  West  48th  St.,  New  York,  New  York  10020 
American  Heart  Association 

Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
44  East  23rd  St.,  New  York,  New  York  10010 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 


American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

535  The  Central  Tower  Bldg.,  3rd  at  Market  St., 
San  Francisco,  California  94103 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Exec.  Dir. 

1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 
International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr..  Chicago,  Illinois  60610 
National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South,  New  York,  N.Y.  10010 
National  Rehabilitation  Association 
1522  “K”  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Robert  E.  Wise,  M.D.,  Pres. 

One  MONY  Plaza,  15th  Floor, 

Syracuse,  New  York  13202 
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AUBEEvMhC  Scrapbook 
of  Vitamin  Facts  & Fallacies 


The  Indian  fruit-eating  bat,  almost  all  monkeys,  man  and  the 
guinea  pig  are  the  only  mammals  whose  bodies  lack  an  enzyme 
needed  to  synthesize  ascorbic  acid  from  glucose1  Hence  they 
must  obtain  their  vitamin  C from  exogenous  sources. 


De  Jomville  writing  about  a 1 3th  century  crusade  reported  that 
barber  surgeons  had  to  cut  away  the  dead  flesh  from  the  gums 
to  enable  people  to  masticate  their  food'.  The  disease  he 
described  was  probably  scurvy. 


A 1965  U.S.D.A.  survey  revealed 
that  American  diets  were  lower  in 
vitamin  C than  they  had  been  1 0 
years  earlier! 


The  outer  leaves  of  cabbage  and  brussels  sprouts  contain  more 
vitamin  C than  the  heads.  Yet,  ironically,  these  are  often  trimmed 
away  by  the  grocer  to  improve  appearance  and  enhance  sales 
appeal!  Many  housewives  trim  them  even  more  before  cooking! 


Available  on  your 
prescription  or 
recommendation 


High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


Allbee®withC 


MULTIVITAMINS 


Each  capsule  contains 
Thiamme  mononitrate  (B>)  15  mg  1500' 
Riboflavin  (Bi)  10  mg  S3*' 

Ryridomne  hydrochloride  (B«)5  mg  * 
Niacinamide  50  mg  500' 

Calcium  pantothenate  10  mg  " 
Ascorbic  acid  (Vitamin  C)  300  mg  1000' 


30  CAPSULES 


A.H.  Robins  Company.  Richmond.  Va.  23220 


/HH^OBINS 


each  tablet, 
capsule  or  5 cc 


teaspoonful  each 

of  elixir  Donnatal 

(23%  alcohol)  No  2 

hyoscyamme  sulfate  0 1037  mg  0 1037  mg 

atropine  sulfate  0 0194  mg  0.0194  mg 

hyoscine  hydrobromide  0 0065  mg  0 0065  mg 


phenobarbital  (M  gr)  1 6 2 mg  (J4  gr.)  32  4 mg 

(warning  may  be  habit  forming] 


each 
Extenlab 
0.31 1 1 mg. 
0 0582  mg 
0 0195  mg 
(&  gr.)  48  6 mg 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage  Contraindications: 
Glaucoma:  renal  or  hepatic  disease,  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy):  or 
hypersensitivity  to  any  of  the  ingredients 


AHPOBINS 


A H Robins  Company  Richmond  Virginia  23220 


Compare  your  present  return 

on  investment 

with  the  current  yields 

listed  in  our  report 
on  selected  income  securities. 

Send  for  our  latest  report  covering  selected 
income  securities  including  equities  with  growth 
potential,  corporate  bonds,  tax-free  municipal 
bonds  and  income-producing  mutual  funds. 


I'd 
like  to 
compare. 
Please  send 
me  a copy  of 
Selected  Income 
Securities. 
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Dain,  Kalman  & Quail  Incorporated 

1200  'O'  Street  • Lincoln,  NB  68508  • 475-4571 
Medical  Arts  Building  • Omaha,  NB  68102  • 342-7262 


Dept.  IC5-11 


ORGANIZATIONS,  STATE 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Room  217,  Lincoln  68508 

American  Diabetes  Association  — Nebraska  Affiliate 

Beverly  F.  Di  Mauro.  Executive  Director 
921  Dorcas,  Room  221,  Omaha  68108 
American  Lung  Association  of  Nebraska 
Delmar  R.  Serafy.  Executive  Director 
406  W.O.W.  Building,  Omaha  68102 

American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 

The  Arthritis  Foundation,  Nebraska  Chapter 

Timothy  P.  Keyser,  Executive  Director 
7764  Dodge.  Suite  105,  Omaha  68114 
United  Cerebral  Palsy  of  Greater  Omaha.  Inc. 

Charles  F.  Lemr.  Executive  Director 
5002  Davenport,  Omaha  68132 

Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 

Cystic  Fibrosis  Foundation,  Nebraska  Chapter 

Mark  Dorcey.  Executive  Director 

8401  West  Dodge  Road,  Suite  17,  Omaha  68114 

Teri  Zimmerman,  Associate  Director 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 

Multiple  Sclerosis  Society,  Lincoln  Chapter 

Mrs.  Harold  R.  Stoehr.  Executive  Secretary 
Lincoln  Center  Bldg.,  Room  317,  Lincoln  68508 

Muscular  Dystrophy  Association  of  America 

Ken  Kontor,  District  Director 
1906  No.  90th  Street,  Omaha  68114 

National  Foundation,  Inc.  (March  of  Dimes) 

Robin  B.  Fraser,  1620  “M”  St..  Lincoln  68508 

National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  WOW  Bldg.,  1319  Farnam  St..  Omaha  68102 

Nebraska  Academy  of  Ophthalmology 

Kazimirs  Stivrins,  M.D.,  President 
3145  • O*'  St..  Box  81009,  Lincoln  68501 

Nebraska  Academy  of  Otolaryngology 

Ray  O.  Gillies,  Jr..  M.D..  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Association  of  Pathologists 

Donald  A.  Dynek.  M.D..  Sec'y-Treas. 

5440  South  St.,  Suite  1300,  Lincoln  68506 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

William  A.  DeRoin,  M.D.,  Secretary-Treasurer 
i Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Pediatrics 

K.  J.  Fijan,  M.D.,  State  Chairman 
630  North  Cotner,  Lincoln  68505 
Charles  G.  Erickson,  M.D.,  Sec’y-Treas. 

4701  Normal  Blvd.,  Lincoln  68506 

Nebraska  Chapter  — American  College  of  Radiology 

Robert  E.  Bodmer,  M.D..  Secretary -Treasurer 
622  The  Doctors  Bldg.,  Omaha  68131 

Nebraska  Chapter  — American  College  of  Surgeons 

Herbert  E.  Reese.  M.D..  Secretary-Treasurer 
5440  South  St.,  Lincoln  68506 

Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 

Nebraska  Dental  Association 

D.  W.  Edwards.  D.D.S.,  Secretary 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Dietetic  Association 

Miss  Alice  Lynn,  President 
5056  Grover,  Omaha  68106 

Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street.  Omaha  68106 

Nebraska  Easter  Seal  Society 

Mrs.  Letitia  Simmons,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 

Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 
Nebraska  Heart  Association 

Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street.  Omaha  68131 


Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 

Nebraska  League  for  Nursing 

Mrs.  Mary*  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 

NEBRASKA  MASTER  POISON  INFORMATION  CENTER 

Childrens  Memorial  Hospital 

502  South  44th  Avenue,  Om-aha  68105 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Secretary 

1902  First  National  Bank  Bldg..  Lincoln  68508 

Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Secretary 

1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Nurses  Association 

Darlene  Cording.  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 

Nebraska  Nursing  Home  Association,  Inc. 

Eugene  J.  Thompson,  Executive  Director 
3100  “O”  Street,  Suite  5,  Lincoln  68510 

Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 
521  The  Doctors  Bldg.,  Omaha  68131 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Bulding,  Lincoln  68508 

Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 

Nebraska  Public  Health  Association 

Mr.  Dan  Worthing,  President 
Omaha-Douglas  County  Health  Department 
1201  South  42nd  St.,  Omaha  68105 

Nebraska  Region  — American  College  of  Physicians 

John  D.  Hartigan.  M.D.,  Governor  for  Nebraska 
527  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln  68508 

Nebraska  Rehabilitation  Services  Division 

Garry  D.  Cartwright,  Asst.  Commissioner-Director 

Dept,  of  Education 

233  South  10th  Street,  Lincoln  68508 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 

1512  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Society  for  Internal  Medicine 

Dan  A.  Nye,  M.D.,  President 

17  West  31st  St.,  P.O.  Box  K,  Kearney  68847 

Nebraska  Society  for  Medical  Technologists 

W’-alt  Buckner,  III,  President 
5419  Crown  Point  Ave.,  Omaha  68104 

Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention 
of  Blindness,  Inc.,  120  South  42nd  St.,  Lincoln  68510 

Nebraska  Society  of  Anesthesiologists 

John  L.  Gordon,  M.D.,  President 

10730  Pacific  St.,  Suite  234,  Omaha  68114 

Nebraska  Society  of  Radiologic  Technologists 

John  E.  Sonnenfield,  R.T.,  President 
611  South  84th  St.,  Omaha  68114 

Nebraska-South  Dakota,  District  Branch  of  the 
American  Psychiatric  Association 

Merrill  T.  Eaton,  Jr.,  M.D.,  President 
602  South  45th  St..  Omaha  68106 

Nebraska  State  Department  of  Health 

Henry’  D.  Smith,  M.D.,  Director  of  Health 
Lincoln  Building,  1003  “O”  Street,  Lincoln  68508 

Nebraska  State  Obstetric  and  Gynecology  Society 

Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

W'ilma  R.  Rabb.  President 

1515  South  126th  St.,  Omaha  68144 

Mrs.  Gwen  Hurlburt,  Corresponding  Secretary 

4808  No.  47th  St..  Omaha  68104 

Nebraska  Urological  Association 

C.  Thomas  Frank,  M.D.,  Secretary-Treasurer 
44th  and  Farnam,  Omaha  68131 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Omaha  Midwest  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
University  of  Nebraska  Medical  Center 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey  Avenue,  Omaha  68105 
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The  patient  with 
isthma  or  allergy 


The  patient  with 
gastritis 


The  peptic  ulcer 
patient 


The  febrile, 
dehydrated  child 


The  patient 
on  anticoagulants 


The  patient 
on  uricosurics 
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IA'-t-hURt  ! 

Since  there  are  so  many, 

why  not  use  TYLENOL  tablets  and  elixir  routinely 

for  pain  or  fever? 


When  one  of  the  types 
| of  patients  pictured  above  needs 
I an  analgesic, 

I you  have  another 'type  for 
’ TYLENOL  (acetaminophen)’— 

I a person  who  should  avoid  aspirin. 

Considering  their  number, 

1 wouldn't  it  make  sense  — and 
| provide  an  added  margin  of  safety 
[ —to  recommend  TYLENOL 
(acetaminophen)  to  all  the 


patients  in  your  practice  who 
require  an  analgesic-antipyretic? 

Precautions  and  Adverse  Reactions: 

If  a rare  sensitivity  reaction  occurs,  the  drug 
should  be  stopped. 

TYLENOL  (acetaminophen)  has  rarely  been 
found  to  produce  any  side  effects. 

Supplied:  Tablets,  325  mg. 

For  Children: 

Elixir,  120  mg./5  cc.  (alcohol  7%). 
Drops,  60  mg./0.6  cc.  (alcohol  7%). 

ChewableTablets,  120  mg. 


Safer  than  aspirin, 
yet  just  as  effective  for 
relief  of  pain  and  fever 

lylenol 

(acetaminophen) 


(McNEIL) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


© McN  1974 


Medicinews . . . 

Manpower  bill  ordered  reported. 

The  House  Subcommittee  on  Public  Health 
and  Environment  (Paul  Rogers,  D.,  Fla., 
Chairman)  has  ordered  favorably  reported  to 
the  full  Interstate  and  Foreign  Commerce 
Committee,  HR  2956  the  Health  Manpower 
Act  of  1975.  The  bill,  similar  to  Representa- 
tive Rogers’  health  manpower  proposal  in  the 
93rd  Congress,  authorizes  $1,700,350,000  to 
be  appropriated  over  a three  year  period  to 
support  medical  and  other  health  professions 
education  programs.  Under  the  Subcommit- 
tee's proposal,  medical  schools  would  receive 
capitation  support  amounting  to  $2,100  for 
each  student  for  1976  and  1977,  with  support 
amounting  to  $2,000  for  each  student  for  1978. 
The  bill  would  provide  a simple  extension  of 
health  manpower  authority  for  1975.  As  a 
quid  pro  quo  (requirement)  for  capitation 
support  for  1976  through  1978,  medical 
schools  must,  under  the  bill,  either  increase 
their  enrollment  or  provide  for  remote  site 
training  for  at  least  50%  of  its  students  in 
their  last  two  years  of  their  medical  school 


education.  Medical  students  would  be 
required  to  pay  back  to  the  U.S.  Treasury, 
capitation  amounts  paid  to  schools  on  their 
behalf,  but  would  be  given  capitation  payback 
forgiveness,  on  an  equal  year-for-year  basis, 
for  time  spent  in  the  National  Health  Service 
Corps  or  Service  in  private  practice  in  a 
medically  underserved  area. 

In  the  Senate. 

Edward  Kennedy  (D.,  Mass.)  has  intro- 
duced four  bills  dealing  with  health 
manpower.  The  proposals  are  S 989,  identical 
to  the  Senate  bill  of  last  year  sponsored  by 
Kennedy  which  was  defeated  by  the  Senate  in 
favor  of  Senator  J.  Glenn  Beall’s  (R.,  Md.) 
substitute  proposal;  S 990,  a bill  introduced 
upon  request  of  the  American  Association  of 
Medical  Colleges;  S 991,  identical  to  a bill 
introduced  by  former  Representative  William 
Roy;  and  S 992,  identical  to  last  year’s  House- 
passed  health  manpower  proposal.  Senator 
Kennedy  has  announced  that  the  Labor  and 
Public  Welfare’s  Health  Subcommittee  will 
hold  hearings  on  the  four  bills,  if  necessary,  in 
May. 
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Big  Balanced  Rock,  Chiricahua  Mountains.  Arizona  (approx  1,000  tons) 


Found  useful  in  the  management  of  vertigo*  associated  with 
seases  affecting  the  vestibular  system. 

Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 
Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 
Also  available  as  Antivert  (meclizine  HQ)  12.5  mg.  scored 
iblets,  for  dosage  convenience  and  flexibility. 

Antivert/25  (meclizine  HQ)  25  mg.  Chevuable  Tablets  for 
ausea,  vomiting  and  dizziness  associated  with  motion  sickness. 

RIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


‘INDICATIONS  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences —National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective.  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (medizine  HQ  I during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show'  cleft  palate 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HQ  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS  Since  drowsiness  may.  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group 

Usage  in  Pregnancy.  See  "Contraindications!' 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported  DflDDir 

More  detailed  professional  information  available  on  MwCnlU 
request. 


Antivert  25 

(meclizine  HC1)  25  mg.Tablets 

for  vertigo* 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


Would  sleep  wit] 
fewer  nighttime 
awakenings 
benefit  your 
patients  with 
insomnia? 


Highly  predictable  results 
for  your  patients  with  trouble 
staying  asleep... 

. . .can  be  obtained  with  Dalman 
(flurazepam  HC1).  As  shown 
below,  Dalmane  significantly 
reduces  nighttime  awakenings:14 

Average  Number  of  Nighttime  Awakenings1'3 4 

(Four  Geographically  Separated  Sleep  Researci 
Laboratory  Clinical  Studies,  16  Subjects) 


(Decreased  31.4%) 


8.31 


5.7 


3 

placebo  Dalmane 

baseline  (flurazepam  HCI) 

nights  30  mg  nights 


I And  for  those  with  trouble 
illing  asleep  or  sleeping 
»ng  enough... 

S. . . Dalmane  (flurazepam  HC1) 
so  delivers  excellent  results, 
linically  proven  in  sleep  research 
iboratory  studies:  on  average, 
eep  within  17  minutes  that  lasts 
to  8 hours.5 

Dalmane  (flurazepam  HC1) 

5 relatively  safe,  seldom 
auses  morning  “hang-over!!. 

. . . and  is  well  tolerated.  The 
isual  adult  dosage  is  30  mg  h.s., 

>ut  with  elderly  and  debilitated 
>atients,  limit  the  initial  dose  to 
5 mg  to  preclude  oversedation, 
lizziness  or  ataxia.  Evaluation  of 
possible  risks  is  advised  before 
prescribing. 

tEFERENCES: 

. Karacan  I,  Williams  RL,  Smith  JR:  The 
.leep  laboratory  in  the  investigation  of  sleep 
md  sleep  disturbances.  Scientific  exhibit  at 
he  124th  annual  meeting  of  the  American 
Psychiatric  Association,  Washington  DC, 

Vlay  3-7,  1971 

2.  Frost  JD  Jr:  A system  for  automatically 
analyzing  sleep.  Scientific  exhibit  at  the 
24th  annual  Clinical  Convention  of  the 
American  Medical  Association,  Boston, 

Nov  29-Dec  2.  1970:  and  at  the  42nd  annual 
scientific  meeting  of  the  Aerospace  Medical 
Association,  Houston.  Apr  26-29,  1971 

3.  Vogel  GW:  Data  on  file.  Medical  Depart- 
iment,  Hoffmann-La  Roche  Inc.,  Nutley  NJ 

4.  Dement  WC:  Data  on  file.  Medical  Depart  - 
1 ment,  Hoffmann-La  Roche  Inc.,  Nutley  NJ 
15.  Data  on  file.  Medical  Department, 
Hoffmann-La  Roche  Inc..  Nutley  NJ 


Before  prescribing  Dalmane  (flurazepam 
HC1),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
; characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
i insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HC1. 


Warnings:  Caution  patients  about  possible 
combined  eflects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 


or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eves,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HC1. 


Depend  on  highly 
predictable  results 
with 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

specifically  indicated 
for  insomnia 

Objectively  proved  in  the  sleep  research  laboratory: 

■ sleep  with  fewer  nighttime  awakenings 

■ sleep  within  17  minutes,  on  average 

■ sleep  for  7 to  8 hours,  on  average, 
with  a single  h.s.  dose. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 


M 


the  weight  of  scientific  opinion: 


If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 
was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has  — 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

“...the  problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 

DRUG 

bioequivalence 


OFFI ce  OF  IBCHNOI OOV 
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“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and  / or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
’ United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription . . . 

Pharmaceutical  Manufacturers 
liMRl  Association 

U 55  Fifteenth  Street,  N.W 
LhlU  Washington,  D.C.  20005 

^Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C. 20402. 


protecting  the 
integrity  of . 

your  prescription 


an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAIW!  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg.; 
aluminum  hydroxide  dried  gel,  150  mg. 

Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 

Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Doivev 

LABORATORIES  ~ 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


Immunologic  Dysfunction  in  Heroin  Ad- 
dicts — S.  M.  Brown  et  al  (Fifth  Ave  and 
100th  St,  New  York  10029).  Arch  Intern 
Med  134:1001-1006  (Dec)  1974. 

Thirty-eight  heroin  addicts,  whose  im- 
munologic status  was  studied,  had  a high  in- 
cidence of  abnormalities,  including  hyper- 
gammaglobulinemia (IgM,  87%  and  IgG, 
63%),  false-positive  test  for  syphilis  (23%), 
and  positive  latex  fixation  test  (21%).  A 
defect  in  cellular  immunity  was  demonstrat- 
ed by  impaired  in  vitro  responsiveness  in 
lymphocyte  culture  studies  to  at  least  one 
of  three  mitogens  when  compared  to  normal 
controls.  Follow-up  studies  on  ten  addicts 
not  taking  heroin  but  involved  in  methadone 
maintenance  programs  failed  to  show  a con- 
sistent pattern.  This  study  demonstrates 
abnormalities  in  both  the  humoral  and  cel- 
lular immune  systems  in  chronic  heroin  ad- 
dicts. There  was  no  apparent  correlation 
between  these  abnormalities  and  the  pres- 
ence of  clinical  liver  disease.  Occult  liver 
disease,  however,  was  not  excluded  by  liver 
biopsy,  and  the  pathogenesis  of  these  im- 
munologic disturbances  remains  speculative. 


Reserpine  Use  in  Relation  to  Breast  Can- 
cer — O.  P.  Heinonen  et  al  (Boston  Col- 
laborative Drug  Surveillance  Program,  400 
Totten  Pond  Rd,  Waltham,  MA  02154). 
Lancet  2:675-677  (Sept  21)  1974. 

A record  search  was  carried  out  in  the 
University  Hospital,  Helsinki,  to  determine 
the  use  of  reserpine  in  cases  of  newly  diag- 
nosed breast  cancer  and  in  controls  admitted 
for  elective  surgery  for  benign  conditions. 
Case-control  pairs  were  matched  for  the  year 
of  operation  (1960-1972)  and  for  half-decade 
of  age.  A positive  association  between  reser- 
pine use  and  breast  cancer  was  observed. 
Among  438  pairs,  there  were  68  that  were 
discordant  for  reserpine  use,  with  the  drug 
being  taken  by  the  case  in  45  pairs  and  by 
the  control  in  23  (P<0.01).  The  association 
was  most  prominent  in  women  admitted 
during  1970-1972. 
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OMAHA  OFFICE 
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PHONE  342-6104 
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REPRINTS 


OF  YOUR 


Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  • Office  Forms 
Quality  Printing  at  the  Right  Prke 
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Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas  J. 

Gurnett,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Lancaster, 
Otoe,  Cass 

Third  District:  Councilor:  H.  C.  Stewart, 
Pawnee  City,  Counties:  Gage,  John- 
son, Nemaha,  Pawnee,  Richardson. 
Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Knox, 

Cedar,  Dixon,  Dakota,  Antelope. 
Pierce,  Thurston,  Madison,  Stanton, 
Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert  M. 
Sorensen,  Fremont.  Counties:  Burt, 
Washington,  Dodge,  Platte,  Colfax, 
Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz  G. 

Steenburg,  Aurora.  Counties:  Saun- 
ders, Butler,  Polk,  Seward,  York, 
Hamilton. 

Seventh  District:  Councilor:  Lyle  H. 
Nelson,  Crete.  Counties:  Saline,  Clay, 
Fillmore.  Nuckolls,  Thayer,  Jefferson. 
Eighth  District:  Councilor:  A.  Dean 
Gilg,  Bassett.  Counties:  Cherry,  Key- 
apana,  Brown,  Rock,  Holt,  Sheridan, 
Boyd. 

Ninth  District:  Councilor:  Hiram  R. 

Walker,  Kearney.  Counties:  Hall, 

Custer,  Valley,  Greelev,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Gosper,  Phelps, 
Adams.  Furnas.  Harlan,  Webster, 
Kearney,  Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer,  Ogallala.  Counties:  Lincoln, 
Perkins,  Keith,  McPherson,  Garden, 
Arthur.  Logan,  Deuel. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  Scottsbluff.  Counties:  Scotts 

Bluff,  Banner,  Box  Butte,  Morrill, 
Kimball,  Cheyene,  Sioux,  Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 


Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  SOCIETIES 


COUNTY 

PRESIDENT 

SECRETARY-TREASURER 

Adams 

Earl  J.  Dean,  Hastings 

Clyde  L.  Kleager,  Hastings 

Antelope- Pierce 

R.  E.  Kopp,  Plainview 

D.  F.  Johnson,  Jr..  Osmond 

Boone 

Charles  L.  Sweet,  Albion 

Box  Butte 

Raymond  H.  Olson,  Alliance 

F.  P.  Sucgang,  Alliance 

Buffalo 

Ron  D.  Scott,  Kearney 

William  M.  Vosik,  Kearney 

Cass 

R.  J.  Dietz,  Plattsmouth 

Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel 

C.  J.  Cornelius,  Jr.,  Sidney 

C.  J.  Cornelius,  Jr.,  Sidney 

Cuming 

Leonard  J.  Chadek,  West  Point 

Eugene  L.  Sucha,  West  Point 

Custer 

M.  L.  Chaloupka,  Broken  Bow 

Loren  H.  Jacobsen.  Broken  Bow 

Dawson 

B.  W.  Pyle,  Gothenburg 

John  H.  Worthman,  Cozad 

Dodge 

Roger  A.  Dilley,  Fremont 

William  B.  Eaton,  Fremont 

Five  County 

Henry  J.  Billerbeck,  Randolph 

Charles  G.  Muffley,  Pender 

Four  County 

Morris  D.  Mathews,  St.  Paul 

Richard  M.  Fruehling,  St.  Paul 

Gage 

Patrick  C.  Gillespie,  Beatrice 

Klemens  E.  Gustafson,  Beatrice 

Hall 

Charles  D.  McGrath,  Gr.  Island 

Gordon  D.  Francis,  Gr.  Island 

Hamilton 

Houtz  G.  Steenburg,  Aurora 

Richard  0.  Forsman,  Aurora 

Holt  & Northwest 

Robert  W.  Waters,  O’Neill 

Don  D.  Bailey,  O'Neill 

Howard 

R.  G.  Hanisch,  St.  Paul 

E.  C.  Hanisch,  Sr.,  St.  Paul 

Jefferson 

Gordon  0.  Johnson,  Fairbury 

R.  A.  Blatny,  Fairbury 

Knox 

Douglas  M.  Laflan,  Creighton 

D.  J.  Nagengast,  Bloomfield 

Lancaster 

Herbert  E.  Reese,  Lincoln 

J.  Thomas  McGreer,  III,  Lincoln 

Lincoln 

Miles  E.  Foster,  North  Platte 

Lewis  B.  Harden,  North  Platte 

Madison 

R.  E.  Klaas,  Norfolk 

F.  Martin,  Norfolk 

N.W.  Nebraska 

James  F.  Panzer,  Gordon 

Richard  A.  Savage,  Chadron 

Omaha  Medical 

Clarence  A.  McWhorter,  Omaha 

Donald  J.  Pavelka,  Omaha 

Otoe 

C.  R.  Williams,  Syracuse 

Gary  L.  Rademacher,  Nebr.  City 

Per  kins- Chase 

L.  C.  Potts,  Grant 

Paul  F.  Bottom,  Grant 

Phelps 

Frank  A.  Brewster,  II.  Holdrege 

Rex  J.  Kelly,  Holdrege 

Platte-Loup  Valley 

Herbert  D.  Kuper,  Columbus 

A.  H.  Liebentritt,  Columbus 

Saline 

Robert  E.  Quick,  Crete 

Lyle  H.  Nelson,  Crete 

Saunders 

E.  J.  Hinrichs.  Wahoo 

John  E.  Hansen,  Jr.,  Wahoo 

Scotts  Bluff 

Jerome  A.  Fuhrman,  Gering 

R.  Dan  Clark.  Gering 

Seward 

Van  E.  Vahle,  Seward 

David  C.  Krohn,  Seward 

South  Central  Nebraska 

Vincent  S.  Lynn,  Geneva 

Chas.  F.  Ashby,  Geneva 

S.E.  Nebraska 

Paul  M.  Scott,  Auburn 

Theo.  C.  Kiekhafer,  Falls  City 

S.W.  Nebraska 

James  E.  Monaghan.  Benkelman 

Thomas  A.  Johnson,  Jr.,  McCook 

Washington- Burt 

H.  Neal  Sievers,  Blair 

Hans  Rath.  Omaha 

York- Polk 

James  D.  Bell,  York 

B.  N.  Greenberg,  York 
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Nebraska  Medical  Association  Officers  and  Committees 


OFFICERS 

James  H.  Dunlap,  Norfolk President 

Warren  G.  Bosley,  Grand  Island President-Elect 

Russell  L.  Gorthey,  Lincoln  Secretary-Treasurer 

Frank  Cole,  Lincoln Editor 

Kenneth  E.  Neff,  Lincoln Executive  Secretary 


BOARD  OF  DIRECTORS 

Carl  L.  Frank,  Chm.  Scotts bluff 

Charles  F.  Ashby  Geneva 

Robert  B.  Benthack  Wayne 

Dwight  W.  Burney,  Jr.  Omaha 

Russell  L.  Gorthey  Lincoln 


Delegates  — Roger  D.  Mason,  Omaha  ; John  R.  Schenken,  Omaha 
Alternates  — John  D.  Coe,  Omaha  ; C.  J.  Cornelius,  Jr.,  Sidney 


ADVISORY  TO  AUXILIAR\ 


Kenneth  T.  McGinnis,  Chm.  Lincoln 

Warren  G.  Bosley Grand  Island 

James  G.  Carlson Verdigre 

John  D.  Coe Omaha 

J.  Whitney  Kelley  Omaha 

Leland  J.  Olson Omaha 

ALLIED  PROFESSIONS 

Robert  W.  Waters,  Chm.  O’Neill 

Warren  Q.  Bradley  Lincoln 

Charles  M.  Bressman Omaha 

Loren  H.  Jacobsen  Broken  Bow 

David  L.  Kutsch Lincoln 

John  H.  Worthman  Cozad 

CANCER 

F.  William  Karrer,  Chm. Omaha 

John  B.  Davis  Omaha 

William  T.  Griffin Lincoln 

Henry  M.  Lemon  Omaha 

Frank  H.  Tanner Lincoln 

Wallace  J.  Vnuk  Kearney 

CONSTITUTION  AND  BY-LAWS 

J.  P.  Schlichtemier,  Chm. Omaha 

R.  L.  Cassel  Fairbury 

Earl  J.  Dean  Hastings 

John  T.  McGreer,  III  Lincoln 

Harold  M.  Nordlund  York 

Robert  D.  Sidner Kearney 

Interim : 

Harry  W.  McFadden,  Jr. Omaha 

EMERGENCY  MEDICAL  SERVICE 

Harris  B.  Graves,  Chm. Waterloo 

Stephen  W.  Carveth Lincoln 

V.  Franklin  Colon Friend 

William  H.  Gondring .Lincoln 

Floyd  H.  Shiffermiller  Ainsworth 

Richard  B.  Svehla  Omaha 

William  M.  Vosik  Kearney 

GERIATRICS 

Vernon  G.  Ward,  Chm. Omaha 

Dwight  M.  Frost Omaha 

Clyde  A.  Medlar Columbus 

Frederick  F.  Paustian Omaha 

HEALTH  EDUCATION  IN  SCHOOLS 
AND  COLLEGES 

S.  I.  Fuenning.  Chm. Lincoln 

Frank  O.  Hayworth Omaha 

Clyde  L.  Kleager Hastings 

John  F.  Latenser Omaha 

Dean  A.  McGee Omaha 

H.  V.  Smith Kearney 

Interim : 

Kenneth  T.  McGinnis Lincoln 

Mrs.  Kenneth  T.  McGinnis Lincoln 

Mrs.  Jack  M.  Stemper Lincoln 

HEALTH  PLANNING 
Richard  A.  Cottingham,  Chm.  __McCook 

James  G.  Carlson Verdigre 

C.  J.  Cornelius,  Jr. Sidney 

F.  H.  Hathaway Lincoln 

Robert  G.  Osborne Lincoln 

James  E.  Ramsay  Atkinson 

C.  Lee  Retelsdorf  Omaha 

Stanley  M.  Truhlsen Omaha 

HOSPITAL  AND  PROFESSIONAL 
RELATIONS 

Jerald  R.  Schenken,  Chm.  Omaha 

Gordon  D.  Adams  Norfolk 

Muriel  N.  Frank  Omaha 

Arthur  L.  Larsen  Omaha 

Leonard  R.  Lee Lincoln 

Kenneth  D.  Peters Plain  view 

A.  Eugene  Van  Wie Grand  Island 

INSURANCE  AND  PREPAYMENT 
MEDICAL  CARE 

A.  L.  Smith,  Jr.,  Chm. Lincoln 

Harold  D.  Dahlheim  Norfolk 

Russell  J.  Mclntire Hastings 

Paul  M.  Scott Auburn 

Stanley  M.  Truhlsen Omaha 

Hiram  R.  Walker Kearney 


MATERNAL  AND  CHILD  HEALTH 


Warren  G.  Bosley,  Co-Chm Gr.  Island 

William  L.  Rumbolz,  Co-Chm. Omaha 

Robert  F.  Getty North  Platte 

Hodsen  A.  Hansen Lincoln 

L.  Palmer  Johnson  Lincoln 

J.  A.  McMillan Hastings 

MEDICAL  EDUCATION 

John  W.  Smith,  Chm. Omaha 

James  E.  Bridges Fremont 

Wendell  L.  Fairbanks  Auburn 

Randolph  M.  Ferlic  Omaha 

James  S.  Long  Alma 

R.  C.  Rosenlof Kearney 

Robert  J.  Stein  Lincoln 

Interim : 

Joseph  M.  Holthaus Omaha 

Perry  G.  Rigby  Omaha 

Student  Member: 

Matthew  M.  Bosley Omaha 

MEDICAL  SERVICE 

Robert  F.  Shapiro,  Chm. Lincoln 

John  D.  Baldwin  Lincoln 

Thomas  G.  Erickson  Fremont 

Herbert  D.  Feidler Norfolk 

Donald  F.  Prince Minden 

John  C.  Schutz Tecumseh 

Frank  H.  Tanner Lincoln 

Eugene  M.  Zweibach Omaha 

MEDICINE  AND  RELIGION 

John  C.  Goldner,  Chm. Omaha 

Kenneth  C.  Bagby  Blair 

W.  Ray  Hill  Lincoln 

T.  C.  Kiekhaefer —Falls  City 

John  J.  Ruffing.  Jr.  Hemingford 

Merle  E.  Sjogren  Omaha 

Interim : 

Samuel  A.  Swenson,  Jr. Omaha 

MEDICOLEGAL  ADVICE 

J.  P.  Gilligan,  Chm. Nebraska  City 

W.  O.  Brown  Scottsbluff 

Paul  Goetowski  Lincoln 

William  L.  Rumbolz Omaha 

MENTAL  HEALTH  AND 
MENTAL  RETARDATION 

Robert  G.  Osborne,  Chm. Lincoln 

John  D.  Baldwin Lincoln 

C.  H.  Farrell Omaha 

Harry  C.  Henderson Omaha 

J.  Whitney  Kelley Omaha 

Charles  W.  Landgraf,  Jr. Hastings 

Interim : 

Jack  R.  Anderson  Lincoln 

Robert  B.  Muffly Omaha 

STATE  PEER  REVIEW 

Milton  Simons,  Chm. Omaha 

K.  Don  Arrasmith  Omaha 

John  D.  Baldwin  Lincoln 

Dwight  W.  Burney,  Jr. Omaha 

John  C.  Denker Valley 

Henry  Kammandel  Omaha 

Harold  W.  Keenan  Ogallala 

Kenneth  F.  Kimball Kearney 

Kenneth  T.  McGinnis Lincoln 

J.  P.  Schlichtemier Omaha 

Richard  L.  Tollefson  Wausa 

Hobart  E.  Wallace Lincoln 

Dean  C.  Watland  Omaha 

Raymond  J.  Wyrens Omaha 

PUBLIC  HEALTH 

Richard  F.  Brouillette,  Chm.  York 

M.  D.  Bechtel Omaha 

Stanley  T.  Mountford Omaha 

Henry  D.  Smith  Lincoln 

F.  Thomas  Waring Fremont 

PUBLIC  RELATIONS 

William  T.  Griffin.  Chm.  Lincoln 

James  S.  Carson  McCook 

William  S.  Carter Omaha 

Donald  Matthews  Lincoln 

G.  P.  McArdle Omaha 


RELATIVE  VALUE  STUDY 

Orin  R.  Hayes,  Chm. Lincoln 

John  A.  Haggstrom  Omaha 

Bernard  L.  Kratochvil  Omaha 

Lyle  H.  Nelson  Crete 

Donald  F.  Purvis Lincoln 

Carlyle  E.  Wilson,  Jr.  Omaha 

RURAL  MEDICAL  SERVICE 

James  W.  Peck,  Chm. Kearney 

Michael  J.  Haller Omaha 

F.  A.  Mountford Davenport 

R.  L.  Tollefson Wausa 

John  H.  Worthman  Cozad 

SCIENTIFIC  SESSIONS 

Herbert  E.  Reese.  Chm.  Lincoln 

Richard  A.  Cottingham  McCook 

Randolph  M.  Ferlic  Omaha 

Russell  L.  Gorthey Lincoln 

Joel  T.  Johnson Kearney 

Y.  Scott  Moore  Lincoln 

Robert  M.  Stryker Omaha 

SUB-COMMITTEE  ON  ATHLETIC 
INJURIES 

John  E.  Murphy.  Chm. Aurora 

Stanley  M.  Bach  Omaha 

Robert  B.  Benthack  Wayne 

S.  I.  Fuenning  Lincoln 

Paul  Goetowski  Lincoln 

Richard  W.  Hammer Lincoln 

Jack  K.  Lewis  Omaha 

Otis  W.  Miller Ord 

Charles  W.  Newman Lincoln 

George  Sullivan,  R.P.T.  Lincoln 

Wayne  Wagner,  A.T. Omaha 

John  G.  Yost Hastings 

AD-HOC  DRUG  ABUSE  EDUCATION 

Marvin  E.  Holsclaw,  Chm.  Lincoln 

Klemens  E.  Gustafson Beatrice 

Jack  K.  Lewis  Omaha 

James  I.  Wax  Omaha 


AD-HOC  COMMITTEE  ON  HOUSE 
ACTIONS 


Harold  S.  Morgan.  Chm. Lincoln 

R.  E.  Garlinghouse Lincoln 

Frank  H.  Tanner  Lincoln 

W.  D.  Wright  Omaha 


AD-HOC  COMMITTEE  ON 
MEMBERSHIP 

Harry  W.  McFadden,  Jr.,  Chm — Omaha 


Warren  G.  Bosley Grand  Island 

Robert  J.  Luby  Omaha 

Herbert  E.  Reese Lincoln 

Houtz  G.  Steenburg Aurora 

Stanley  M.  Truhlsen  Omaha 

AD-HOC  COMMITTEE  ON  NATIONAL 
HEALTH  INSURANCE 

Jerald  R.  Schenken,  Chm. Omaha 

William  H.  Berrick  Madison 

Louis  J.  Gogela  Lincoln 

Arnold  W.  Lempka Omaha 

Robert  J.  Morgan  Alliance 

Donald  F.  Prince Minden 

A.  L.  Smith,  Jr.  Lincoln 

Student  Member: 

Patrick  S.  Dunlap  Omaha 

AD-HOC  COMMITTEE  ON  PSRO 

Houtz  G.  Steenburg,  Chm.  Aurora 

John  H.  Bancroft Kearney 

Warren  G.  Bosley Grand  Island 

James  H.  Dunlap  Norfolk 

Allan  C.  Landers Scottsbluff 

Donald  J.  Pavelka Omaha 

Frank  P.  Stone Lincoln 

Carlyle  E.  Wilson,  Jr.  Omaha 
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One  contains  aspirin. 
One  doesn’t. 


Darvon 

Compound-65 

65  mg.  propoxyphene  hydrochloride, 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


ARE  YOU  ALL  RIGHT? 

Cicero  said,  when  he  was  about  to  be  dis- 
patched, that  he  had  always  known  he  was 
not  immortal;  and  I myself  have,  even  as  my 
patients,  been  sick  at  times.  In  a few  in- 
stances, I found  myself  in  a hospital  bed,  but 
mostly  I was  in  my  own,  or  being  the  brave 
person  I am  and  a good  patient,  up  and 
about.  On  occasion,  when  unhospitalized,  I 
might  experience  a mild  relapse  and  in  a few 
of  these  times,  timidly  call  my  doctor  for 
advice. 

But  I have  noticed  this  difference.  When 
you  are  hospitalized,  your  physician  comes  to 
see  you  during  his  daily  rounds,  and  he  asks 
how  you  are.  But  when  you  are  sick  and  you 
are  home,  this  does  not  happen.  So  if  you 
feel  a twinge  where  there  was  none  before, 
or  if  your  temperature  stays  at  the  abnormal 
level  of  98. 8F*  and  won’t  come  down,  you 
must  bring  yourself  to  call  your  doctor. 

But  will  you  not  think  it  would  have  been 
better  if  your  doctor  had  called  you  and 
asked  how  you  were?  I wonder  if  this  was 
ever  the  custom.  Of  course,  the  busy 
physician  cannot  call  all  his  patients  every 
day,  and  so  he  distinguishes  between  those 
at  home  and  those  in  the  hospital.  This  may 
be  a matter  of  convenience,  as  he  goes  from 
room  to  room  in  the  hospital;  or  it  may  make 
sense,  since  hospitalized  patients  are 
generally  sicker  than  those  at  home. 

Still,  it  would  be  nice  to  have  him  call,  and 
spare  you  the  deciding  whether  to  call  and 
bother  him  with  some  new  symptom  that 
may  (or  may  not)  be  meaningless;  and  to 
hear  him  ask  if  you  are  all  right. 

— F.C. 


CAN  A DOCTOR  SPECIALIZE 
IN  EVERYTHING? 

The  patient  goes  to  an  internist,  who  con- 
sults a surgeon  when  operating  seems  likely. 
Or  better  still,  the  invalid  sees  a surgeon 
first,  and  when  a medical  problem  arises, 

* (98.8-32)  x 5/9  Centigrade. 


the  clinician  is  consulted.  But  there  is 
division  here.  The  surgeon  may  be  unfamiliar 
with  internal  medicine,  and  the  internist 
cannot  operate  and  may  not  know  all  the 
indications  for  operating.  It  is  possible  that 
each  may  wait  a little  too  long  or  put  off 
consulting  entirely.  And  if  they  do  not  speak 
the  same  language  when  they  get  together, 
their  minds  will  not  meet. 

How  much  better  it  would  be  if  the 
surgeon  was  trained  in  internal  medicine  or 
if  the  clinician  could  operate;  and  if  a rash 
appeared,  if  they  were  dermatologists;  and 
psychiatrists,  and  so  on. 

Does  this  bring  us  back  to  the  general 
practitioner?  I do  not  think  so,  that  is  not 
quite  what  I mean.  But  maybe  it  is,  maybe  it 
is  the  new  generalist  I want,  someone 
trained  in  everything. 

And  after  that,  he  can  specialize. 

-F.C. 

ICE  CREAM 

Ice  cream  is  one  of  my  favorite  foods.  You 
can  eat  it  when  your  are  sick  or  well,  even 
when  you  have  a sore  throat  (it  makes 
everything  else  you  eat  go  down  easily),  and 
it  is  good  before  the  soup  and  after  the  nuts. 

But  I have  two  quarrels  with  today’s  ice 
cream.  All  the  flavors  taste  the  same,  and  if 
you  do  not  look,  you  cannot  tell  strawberry 
from  peach,  or  chocolate  from  cherry. 

And  I cannot  understand,  since  ready- 
packed  ice  cream  looks  the  same  as  hand- 
packed,  why  customers  stand  in  line  and 
wait  for  the  attendant  to  fill  the  container  by 
hand.  It  is  not  hand-made  or  home-made  ice 
cream  they  are  getting;  it  is  the  same  as  the 
ready-packed  product,  I think.  And  I have  no 
confidence  in  the  cleanliness  of  hand-packed 
ice  cream.  I should  like  to  know  the  bacterial 
content  of  the  little  tool  the  attendant  uses 
to  transfer  the  ice  cream  from  his  large  con- 
tainer to  your  small  one;  and  the  bacterial 
content  of  his  unsealed  ice  cream  and  of  the 
ice  cream  you  finally  get,  after  his  hand- 
packing. 
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Of  course,  ice  cream  cones  are  different, 
and  so  are  cups  of  ice  cream.  The  scoop  is 
smaller  and  somehow  seems  cleaner,  and 
there  is  none  of  the  almost  endless  packing 
that  goes  with  filling  a pint,  or  if  you  are  a 
glutton,  a quart  of  the  wonderful  stuff.  I am 
for  doing  away  with  hand-packing  ice  cream, 
and  for  making  strawberry  ice  cream  that 
tastes  like  strawberries. 

— F.C. 

EPONYMS  AND  ABBREVIATIONS 

A word  I can  do  without  is  neologism, 
these  things  are  nonce  words,  and  they  creep 
into  medical  jargon  with  irritating  frequency. 
I like  abbreviations;  I have  published  an 
abbreviation  book;  but  I like  common  sense, 
too.  I have  pointed  out  that  vide  supra, 
which  means  see  above,  and  vide  infra, 
which  is  a translation  of  see  below,  do  not 
save  letters  or  space. 

I am  a stickler  for  eponyms;  I dislike 
seeing  the  names  of  pioneers  removed  from 
anatomical  structures  or  techniques  or  from 
anything  they  discovered  or  invented,  like 
the  Cole  tube. 

But  frequency  is  commonly  measured  in 
cycles  per  second,  and  the  abbreviation  for 
that  is  cps.  And  one  unit  of  pressure,  and  the 
unit  used  in  measuring  arterial  blood 
pressure,  is  millimeters  of  mercury,  con- 
densed to  mm  Hg. 

And  now  we  must  learn  that  hertz  = cps. 

And  torr  = mm  Hg. 

Cycles  per  second  are  now  named  for 
Hertz,  and  millimeters  of  mercury  for  Tor- 
ricelli. They  both  deserve  to  be  honored,  but 
not  this  way,  not  going  backwards  in  time. 

But  eponyms  have  been  removed  from 
anatomy  textbooks.  And  I submit  that 
everybody  knows  what  cps  means,  and  that 
we  all  know  what  mm  Hg  means.  Both  tell 
you  exactly  what  they  represent,  with  no 
need  to  look  them  up.  But  torr  saves  no 
letters,  and  hertz  wastes  them.  And  you 
have  to  look  them  up.  I prefer  cps  and  mm 

Hg. 

-F.C. 

CERTIFY  AND  CONCERN 

I just  read  a medical  report  that  did  not 
concern  me,  and  that  unfortunately  began 


with  To  whom  it  may  concern.  Sometimes 
these  awesome  words  are  replaced  by  This  is 
to  certify,  which  is  no  better.  Our  conver- 
sational lives  are  cluttered  up  with  many 
astonishing  groups  of  words,  such  as  I hereby 
swear  or  affirm,  which  seems  to  mean  that 
you  will  now  stop  lying  and  will  tell  the  truth 
until  the  oath  has  worn  off. 

Dear  sir,  when  you  are  writing  to  a man 
you  do  not  know  or  whom  you  dislike,  is  no 
better,  and  very  truly  yours  is  downright 
foolish.  Asking  how  are  you  is  only  a 
pleasantry,  but  children  and  bores  sometimes 
answer  you  in  painful  detail.  God  be  with  you, 
and  farewell,  are  conversational  courtesies 
that  we  use  to  cover  up  silences  that  were 
better  uncovered. 

But  the  one  that  sticks  in  my  mind,  or  in 
my  craw,  is  To  whom  it  may  concern.  Greet- 
ings used  to  mean  something.  ^ 

PHYSICIAN  NOT  LIABLE 

The  human  body  is  a wonderful  thing,  and 
it  is  entrusted  to  our  care.  It  is  an  intricate 
thing  as  well,  and  everything  we  do  is 
important.  We  control  hemorrhage,  we  save 
lives,  and  we  stop  pain. 

But  sometimes  the  patient  bleeds,  and 
sometimes  he  dies.  Sometimes  a nerve  is  cut, 
and  sometimes  the  heart  is  not  restarted. 
And  sometimes  all  sorts  of  things  happen 
when  we  treat  people  because,  while  there 
are  landmarks  everywhere  to  guide  us,  there 
are  nerves  and  arteries  everywhere,  too,  and 
we  may  meet  the  disaster  we  court  in  our 
everyday  practice. 

If  I were  not  a doctor,  and  I awoke  with  a 
facial  paralysis  after  surgery,  or  if  my  child 
developed  brain  damage  in  the  operating 
room,  I might  desire  compensation.  If  I were 
the  surgeon  or  the  anesthesiologist,  I might, 
with  equal  logic  and  sincerity,  deny  it.  I'or 
while  there  may  occasionally  be  negligence, 
there  is  always  risk,  serious  and  unavoidable 
risk. 

And  where  disaster  strikes,  and  when  we 
meet  anguish  and  death,  we  have  this  to 
remember:  that  everything  we  do  is  impor- 
tant, and  we  do  save  lives,  and  that  some- 
times, with  all  the  skill  at  our  command  and 
when  we  are  not  negligent,  we  do  not. 

-F.C. 
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ORIGINAL  ARTICLES 


Heredity  and  Colon  Cancer  * 


PART  I 
Introduction 

Adenocarcinoma  of  the  colon 

is  the  most  commonly  occurring 
visceral  malignant  neoplasm  in 
the  United  States,  accounting  for  nearly 
1,000  deaths  per  week.1  The  first  report  of 
successful  surgical  excision  of  a cancer  of  the 
rectum  occurred  in  1833, 2 and  since  then 
substantial  progress  has  been  achieved  with 
this  therapeutic  modality.  The  control  of  this 
lesion  will  undoubtedly  be  aided  significantly 
when  cancer  detection  programs  by  physi- 
cians lead  toward  the  recognition  of  earlier 
cases,3  and  educational  programs  for  the 
layman  concentrate  on  recognition  of  early 
signs  and  symptoms  of  cancer.  However, 
slightly  more  than  half  of  the  victims  of  in- 
testinal cancer  continue  to  die  of  their 
disease  each  year  in  spite  of  efforts  toward 
improved  surgical  control  and  cancer  de- 
tection campaigns.  It  is  hoped  that  newer 
methods  of  cancer  detection  might  improve 
survival  statistics.  One  of  the  more 
promising  of  these  is  the  production  of  car- 
cinoembryonic  antigen  (CEA)  by  carcinomas 
arising  in  the  endodermally-derived  epi- 
thelium of  the  digestive  tract.  This  antigen 
was  first  described  by  Gold  and  his 
associates  in  1965; 4 5 later,  they  developed  a 
radioimmunoassay  for  detecting  the  presence 
of  CEA  in  the  blood  serum.6  This  antigen  is 
also  found  in  cancers  arising  in  the 
esophagus,  stomach,  duodenum,  small  bowel, 
pancreas,  breast  and  lung,  though  it  is  found 
in  higher  concentrations  in  cancers  arising  in 
the  colon.6  It  is  present  in  the  fetus  during 
the  first  two  trimesters  of  pregnancy  and  is 
also  found  in  the  mother  during  that  time.  It 
disappears  during  and  after  the  third  tri- 
mester of  pregnancy.  The  antigen  has  not 
been  found  in  benign  tumors  of  the  digestive 
tract,  in  nondigestive  tumors,  nor  in  cancer 
that  has  metastasized  to  the  digestive  tract. 
These  facts  have  led  to  the  conclusion  that 
the  antigen  arises  primarily  from  endodermal 
cancer.7 

Although  Moore  and  associates  found  a 
high  degree  of  reliability  in  detection  of 
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cancer  of  the  colon  utilizing  CEA  they  also 
found  that  the  antigen  was  less  specific  than 
originally  thought  since  they  found  positive 
tests  in  alcoholic  liver  disease,  alcoholic  pan- 
creatic disease  and  carcinoma  of  the  lung. 7 
Nugent  and  Hansen3  found  36  percent  false 
negative  results  utilizing  CEA  assay  and  con- 
cluded that  more  experience  with  this  assay 
will  be  necessary  before  valid  conclusions  can 
be  drawn. 

The  magnitude  and  seriousness  of  colon 
cancer  is  such  that  every  possible  measure 
should  be  employed  for  earlier  detection  with 
a goal  of  improved  cancer  control.  Cancer 
genetics  harbors  a potentially  powerful 
cancer  control  tool  which  could  be  applied 
profitably  in  several  hereditary  colon  cancer 
problems  including  familial  polyposis  coli  and 
Gardner’s  syndrome.  Therefore  I shall 
delineate  a number  of  types  of  colon  cancer 
in  which  hereditary  factors  play  a part. 

Genetics  and  Colon  Cancer 

In  considering  the  role  of  hereditary 
factors  in  colon  cancer,  one  must  differentiate 
carefully  between  the  several  specific  genetic 
syndromes  in  which  colon  malignancy  is 
manifested. 

Table  1 provides  a listing  as  well  as  the 
important  clinical  features  and  mode  of  in- 
heritance (when  this  is  known)  of  the  several 
clinical  disorders  which  are  associated  with 
adenocarcinoma  of  the  colon.  One  notes  that 
subclassifications  of  these  disorders  may  be 
made  readily,  i.e.  one  might  group  colon 
cancer  with  the  so-called  polyposis  syn- 
dromes and  thereby  include  familial  poly- 
posis coli  in  the  absence  of  other  associated 
physical  stigmata,  or  it  may  be  grouped  with 
those  disorders  which  have  such  distinguish- 

•Permission  for  publication  granted  by  Charles  C.  Thomas.  Publisher. 
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ing  phenotypic  signs  as  those  which  occur  in 
Gardner’s  syndrome,  Peutz-Jegher’s  syn- 
drome, Turcot’s  syndrome,  Oldfield’s  syn- 
drome, Gorlin’s  syndrome,  and  the  Cronk- 
hite-Canada  syndrome.  In  turn,  we  may  con- 
veniently subclassify  colon  cancer  in  terms  of 
several  other  clinical  syndromes  with 
hereditary  etiology  in  the  absence  of  poly- 
posis coli,  such  as  the  cancer  family 
syndrome  and  in  association  with  breast 
cancer  in  certain  families.  Finally,  increased 
incidences  of  adenocarcinoma  may  occur  in 
certain  families  on  a site-specific  basis, 
occasionally  associated  with  multiple  primary 
malignant  neoplasms,  and  inherited  in 


certain  incidences  in  an  autosomal  dominant 
pattern. 


TABLE  I 

COLON  CANCER  IN  PROSPECTIVE  AND 
RETROSPECTIVE  OVAH  STUDY 


No.  Colon 
Cancer 
Retro- 
spective 

No.  Colon 
Cancer 
Pro- 
spective 

No.  Colon 
Cancer 
Control 

Total  No.  Proband 

98 

50 



Total  Colon 
(First  Degree  Rela- 
tive + Proband) 

121 

65 

3 

Colon  Cancer 
(Only  in  Family) 

23 

15 

3 

Malpractice  or  Medical  Accident 


The  present  day  concept  of  mal- 
practice is  entirely  unrealistic 
and  has  contributed  to  our 
present  dilemma  in  regard  to  the  skyrocketing 
costs  of  malpractice  insurance.  Until  we 
understand  the  scope  of  the  problem,  we  are 
helpless  to  remedy  our  situation.  There  is  a 
great  deal  of  emotion  involved  in  our  thinking 
about  it,  and  this  in  part  intensifies  our  prob- 
lem — it  certainly  doesn’t  help  in  solving  the 
matter. 

We  have  spent  an  inordinate  amount  of 
time  indicting  the  contingency  fees  of  our 
lawyer  friends,  and  although  it  may  be 
contributory,  it  is  not  the  cause  of  our 
problem.  We  complain  about  the  unrealistic 
statute  of  limitation  in  malpractice  laws  with 
their  prolonged  and  undeterminate  length, 
and  although  this  complicates  our  problem, 
the  possibility  of  changing  this  remains 
remote.  We  criticize  insurance  companies  who 
have  dissipated  their  reserve  accounts  by 
speculative  investments.  Although  this  is  true 
and  the  insured  physicians  are  being  asked  to 
make  up  the  deficit  by  paying  greater 
premiums  — this  is  not  our  entire  problem. 

The  problem  is  that  so-called  malpractice  is 
seldom,  in  fact,  malpractice,  but  a medical 
accident.  Rarely,  if  ever,  does  a physician 
deliberately  set  out  to  do  a patient  harm. 
Medicine  is  a risky  business  with  dangers 
present  at  every  turn  as  regards  diagnosis 
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and  therapeutics.  It  is  not  reasonable  that  be- 
cause doctors  provide  the  medical  care,  they 
should  have  to  finance  this  entire  responsi- 
bility. Doctors  are  not  required  nor  expected 
to  provide  the  hospitals  or  medical  schools  or 
ambulances  or  drugs  or  any  of  the  many  other 
medical  facilities.  These  are  the  responsibility 
of  the  community  and  the  doctor’s  contribu- 
tions should  be  the  same  as  any  other  citizen 
and  no  more. 

If  we  accept  the  fact  that  the  responsibility 
for  these  medical  accidents  is  that  of  the 
society,  then  how  can  we  solve  this  problem? 

The  physician  should  not  be  required  to 
finance  this  problem.  Certainly,  the  state  or 
federal  government  will  have  to  take  a part  in 
this  financing.  If  that  proves  objectionable, 
then  the  patient  must  be  sold  a risk  insurance 
with  compensation  made  on  a no-fault  basis  if 
a medical  accident  does  occur. 

At  any  rate,  let  us  direct  our  efforts  to 
educating  the  people  and  the  government  as 
to  their  responsibility  in  this  problem.  Then 
we  can  continue  to  concentrate  on  medical 
care  — and  free  ourselves  of  the  unnecessary 
burden  of  extra  financial  and  emotional  re- 
sponsibility. 
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Chemotherapy  of  Non-Resectable 
Soft  Tissue  Sarcomas* 


Historically,  the  effectiveness  of 
chemotherapy  for  treatment  of 
progressive,  recurrent,  or  met- 
astatic soft  tissue  and  bone  sarcomas  has 
been  poor.  The  most  useful  drugs  until  now 
have  been  vincristine,  actinomycin  D,  and 
cyclophosphamide  singly,  or  in  various 
combinations.1  A response  rate  of  18-22% 
could  be  expected,  but  few  of  the  responses 
were  complete  or  long-lived.2 

Because  two  new  anti-cancer  drugs,  adria- 
mycin  and  dimethyl  triazeno  imidazole 
carboxamide  (DTIC)  have  each  been  found 
effective  in  the  treatment  of  human 
sarcomas,2  a study  using  these  drugs  in 
combination  for  sarcoma  patients  was  done  in 
1971  at  M.  D.  Anderson  Hospital.  Their  small 
study  suggested  the  combination  produced  a 
greater  response  rate  than  either  of  the  drugs 
used  singly,  without  additive  toxicity;  thus 
the  study  was  continued  by  the  Southwest 
Cancer  Chemotherapy  Study  Group.  These 
studies  were  combined  and  reported  by 
Gottleib  et  al  in  December  1972. 2 A response 
rate  of  41%  was  found  with  remissions  lasting 
1-10+  months,  and  29  of  41  patients  in  re- 
mission at  the  time  of  the  report.  This  report 
was  updated  in  March  of  1974  after  200 
patients  had  been  evaluated. 3 The  response 
rate  was  42.5%  , 11%  obtained  a complete  re- 
mission, and  at  the  time  of  the  report  19  of 
the  22  patients  continued  in  complete  re- 
mission with  a median  duration  of  complete 
response  of  12+  months.  The  median 
duration  for  all  patients  in  remission  was  7 
months,  with  52%  of  the  patients  still  in 
remission  at  the  time  of  the  report. 

Since  there  has  not  been  a randomized 
prospective  study  comparing  the  combination 
of  DTIC  and  adriamycin  to  adriamycin  alone 
in  the  treatment  of  soft  tissue  sarcomas,  some 
investigators  feel  that  DTIC  may  add  little  to 
the  therapy  and  adriamycin  alone  would 
produce  similar  results.  This  remains  an  un- 
answered question.  However,  comparing  non- 
randomized  results,  patients  treated  with  the 
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combination  may  have  longer  remissions  than 
those  treated  with  adriamycin  alone.* 

Adriamycin: 

Adriamycin  is  an  antibiotic  produced  by 
Streptomyces  peucetius  variant  caesius  and 
nearly  identical  in  structure  to  the  anti-cancer 
antibiotic,  daunomycin.  It  has  been  found  to 
have  anti-tumor  activity  against  various 
human  sarcomas  with  a remission  rate  of  26% 
(4)  — 40%  (7).  The  drug  is  thought  to  exert 
its  anti-tumor  effect  by  binding  to  DNA,  thus 
preventing  cell  division.’  After  injection,  the 
drug  is  widely  distributed  throughout  the 
tissues  with  apparent  prolonged  binding  to 
the  tissues.6  Patients  with  impaired  hepatic 
function  have  impaired  excretion  of  the  drug 
and  require  reduced  dosages  to  prevent  in- 
creased toxicity.7 

Toxic  effects  include  phlebitis,  nausea, 
vomiting,  alopecia,  stomatitis,  and  myelosup- 
pression,  all  of  which  are  dose-related  and  re- 
versible.4 However,  the  myocardopathy 
produced  by  adriamycin  while  dose-related,  is 
not  alway  reversible  and  can  occur  up  to  6 
months  after  the  last  dose  is  given.  After  a 
patient  receives  a total  cumulative  dose  of  550 
mgm/m2,  cardiomyopathy  with  cardiac 
failure  and/or  death  may  occur  in  up  to  30% 
of  patients  with  continued  adriamycin 
administration.8  In  addition  to  this  often 
fatal  myocardial  toxicity,  6-30%  of  patients 
who  receive  smaller  cumulative  total  dosages 
of  the  drug  may  develop  transient  ECG  ab- 
normalities.4 These  are  generally  non-specific 
changes  such  as  sinus  tachycardia,  ST 
segment  depression,  T-wave  flattening  and 
ventricular  premature  beats.  These  ECG 
changes,  which  usually  occur  in  the  first  week 

'Section  of  Medical  Oncology  Department  of  Internal  Medicine, 
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or  so  after  the  drug  is  given,  do  not  produce 
clinical  morbidity  and  disappear  if  treatment 
is  withheld.  There  is  no  known  relationship 
between  transient  ECG  changes  and  the 
development  of  cardiac  failure.8 

Dimethyl  Triazeno  Imidazole  Carboxamide 
[DTIC]: 

Gottleib  et  al  report  that  DTIC  is  also  an 
effective  weapon  against  human  sarcomas 
with  a response  rate  of  about  15%  .2  The 
mechanism  of  action  of  DTIC  has  not  been 
completely  defined:  some  of  its  efficacy  may 
be  due  to  an  alkylating  effect.9  The  toxic 
effects  of  DTIC  include  phlebodynia,  nausea, 
vomiting,  a “flu-like”  syndrome,  and 
myelosuppression,  all  of  which  are  reversible 
with  drug  withdrawal. 

Methods  and  Materials: 

In  this  study  28  patients  referred  to  the 
Oncology  Section  of  the  University  of 
Nebraska  Medical  Center  over  the  past  2 
years  with  progressive  non-resectable  soft 
tissue  or  bone  sarcomas  were  treated  with  a 
combination  of  adriamycin  and  DTIC*.  The 
tumors  include  synovial  cell  sarcoma, 
mesenchymal  sarcoma,  osteogenic  sarcoma, 
leiomyosarcoma,  undifferentiated  sarcoma, 
neurofibrosarcoma,  Ewing’s  sarcoma,  lipo- 
sarcoma,  fibrosarcoma,  mixed  mesodermal 
tumor  of  the  uterus,  and  hemangiopericy- 
toma. All  had  biopsy-proven  malignancy  and 
lesions  which  could  be  measured  for  response. 
One  patient  died  19  days  after  the  first  course 
of  therapy  and  was  eliminated  from  the 
study. 

The  tumors  were  evaluated  by  clinical, 

roentgenologic  and/or  radioactive  nuclide 

scanning  techniques  every  two  weeks. 

Evaluation  of  response  was  based  on 
objective  changes.  The  criteria  for  evaluation 
of  response  are: 

complete  remission  - 100%  disap- 
pearance of  ob- 
jective signs  of 
cancer. 

partial  remission  - 50-99%  tumor  re- 
gression by  vol- 
ume in  the  ab- 

•Adriamycin  and  DTIC  were^upplled  by  Cancer  Therapy  Evaluation, 
Division  of  Cancer  Treatment,  National  Cancer  Institute 


sence  of  tumor 
progression  else- 
where or  new 
lesions  elsewhere. 

arrest  - no  change  in  tumor  size  or  a 
decrease  of  up  to  50%  by 
volume  with  an  improve- 
ment in  feeling  of  well 
being  and  the  absence  of 
new  lesions  or  tumor  pro- 
gression elsewhere. 

progression  - unambiguous  increase 
in  tumor  size  or  de- 
velopment of  other 
malignant  lesions. 

DTIC  was  supplied  as  a white  powder 
which  was  dissolved  in  sterile  water  at  the 
time  of  administration  and  injected  directly 
I.V.  Some  patients  experienced  phlebodynia 
along  the  entire  course  of  the  utilized  vein; 
veins  of  smaller  diameter  seemed  to  be  the 
most  sensitive.  In  these  instances,  the  DTIC 
was  added  to  100  cc.  5%  glucose  in  water  and 
infused  over  a period  of  20  minutes  to  one-half 
hour.  This  maneuver  eliminated  the  pain. 
Great  care  was  taken  to  avoid  extravasation 
of  the  drug,  as  this  can  produce  discomfort 
and  cellulitis.  The  dosage  used  was  250  mgm/ 
sq.m. /day  for  5 days,  and  the  course  was 
repeated  every  30  days  if  no  toxic  effects  per- 
sisted at  that  time. 

Adriamycin  was  supplied  as  a reddish- 
oragne  crystalline  substance  which  was 
dissolved  in  normal  saline  just  prior  to  use. 
The  drug  was  injected  directly  I.V.,  taking 
care  to  prevent  extravasation  which  produces 
cellulitis  and  ulceration.  The  dosage  employed 
in  good  risk  patients  was  60  mgm/sq.m.  once 
monthly  (at  the  same  time  the  first  dose  of 
DTIC  was  given)  if  no  contraindicating  side 
effects  occurred.  Patients  with  poor  liver 
function,  previous  extensive  radiation,  or 
severe  cachexia  received  30  mgm/sq.m.  When 
the  total  cumulative  dose  of  adriamycin 
reached  550  mgm/sq.m.,  adriamycin  was  dis- 
continued because  of  the  danger  of 
cardiomyopathy  and  the  monthly  courses 
were  continued  with  DTIC  alone. 

An  effort  was  made  to  treat  all  patients  in 
an  outpatient  setting,  but  on  occasion  nausea 
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and  vomiting  were  severe  enough  to  prompt 
hospitalization. 

The  courses  were  continued  until  there  was 
objective  evidence  that  the  tumor  was  not 
being  controlled  by  the  therapy.  At  that  time 
the  therapy  was  discontinued,  and  other 
treatment  initiated. 


Results: 

Of  the  27  evaluable  patients,  3 achieved  a 
complete  remission  (11.1%),  7 obtained  a 
partial  remission  (25.9%  ),  12  obtained  arrest 
(44.4%  ),  and  5 patients  progressed  on 
therapy  (18.5%  ).  Thus  the  total  response  rate 
(complete  and  partial  remissions)  is  37.0%  . Of 
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TABLE  1 (CONT.) 
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the  patients  who  continue  in  remission  or 
arrest,  the  longest  duration  is  14+  months. 
All  patients  who  responded,  objectively  or 
subjectively,  began  to  do  so  within  the  first 
month  of  treatment  (Table  1).  No  patient  with 
a leiomyosarcoma  showed  progression  of 
disease  when  the  drugs  were  begun  (Table  2). 

Toxicity: 

Nausea  and  vomiting  always  occurred  but 
with  varying  severity.  Some  were  bothered 
for  only  a few  hours,  others  experienced 
nausea  and  vomiting  for  the  entire  5-day 
course.  The  symptoms  responded  partially  to 
phenothiazines.  In  one  case,  I.V.  fluids  were 
needed  to  maintain  hydration. 

In  an  attempt  to  minimize  alopecia, 
patients’  scalps  were  surrounded  with  ice 
packs  for  15  minutes  prior  to  and  after  the 
adriamycin  injection.  In  addition,  a tourniquet 
was  tightly  fastened  around  the  head  to  oc- 
clude superficial  scalp  vessels  prior  to  the  in- 
jection and  removed  5-15  minutes  afterward. 
Nonetheless,  only  two  patients  experienced 
minimal  to  no  hair  loss;  most  had  at  least  80% 
hair  loss.  It  was  emphasized  to  the  patients 
that  the  hair  loss  was  reversible  after 
adriamycin  was  discontinued.  Occasionally 
hair  growth  resumed  in  spite  of  continuing 
courses  of  adriamycin. 

Myelosuppression  was  the  most  important 


toxicity  encountered  in  this  study.  In  these  in- 
stances, the  white  blood  count  was  depressed, 
but  occasionally  thrombocytopenia  was  also 
encountered.  Six  patients  required  a dosage 
reduction  because  of  myelosuppression,  and  2 
patients  (J.L.  and  M.M.)  were  removed  from 
the  study  because  of  leukopenia.  No  infections 
occurred  which  could  be  attributed  to 
leukopenia. 

No  cases  of  cardiac  failure  were  observed, 
and  no  patients  received  over  550  mgm  M ’ 
cumulative  dose  of  adriamycin.  An  ECG  was 
obtained  prior  to  each  injection  of  adriamycin. 
One  patient  developed  a nodal  rhythm  (E.K.) 
which  reverted  to  a sinus  rhythm  after  the 
drug  was  withdrawn. 

Removal  from  the  Study: 

Five  patients  were  removed  from  the  study 
for  reasons  other  than  tumor  progression.  J. 
L.  developed  leukopenia  and  thrombocyto- 
penia which  could  not  be  controlled  with 
dosage  reduction  because  the  tumor  pro- 
gressed on  lower  dosages;  N.  P.  developed 
intractable  nausea  and  vomiting.  M.  M. 
developed  severe  pancytopenia  and  was 
reluctant  to  continue  in  the  study  with 
reduced  dosages.  B.  D.  developed  severe 
ulceration  of  her  arm  after  inadvertant  in- 
filtration of  adriamycin  into  subcutaneous 
tissues  and  the  drugs  were  discontinued  to 
allow  healing  of  the  ulceration.  W.  B. 


TABLE  2 


RESPONSE  BY  TUMOR  TYPE 


Tumor  Type 

Complete 

Remission 

Partial 

Response 

Arrest 

Progression 

Leiomyosarcoma 

0/10 

3/10 

7/10 

0/10 

Osteogenic  sarcoma 

1/4 

0/4 

1/4 

2/4 

Synovial  cell  sarcoma 

0/2 

1/2 

0/2 

1/2 

Undiff.  sarcoma 

0/1 

1/1 

0/1 

0/1 

Hemangiopericytoma 

0/3 

1/3 

2/3 

0/3 

Ewings  sarcoma 

1/1 

0/1 

0/1 

0/1 

Neurofibrosarcoma 

0/2 

0/2 

1/2 

1/2 

Liposarcoma 

0/1 

1/1 

0/1 

0/1 

Fibrosarcoma 

0/1 

0/1 

1/1 

0/1 

Mesodermal 

1/2 

0/2 

0/2 

1/2 
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withdrew  from  the  study  for  personal 
reasons. 

Discussion: 

The  results  of  this  study  were  compared  to 
the  study  reported  by  Gottleib  et  aL  (SCCSG 
study).  The  two  investigations  were  similar 
with  the  exception  of  treatment  schedules; 
courses  were  repeated  every  21  days  in  the 
SCCSG  study  and  every  28  days  in  the 
Nebraska  study.  Results  were  also  compared 
to  the  study  reported  by  Benjamin  et  aC 
(Baltimore  study)  which  reported  sarcomas 
treated  with  adriamycin  alone,  repeating 
treatment  courses  every  21  days. 

The  37.0%  objective  response  rate 
achieved  in  this  study  is  superior  to  the  rate 
reported  with  DTIC  alone  (15%)  and  similar 
to  the  rate  using  adriamycin  alone  (26-40%  ) 
for  the  treatment  of  sarcomas.  The  response 
rate  of  the  SCCSG  study  combining  the  two 
drugs  is  42%  and  superior  to  that  found  in 
this  study.  However,  an  important  group  in 
the  Nebraska  investigation  are  the  patients 
who  experienced  an  arrest  of  disease  during 
therapy  plus  subjective  improvement  in  their 
feeling  of  well  being,  including  pain  relief, 
improved  ambition  and  work  capacity,  etc. 
These  patients  had  an  average  arrest  of 
disease  of  2.9  months  with  2 still  being 
treated.  Of  those  who  progressed  after 
arrest,  the  average  length  of  response  was  3.2 
months.  The  longest  arrests  recorded  thus  far 
have  been  for  6 months.  Patients  who 
experienced  objective  remissions  are  respond- 
ing for  an  average  of  5.0  months  and  all 
continue  in  remission  or  have  been  withdrawn 
from  the  study  for  reasons  other  than  tumor 
progression  at  the  time  of  this  report. 

Thus  patients  who  obtained  an  arrest  re- 
ceived significant  benefit  from  therapy,  even 
though  there  was  not  a marked  decrease  in 
the  size  of  the  tumor  mass.  When  these 
patients  are  added  to  those  who  did  attain  an 
objective  response,  81.4%  responded  to 
therapy.  If  the  patients  in  the  SCCSG  study 
that  obtained  arrest  are  combined  with  the 
objective  responders,  70%  benefitted,  a 
result  similar  to  this  study.  The  Baltimore 
study  had  a total  of  64%  arrests  and  objective 
responses. 

Drug  toxicity  was  of  some  concern  during 


this  study  (Table  3)  and  accounted  for  the  re- 
moval of  four  patients  from  the  study. 

Advantages  of  28-day  rather  than  21-day 
courses  include  fewer  visits  to  the  physician 
and  a longer  time  period  for  adriamycin 
administration  before  the  550  mgm/M2  dose 
limit  is  reached.  The  total  number  of  patients 
benefitting  from  the  drugs  are  similar,  but 
more  objective  remissions  are  seen  when  the 
drugs  are  given  every  3 weeks  (37.0%  vs. 
42%  ). 

Length  of  response  is  another  important 
factor  to  consider  in  cancer  palliation.  In  this 
study  the  median  duration  of  partial  re- 
mission response  is  3.5  months,  the  mean  is  5 
months  and  all  of  these  patients  continue  to 
respond  at  the  time  of  this  report  or  have 
withdrawn  from  the  study  for  reasons  other 
than  disease  progression.  The  complete  re- 
mission patients  continue  to  do  well  after  9,  2, 
and  2 months'of  treatment.  Arrests  continue 
for  a mean  of  3 months  when  all  patients  who 
have  relapsed  after  arrest  are  considered.  In 
the  SCCSG  study,  median  length  of  complete 
response  is  in  excess  of  1 year  and  partial  re- 
sponse 7 months.  In  the  Baltimore  study, 
using  adriamycin  alone,  the  median  length  of 
response  for  partial  remission  is  greater  than 
18  weeks  or  4+  months,  and  arrests  had  a 
median  response  of  3+  months. 

Obviously,  no  conclusions  can  be  drawn 
from  this  study  regarding  the  superiority  of 
adriamycin  and  DTIC  to  adriamycin  alone  in 
the  treatment  of  sarcomas.  A randomized 

TABLE  3 
TOXICITY 


Nausea  and  vomiting  100% 

Alopecia  93% 

Myel osuppression  41% 

Stomatitis  0% 

Cardiac  toxicity  3.7% 

Other  (phlebitis,  skin  3.7% 

ulceration) 


152 


Nebraska  M 1 


prospective  study  is  required  to  answer  the 
question. 

Unfortunately,  the  combination  of  adria- 
mycin  and  DTIC  does  not  provide  the 
ultimate  to  a sarcoma  patient,  i.e.  cure,  but 
these  drugs  do  offer  palliation  to  a greater 
percentage  of  sarcoma  patients  than  reported 
with  other  chemotherapeutic  programs.  In 
addition,  these  studies  show  that  sarcomas 
are  not  insensitive  to  chemotherapeutic 
agents  and  encourage  renewed  and  more 
optimistic  hopes  that  the  development  of  new 
drugs  and  combinations  may  yet  produce 
more  favorable  results  for  the  sarcoma 
patient. 

Abstract: 

Twenty-seven  evaluable  patients  with  pro- 
gressive non-resectable  soft  tissue  or  bone 
sarcomas  were  treated  with  a combination  of 
adriamycin  and  dimethyl  triazeno  imidazole 
carboxamide  (DTIC).  Adriamycin  was  given 
at  60  mgm/M-’  I.V.  on  Day  1 and  DTIC  250 
mgm/M2  I.V.  on  Days  1 to  5.  The  regimen 
was  repeated  every  28  days.  Three  patients 
achieved  a complete  remission  and  7 a partial 
remission  yielding  a total  objective  response 
rate  of  37.0% . In  addition,  44.4%  of  the 
patients  experienced  cessation  of  tumor 
growth  accompanied  by  symptomatic  im- 
provement. Toxicity  included  nausea,  vomit- 
ing, alopecia,  ECG  changes  and  myelosup- 


pression.  No  drug  related  deaths  occurred. 
The  combination  of  adriamycin  and  DTIC  is 
an  effective  method  for  providing  palliation  to 
patients  with  non-resectable  sarcomas. 
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50  Years  of  Medical  Practice 


Looking  forward  to  the  possibility 
of  50  years  of  medical  practice 
I from  1925,  seemed  almost 
incomprehensible,  but  looking  backward  50 
years,  the  span  seems  condensed  into  a very 
small  cubicle  of  space  and  time. 

The  emergence  of  our  class  into  medicine 
was  at  the  time  when  the  “horse  and  buggy 
doctor”  had  made  his  exit,  literally,  as  well  as 
professionally.  His  conveyance  changed 
quickly  to  the  automobile  whereby  house  calls 
could  be  made  more  easily.  Slowly,  but  sub- 
sequently both  rural  and  urban  patients 
migrated  to  a well  equipped  medical  facility 
for  diagnostic  aid  and  care. 

We  graduated  during  an  antitoxin  age  — 
we  could  inoculate  against  diphtheria, 
typhoid,  tetanus,  epidemic  meningitis  and 
small  pox  but  there  were  very  few  specific 
drugs  with  which  to  treat  patients.  No 
vaccine  against  poliomyelitis  or  measles  with 
their  dreaded  complications  — and  the  term 
"viruses”  had  not  yet  become  a household 
term. 

This  soon  changed  as  the  cause  of  diabetes 
mellitus  had  been  discovered  in  1923  and  in 
due  time  insulin  was  manufactured.  For  the 
first  time  a breakthrough  for  diabetic  therapy 
had  been  accomplished. 

Shortly  thereafter  the  etiology  of  per- 
nicious anemia  became  known  and  the  price  of 
liver  began  to  soar,  but  patients  with 
Addison's  anemia  were  cured. 

Cases  of  pneumonia  especially  in  the  aged 
died  for  the  lack  of  antibiotics  — by  a similar 
token  there  was  no  specific  drug  for  venereal 
disease  therapy.  Every  community  had  a few 
characters  walking  down  the  main  street  ex- 
hibiting a tabetic  gait,  and  a percentage  of  the 
female  population  became  pelvic  invalids  until 
they  were  operated  upon  for  chronic  in- 
flammatory disease. 

No  specific  therapy  existed  for  pulmonary 
tuberculosis  which  became  a definite  public 
health  problem  and  the  county  and  state 
hospitals  were  filled  to  over  capacity. 

Similarly  the  antiquated  treatment  of 
mental  patients  caused  them  to  be  incarcera- 
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ted  in  mental  hospitals  at  the  state’s  expense 
for  an  almost  indeterminable  period  of  time. 

In  spite  of  the  lack  of  the  advanced  present 
day  medical  knowledge,  the  life  of  most 
doctors  was  tranquil  and  not  as  hectic  as  to- 
day. There  was  no  third  party  interference  — 
no  insurance  forms  to  fill  out,  no  Medicare  or 
Medicaid  questionnaires  to  file.  Very  little 
sleep  was  lost  worrying  about  malpractice 
suits,  and  the  initial  H.M.O.  and  P.S.R.O.  and 
other  bureaucratic  agencies  had  not  been  in- 
vented, or  much  less  even  thought  of. 

Income  was  based  on  a fee  for  service  basis, 
depending  upon  the  patient’s  ability  to  pay. 

Most  of  us  were  in  practice  for  a good 
number  of  years  before  paying  any  income 
tax.  in  as  much  as  our  income  was  not  high 
enough  to  be  in  a taxable  bracket.  However,  I 
dare  say  that  most  physicians  in  this  im- 
mediate territory  survived,  fed.  clothed,  and 
educated  their  families  better  during  the 
drought  and  depression  of  the  1930’s  than  did 
the  general  public  and  they  were  still  able  to 
give  the  community  much  needed  basic  health 
care. 

A Few  Personal  Notes 

After  serving  a rotating  internship  at  the 
Nebraska  Methodist  Hospital  the  opportunity 
arose  to  become  an  assistant  in  Bacteriology 
and  Pathology  at  the  University  of  Nebraska 
College  of  Medicine.  This  encompassed  five 
years  on  a half  time  basis. 

During  the  other  half  of  the  day,  I occupied 
a cubbv-hole  office  and  bootlegged  a general 
practice  on  an  unsuspecting  public. 

Two  years  later  Dr.  Leroy  Crummer  asked 
me  into  his  office  as  a preceptee  in  Internal 
Medicine.  His  specialty  was  cardiology  and  in- 
cidentally, he  had  the  only  E.K.G.  machine  in 
Omaha. 

The  stipend  was  handsome  — receiving 
fifty  dollars  a month  from  the  University  and 
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a like  amount  from  Dr.  Crummer’s  office  for 
the  total  of  one  hundred  dollars  per  month. 
Almost  too  good  to  be  true!  Subsequently 
under  the  tutelage  of  Dr.  John  F.  Allen,  my 
training  focused  on  thoracic  diseases.  Those 
of  our  readers  who  are  old  enough  to 
remember  Dr.  Allen  will  attest  to  the  fact 
that  this  was  an  experience  not  soon  to  be 
forgotten. 

One  fall  day  in  1930  I was  a recipient  of  a 
call  from  Dr.  C.  W.  M.  Poynter  who  was  then 
Dean  of  the  Medical  School.  As  I entered  his 
office  he  jumped  out  of  his  chair  and  with 
piercing  eyes  and  motionless  face  he  pointed 
his  finger  at  me  and  said  “Are  you  happy  with 
what  you  are  doing?”  I assured  him  that  I was 
most  happy  and  enjoying  my  training 
immensely.  Almost  before  the  sentence  was 
finished  he  said,  “But  you  are  not  — Internal 
Medicine  is  not  for  you!!!” 

Naturally  I was  disturbed  and  somewhat 
crestfallen  and  asked  what  he  had  in  mind. 

“Young  man.  Obstetrics  and  Gynecology  is 
your  forte  and  you  can  take  your  training  at 
the  University  of  Minnesota  or  combined 
training  at  Barnes  Hospital  and  St.  Louis 
Maternity  Hospital  in  St.  Louis.  I have  made 
the  arrangements  for  you  in  advance  — which 
do  you  want?” 

This  was  a jolting  experience,  but  after  due 
deliberation  the  St.  Louis  training  was 
decided  upon  for  1931. 

After  Dr.  Otto  Schwartz  in  St.  Louis 
decided  that  my  training  was  adequate  he 
sent  me  back  to  Omaha  in  care  of  Dr.  Poynter 
who  placed  me  at  the  bottom  of  the  totem 


pole  in  voluntary  teaching  in  the  department 
of  Obstetrics  and  Gynecology  at  the 
University. 

A part  of  my  duties  was  to  direct  the 
student  out  call  delivery  service  — this  ran 
for  14  years  delivering  babies  for  multipara  in 
Omaha  homes  from  Albright  on  the  south  to 
the  ghetto  on  the  north,  and  from  the  corn- 
fields on  the  west  to  within  the  shadows  of 
the  brothels  at  the  river’s  edge  to  the  east. 

In  the  mean  time  an  office  for  private 
practice  was  opened  at  the  height  of  the  de- 
pression of  the  1930’s  and  grew  to  adequately 
support  a growing  family. 

In  reflecting  over  the  50  years,  you  say  to 
yourself  — “What  an  opportunity  it  has  been 
to  have  been  identified  with  the  practice  of 
medicine  and  observing  what  progress  has 
been  made  since  you  were  a medical  student.” 

In  conjunction  with  my  private  practice, 
active  teaching  at  the  University  continued 
until  the  mandatory  retirement  age  arrived 
and  they  bestowed  upon  you  the  title  of 
"Senior  Consultant,”  always  hoping  that 
something  you  might  have  said  or  done  as  a 
teacher  had  contributed  in  some  way  toward 
the  training  of  students  and  residents  for  the 
practice  of  medicine. 

As  a practitioner,  you  hope  that  the 
community  which  you  have  served  had  been 
cared  for  adequately  and  that  you  have 
merited  the  respect  and  confidence  of  your 
patients  and  their  families. 

These  are  the  thoughts  of  a frustrated 
vaudevillian  and  erstwhile  jazz  band  drum- 
mer. 
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Total  Hip  Replacement:  Report  of  122 
Cases  and  Presentation  of  a New 
Prosthetic  Device 


SINCE  September  of  1971,  122 
total  hip  replacements  have 
been  performed  on  114  pa- 
tients on  our  orthopedic  service.  The  suc- 
cess of  this  operation,  utilizing  the  classic 
Charnley  technique  and  Charnley  pros- 
thesis, has  been  quite  gratifying  in  its  im- 
provement of  ambulation  and  reduction  of 
pain  in  these  patients. 

As  with  all  major  operations,  there  are  a 
significant  number  of  complications  which 
follow  operation.  In  this  paper  we  will  discuss 
the  complications  in  our  series  of  patients 
and  set  forth  several  factors  which  we  feel 
are  important  to  the  successful  outcome  of 
this  procedure.  We  would  also  like  to  intro- 
duce a new  surgical  prosthesis  developed  by 
one  of  us  (P.E.G.)  which  we  feel  reduces 
the  morbidity  from  this  procedure. 

Selection  of  Patients 

Contraindications  to  this  procedure  were 
relatively  few.  As  with  any  other  elective 
procedure,  recent  myocardial  infarction,  un- 
controlled hypertension,  uncontrolled  dia- 
betes, or  other  severe  systemic  disease  were 
relative  contraindications.  Abnormal  liver 
functions  were  also  a contraindication  due  to 
the  possible  effects  of  the  absorbable  com- 
ponent of  the  acrylic  cement  on  the  liver. 

Surgical  contraindications  included  py- 
arthrosis  in  the  hip  to  be  operated  upon 
within  the  last  year,  and  crippling  disease 
which  would  preclude  ambulation  after  hip 
replacement.  Total  hip  replacement  was  not 
used  as  a means  of  reducing  pain  in  bedrid- 
den patients  or  where  a lesser  procedure 
would  give  satisfactory  results. 

Age  was  not  a contraindication  to  opera- 
tion. The  average  age  of  our  patients  was 
67  years  with  the  oldest  being  84  years  of 
age  and  the  youngest  27. 
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Total  hip  replacement  was  most  frequent- 
ly performed  for  severe  osteoarthritis.  One 
hundred  replacements  were  performed  for 
osteoarthritis,  16  for  avascular  necrosis  pre- 
viously treated  with  a femoral  head  pros- 
thesis, 2 for  rheumatoid  arthritis,  2 for  non- 
union of  an  old  fracture  with  degeneration, 
one  for  congenital  dislocation,  and  one  for 
ileo  protrusio. 

Operative  Procedure  and  New 
Prosthetic  Device 

The  classic  Charnley  procedure  was  util- 
ized in  all  cases  with  incision  over  the  greater 
trochanter  and  extending  down  the  thigh. 
The  trochanter  is  then  divided  from  the  fe- 
mur with  its  attachment  to  the  gluteus 
muscles  maintained.  The  femoral  head  is 
next  resected.  A high  density  polyethylene 
acetabular  prosthesis  is  inserted  and  held 
in  place  with  polymethylmethacrylate  ce- 
ment (Surgical  Simplex  PR).  The  femoral 
prosthesis  is  inserted  in  much  the  same 
manner  as  an  Austin-Moore  prosthesis.  Fol- 
lowing this,  the  new  femoral  head  is  relocated 
in  the  acetabulum  and  the  trochanter  is  re- 
positioned. Charnley’s  method  of  replacing 
the  trochanter  involves  inserting  multiple 
wires  through  holes  in  the  trochanter  and 
femur  to  hold  the  trochanter  in  place  wdiile 
healing  takes  place.  Our  method  of  replac- 
ing the  trochanter  uses  a “Y”  shaped  metal 
plate  with  the  arms  of  the  Y bent  180  de- 
grees to  give  the  apparatus  a hook  shape 
when  viewed  from  the  side.  The  two  arms 
are  driven  into  the  upper  surface  of  the 
trochanter.  A hole  is  then  drilled  in  the 
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femur  to  correspond  with  a pin  on  the  lower 
leg  of  the  Y.  The  trochanter  with  its  plate 
is  impacted  onto  the  femur  and  the  pin  is 
inserted  into  the  hole  on  the  femur.  Fixa- 
tion is  further  assured  by  placing  one  or  two 
screws  through  a hole  in  the  lower  arm  of 
the  Y into  the  femur  and  its  contained 
acrylic  cement.  (Figures  1 and  2). 

Blood  loss  for  the  procedure  as  taken  from 
the  anesthesiologists’  estimations  averaged 
528  cc.  82  patients  received  no  blood  during 
operation,  30  received  one  unit,  8 received 
2 units,  and  2 received  3 units.  An  average 
of  one  unit  was  given  postoperatively.  Oper- 
ating time  for  the  procedure  averaged  75 
minutes. 

Postoperative  Course 

We  have  encouraged  all  patients  in  this 
series  to  ambulate  as  soon  as  they  are  able 
to  tolerate  the  pain.  Generally,  they  are 
able  to  dangle  on  the  first  postoperative 
day  and  walk  with  minimal  weight  bearing 
on  parallel  bars  by  the  third  or  fourth  post- 
operative day.  Nearly  all  of  them  are  able 
to  walk  with  full  weight  bearing  in  a walker 
at  eight  days.  The  average  hospital  stay 


is  17.8  days.  We  have  found  that  this  is 
due  to  moderate  proprioceptive  loss  and 
weakness  in  the  affected  extremity.  How- 
ever, several  of  the  younger  healthier  pa- 
tients have  left  the  hospital  fully  ambula- 
tory with  only  the  aid  of  a cane  8 days  post- 
operatively. 

Complications 

Total  hip  replacement  does  not  have  the 
low  morbidity  that  many  elective  procedures 
enjoy,  but  we  feel  that  we  have  reached  an 
acceptable  morbidity.  Morbidity  has  been 
24%  in  this  series.  (Table  1).  However, 
we  do  not  know  if  any  complications  have 
been  treated  elsewhere.  Mortality  has  been 
0.8%  with  one  death  occurring  as  the  proce- 
dure ended.  Autopsy  showed  death  was  due 
to  massive  pulmonary  embolus. 

Discussion 

As  with  all  operations,  the  rapidity  with 
which  the  operation  is  carried  out  is  often 
favorable  in  reducing  infections.  We  feel 
that  the  use  of  the  trochanter  clamp  reduces 
the  operating  time  by  15  to  20  minutes  and 
thus  contributes  to  this  favorable  outcome 


Figure  1.  The  Trochanteric  Clamp 
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bulation  which  is  important  in  preventing 
phlebitis  and  pulmonary  emboli  which  are  so 
common  in  all  hip  surgery. 

The  problem  that  we  have  found  with 
dislocation  of  the  trochanter  is  probably 
easily  preventable  as  experience  is  gained  in 
use  and  proper  placement  of  the  trochanter 
plate.  Furthermore,  during  the  first  few 
weeks  after  operation,  care  must  be  taken 
by  the  patient  to  avoid  rotary  motion  and 
adduction.  These  motions  place  stress  on  the 
trochanter  plate  in  its  least  stable  direction. 
Most  trochanter  dislocations'  have  occurred 
from  these  forces  when  the  patient  lowers 
himself  too  rapidly  onto  a toilet  seat. 

The  trochanter  plate  may  also  serve  as 
an  additional  foreign  body  to  promote  infec- 
tion, but  we  have  not  found  this  to  be  a par- 
ticular problem  and  have  only  removed  one 
plate  due  to  persistent  drainage.  Since  the 
plate  is  located  outside  the  joint  capsule,  no 
infections  of  the  hip  prosthesis  have  oc- 
curred to  date. 


Figure  2.  Trochanteric  clamp  in  place. 


as  well  as  subjecting  the  patient  to  a shorter 
anesthesia  time.  In  addition,  the  strength 
of  this  clamp,  along  with  its  effect  of  im- 
pacting the  trochanter  back  onto  the  femur 
permits  early  and  relatively  painless  am- 


Table  1 

COMPLICATIONS 

Dislocation  of  trochanter  (and 

trochanter  plate)  6 

Postoperative  dislocation  of  hip 7 

Urinary  tract  infection 4 

Pulmonary  embolus  2 

Superficial  wound  infection 2 

Acute  depression 1 

Postoperative  psychosis  1 

Atrial  fibrillation  1 

Narcotic  addiction  (existed 

prior  to  surgery)  1 

Stress  ulcer  (required  gastric 

resection)  1 

Phlebitis  1 

Dislodgement  of  prosthesis 1 

Splintering  of  femur  on  insertion 

of  prosthesis 1 

Hematoma  requiring  surgical 

evacuation 1 
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Echocardiographic  Diagnosis 
of  Silent  Mitral  Stenosis* 


The  echocardiogram  has  proven  to 
be  an  accurate  qualitative  and 
quantitative  diagnostic  tool  in 
the  assessment  of  mitral  stenosis. 12  The 
echocardiographic  diagnosis  of  mitral  stenosis 
depends  upon  identification  of  abnormal 
motion  of  both  the  anterior  and  posterior 
mitral  leaflets.1  Occasionally  a patient  with 
mitral  stenosis  presents  with  no  murmur  and 
unexplained  symptoms.  Echocardiography  is 
then  an  extremely  useful  noninvasive  tool  to 
establish  the  correct  diagnosis.  The  following 
case  illustrates  this  point. 

Case  History 

Fifty-six-year  old  white  male  was  admitted 
for  evaluation  of  left  flank  pain  due  to  a renal 
artery  embolus.  Physical  examination  re- 
vealed an  irregularly  irregular  pulse  and  a 
normal  blood  pressure.  A left  parasternal 
right  ventricular  lift  was  palpable.  Ausculta- 
tion at  the  left  sternal  border  revealed  a 
grade  2/6  holosystolic  murmur  of  tricuspid  in- 
sufficiency, which  became  slightly  louder  with 
deep  inspiration.  The  neck  veins  were  dis- 
tended and  showed  a prominent  Y collapse. 
The  first  heart  sound  intensity  was  normal, 
and  no  opening  snap  or  diastolic  murmur  was 
audible  at  the  apex. 

The  electrocardiogram  showed  atrial  fibril- 
lation, right  axis  deviation  and  possible  right 
ventricular  hypertrophy.  A chest  x-ray 
showed  mild  left  atrial  enlargement,  and 
cardiac  fluoroscopy  showed  calcification  in  the 
mitral  valve  area. 

Echocardiographic  findings: 

Pertinent  echocardiographic  findings  are 
limited  to  the  mitral  valve  and  left  atrium 
(Fig.  IB).  The  mitral  valve  displays  a stenotic 
pattern  with  anterior  motion  of  the  posterior 
mitral  leaflet  in  diastole  plus  a decreased  E-F 
slope  of  the  anterior  mitral  leaflet,  of  0-10 
mm/sec  (average  7 mm/sec)  consistent  with 
severe  mitral  stenosis.  No  retromitral  valve 
echoes  were  visualized,  excluding  a left  atrial 
mass  lesion.  However,  the  left  atrium  was 
enlarged,  measuring  5.0  cm. 


STEVEN  KRUEGER,  B.S. 

HELEN  STARKE,  M.D. 
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and 
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Cardiac  catheterization  confirmed  the 
diagnosis  of  severe  mitral  stenosis,  with  a 
mean  pulmonary  artery  wedge  pressure  of  22 
mm  Hg,  left  ventricle  101/0-3  mm  Hg,  end 
diastolic  mitral  gradient  16  mm  Hg,  and  a 
calculated  mitral  valve  are  of  0.53  cm. ' 
Cardiac  index  was  1.8  L/min/M. 2 Pulmonary 
artery  pressure  was  60/27  mm  Hg. 

Discussion 

This  patient  with  mitral  stenosis  presented 
with  atrial  fibrillation  and  a systemic 
embolus.  Multiple  examiners  were  unable  to 
hear  a diastolic  rumble.  However,  clinical  tips 
to  the  correct  diagnosis  of  mitral  stenosis 
were  a palpable  right  ventricular  lift,  atrial 
fibrillation,  mild  left  atrial  enlargement  on  the 
chest  x-ray,  plus  calcium  in  the  mitral  area  by 
fluoroscopy.  The  correct  diagnosis  of  mitral 
stenosis  was  confirmed  by  the  echocardio- 
gram. 

The  normal  mitral  valve  echocardiogram 
has  been  named  by  the  letters  A-F  (Fig.  1A). 
The  A wave  results  from  the  mitral  opening 
in  response  to  atrial  contraction  in  late 
diastole.  Systole  is  present  between  points  C 
and  D.  During  this  period  the  two  mitral 
leaflets  are  in  apposition  and  show  a gradual 
anterior  motion.  The  E wave  results  from  the 
mitral  valve  opening  secondary  to  passive  left 
ventricular  filling.  The  E-F  period  is  the  early 
diastolic  closing  of  the  anterior  mitral  leaflet, 
which  is  interrupted  by  the  atrial  contraction 
and  mitral  reopening  or  A wave.  The 
posterior  mitral  leaflet  moves  posteriorly 
during  diastole  and  is  a mirror  image  of  the 
anterior  leaflet. 

*From  the  noninvasive  cardiac  laboratory,  the  Cardiovascular 
Center,  University  of  Nebraska  Hospital,  Omaha,  Nebraska 
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The  stenotic  mitral  valve  echo  shows  two 
basic  differences  from  the  normal  echo  (Fig. 
IB).  The  diagnostic  and  specific  finding  for 
mitral  valve  stenosis  is  anterior  motion  of  the 
posterior  mitral  leaflet  in  diastole. 1 The 
stenotic  anterior  mitral  leaflet  shows  a 
decreased  E-F  or  diastolic  slope.  These 
findings  were  demonstrated  in  our  patient 
(Fig.  IB). 

The  diminished  E-F  slope  is  not  specific  for 
mitral  stenosis;  it  may  be  observed  in 
patients  with  decreased  left  ventricular  com- 
pliance (generally  associated  with  left  ven- 
tricular hypertrophy,  such  as  in  aortic  valve 
stenosis  or  hypertrophic  subaortic  stenosis) 
and/or  decreased  mitral  valve  flow,  i.e.,  low 
cardiac  output  and  pulmonary  hypertension, 
as  seen  in  our  patient.  A left  atrial  myxoma 
can  also  cause  a decreased  slope  of  the 


anterior  mitral  leaflet. 1 However,  it  may  be 
differentiated  from  mitral  stenosis  on  the 
basis  of  two  typical  echocardiographic  find- 
ings: 1)  a normal  posterior  leaflet  motion,  and 
2)  a dense,  abnormal,  retro-anterior  mitral 
leaflet  echo,  representing  prolapse  of  the 
tumor  into  the  left  ventricle.  Our  patient 
lacked  both  of  these  findings. 

In  conclusion,  we  have  presented  a patient 
with  silent  mitral  stenosis,  which  illustrates 
the  value  of  the  echocardiogram  in  screening 
for  heart  disease  patients  who  have  un- 
explained clinical  findings.  Specifically,  the 
abnormal  echocardiographic  findings  of  mitral 
stenosis  are  abnormal  anterior  motion  of  the 
posterior  mitral  leaflet  during  diastole  with 
decreased  diastolic  closing  slope  of  the 
anterior  mitral  leaflet. 


Figure  1A 

Normal  echocardiogram  with  associated  illustration.  On  the  illustration,  echocardiogram  is  on  the  left 
side  and  anatomic  structures  are  correlated  on  the  right  side.  T — transducer  on  anterior  chest  wall.  RV 
- r>£ht  ventricle.  1VS  — interventricular  septum.  AML  — anterior  mitral  leaflet.  PML  — posterior 
mitral  leaflet.  AO  — aorta.  LA  — left  atrium.  Note  the  slight  anterior  motion  of  mitral  valve  between 
points  C and  D.  Rapid  early  diastolic  opening  of  anterior  mitral  leaflet  between  points  D and  E.  Partial 
early  diastolic  closure  of  anterior  mitral  leaflet  between  points  E and  F.  Partial  reopening  of  anterior 
mitral  leaflet  during  late  diastole  at  point  A (i.e.,  atrial  kick).  Posterior  mitral  leaflet  is  mirror  image  of 
anterior  mitral  leaflet  during  diastole.  Anterior  and  posterior  leaflets  join  together  at  point  C and 
remain  together  during  systole  between  points  C and  D. 
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Addendum: 

This  is  the  first  in  a series  of  four  case  re- 
ports illustrating  the  value  of  echocardio- 
graphy in  the  diagnosis  of  cardiovascular 
lesions.  Future  discussions  will  center  around 
echocardiography  in  the  evaluation  of 
pericardial  effusion,  mitral  valve  prolapse, 
and  idiopathic  hypertrophic  subaortic  steno- 
sis. 

Address  for  reprints:  Alan  D.  Forker, 
M.D.,  Division  of  Cardiovascular  Medicine, 


University  of  Nebraska  College  of  Medicine, 
Omaha,  Neb.,  68105. 
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Figure  IB 

An  echocardiogram  and  associated  illustration  showing  the  typical  features  of  mitral  stenosis;  (1)  a 
decreased  E-F  slope  of  the  anterior  mitral  leaflet  and  (2)  abnormal  motion  of  the  posterior  mitral  leaflet 
(anterior  in  diastole). 
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FEATURES 


President's  Page 


One  of  the  classic  cartoons  appeared 
during  World  War  I and  showed  two  British 
soldiers  crouching  in  a depression  in  the 
middle  of  the  mud  of  all  battlefields,  trying 
to  protect  themselves  from  the  rain,  while 
rifle  fire  streaks  over  them  and  shells  and 
bombs  are  bursting  all  about.  In  this 
situation,  one  declares  impatiently  to  the 
other,  “Well,  if  you  knows  of  a better  ’ole,  go 
to  it!”  This  cartoon  seems  particularly 
appropriate  to  our  own  situation,  surrounded 
as  we  are  by  a muddy  mixture  of  confusion 
and  anger,  trying  to  dodge  the  small  arms 
and  artillery  fire  of  those  who  seem  bent  on 
defeating  us. 

I need  not  review  for  any  of  you  the 
serious  problems  that  confront  us,  and  I shall 
not  do  so.  I want  to  make  this  first 
President’s  Page  a plea  for  unity,  for  I 
believe  that  in  unity  lies  our  strength.  Never 
before  has  the  need  been  greater  for 
physicians  in  America  to  stand  together.  We 
have  always  had  great  pride  in  our  in- 
dependence and  freedom,  as  we  make  those 
decisions  which  we  hope  will  benefit  our 
patients.  Even  though  we  feel  ourselves 
seriously  constricted  in  these  days,  we  are, 
as  a group,  uniquely  free  to  do  our  work.  It 
may  be,  however,  that  this  independence 
which  we  prize  so  highly  may  now  be  a 
handicap.  Perhaps  we  need  to  see  more 
clearly  that  although  ideas  arise  in  the  minds 
of  men,  effective  action  requires  that  they 
stand  together.  Politicians  may  not  figure 
well,  but  they  can  certainly  count. 

In  1974,  there  were  1,216  members  of  the 
Nebraska  Medical  Association.  Of  these,  996 
were  members  of  the  American  Medical 
Association,  a percentage  of  82%  . As  of  31 
March  1975,  there  were  1,267  members  of  the 
Nebraska  Medical  Association,  with  961 
members  of  the  American  Medical  Associa- 
tion, a percentage  of  76% . Although  the 
absolute  numbers  in  Lincoln  and  out-state 
have  declined,  the  total  AMA  membership  in 
Omaha  has  remained  the  same.  At  last 


report,  61%  of  the  AMA  members  in 
Nebraska  have  paid  the  assessment  passed 
by  the  House  of  Delegates  in  Portland  last 
December.  Nebraska  is  in  the  top  6 states  in 
response  to  this  assessment,  which  has  been 
paid  by  a total  of  105,600  members  at  the 
present  time. 

I am  sure  that  none  of  us  is  completely 
satisfied  with  all  the  actions  taken  by  the 
Officers  and  Delegates  of  the  American 
Medical  Association.  I believe  that  each  of  us 
is  obligated  to  express  himself  in  as  con- 
structive a fashion  as  possible  about  these 
actions  in  an  attempt  to  improve  them.  The 
Officers  and  Delegates  of  the  Nebraska 
Medical  Association  are  receptive  to  the 
comments  of  each  of  you  and  are  eager  to 
implement  them  as  much  as  possible.  Our 
own  Association  and  the  AMA  are  the  most 
effective  structure  on  which  we  can  build  a 
program  to  resist  the  insidious  downgrading 
of  our  profession  and  from  which  we  can 
take  responsible  action. 

If  you  knows  of  a better  ’ole,  go  to  it. 

Warren  Bosley,  M.D. 
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Down  Memory 

1.  The  reproductive  vitamin  E seems  to  be 
concerned  with  growth  only  in  a special  way. 

2.  Whenever  we  are  confronted  with  an 
acute  intra-abdominal  infection  in  the  child 
we  should  always  be  admonished  of  the  pos- 
sibility of  a pneumococcus  peritonitis. 

3.  More  work  has  been  done  in  the  past 
year  on  the  etiology,  treatment,  and  preven- 
tion of  scarlet  fever  than  on  any  other  of  the 
contagious  diseases. 

4.  Surely,  by  comparison  with  other 
states,  Nebraska  medicine  need  not  hide 
under  a bushel  measure. 

5.  The  hope  of  the  diabetic  in  the  use  of 
insulin  must  rest  on  the  possibility  that  the 
overworked  islets  of  Langerhans,  may,  after 
a period  of  rest,  bridged  over  by  the  ad- 
ministration of  insulin,  again  resume  normal 
function. 

6.  A half  dozen  doctors  in  Omaha  have* 
been  robbed  recently.  Instrument  bags  were 
taken  from  several  doctors’  automobiles, 


Lane 

offices  were  entered  and  money,  medicines, 
intruments  and  narcotics  taken. 

7.  Comes  now  an  Omaha  attorney, 
apparently  dry  in  his  throat,  who  is  willing 
to  try  the  constitutionality  of  the  Nebraska 
prohibition  act  against  prescribing  liquor  for 
medicinal  purposes,  in  the  courts  of  this 
state. 

8.  Would  you  consider  yourself  a financial 
success  in  the  practice  of  medicine  and  be 
free  and  unhampered  in  all  your  expend- 
itures with  a six  thousand  dollar  gross 
income? 

9.  The  total  non-protein  nitrogen  content 
of  the  blood  is  probably  the  best  single  index 
to  the  patient’s  condition  in  deficient  kidney 
function,  but  the  estimation  of  its  quantity  is, 
as  a rule,  a difficult  procedure  for  anyone 
except  a laboratory  specialist. 

Nebraska  State  Medical  Journal 
May,  1925 
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Family  practice  at  U of  N. 

Dr.  Paul  R.  Young  has  been  named  the 
chairman  of  the  department  of  family 
practice  at  the  University  of  Nebraska 
Medical  Center. 

Dr.  Young  started  the  first  approved 
family  practice  residency  program  in 
Missouri,  where  he  was  assistant  director  of 
the  department  of  family  practice.  He  joined 
the  Missouri  faculty  in  1967  as  medical 
director  of  its  continuing  medical  education 
program  and  associate  professor  in  the 


department  of  community  health  and  medical 
practice. 

A 1958  graduate  of  the  University  of 
Nebraska  College  of  Medicine,  he  was  a 
graduate  student  of  physiology  while  a 
medical  student.  He  earned  his  baccalaureate 
degree  from  Nebraska  in  1953. 

Following  service  with  the  Air  Force, 
where  he  was  chief  of  out-patient  services  at 
McClellan  Air  Force  Base  in  Sacramento, 
California,  Dr.  Young  established  a private 
practice  in  Raytown,  Missouri. 
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COMMUNITY  HEALTH  — NEBRASKA 

Speech  to  be  given  by  Mrs.  Kenneth  McGinnis  at 
National  Convention  in  Atlantic  City. 

Talking  Books  was  a project  our 
community  health  chairman  chose  to  promote 
state-wide.  She  contacted  the  Nebraska 
Library  Commission  and  found  there  was  a 
great  need  to  acquaint  people  of  their 
facilities  for  the  visually  and  physically 
handicapped. 

The  state  librarian  for  this  service 
described  and  demonstrated  the  Talking 
Books  at  our  Fall  Board  Meeting.  Additional 
presentations  were  made  at  each  of  the  three 
area  workshops  by  a regional  librarian. 

In  response  to  these  introductions,  several 
auxiliaries  have  participated  actively  in  pro- 
moting this  project  in  their  communities.  An 
auxiliary  with  a membership  of  36  in  a city 
of  30,000  contacted  their  local  library  and 
were  encouraged  to  assist  in  this  program. 


One  of  their  auxiliary  members  is  an  ad- 
ministrator of  a nursing  home,  and  she 
helped  establish  the  program  for  residents 
who  qualified.  This  was  the  pilot  institutional 
setting,  and  other  nursing  homes  are  in  the 
process  of  including  this  service. 

At  a Senior  Citizens  meeting,  an  auxiliary 
member  told  about  the  availability  of  the 
Talking  Books.  She  was  asked  to  submit 
details  of  this  program  for  their  area 
publication. 

A feature  article  in  the  local  daily  paper 
described  this  activity  of  the  doctors’  wives. 
It  told  how  one  woman  was  receiving 
Talking  Books  after  the  auxiliary  had  been 
contacted  by  Telephone  Pioneers  who  had 
received  notification  of  her  need  from  a 
relative  in  a similar  California  organization. 
Now  the  Telephone  Pioneers  and  the 
auxiliary  are  working  together  to  provide 
this  service. 

This  county  auxiliary  has  been  more  than 
a catalyst  for  an  existing  but  unutilized 
facility  in  the  community.  Their  involvement 
is  bringing  joy  to  many  people. 


Presidential  Address 


GREAT  MOMENTS 
IN  AMERICAN  MEDICINE 

The  battle  against  diseases  and  illnesses 
has  brought  more  victories  in  the  last  50 
years  than  ever  before  in  the  whole  of 
human  history.  Medicine  has  carried  out 
more  successful  research,  found  more  cures, 
developed  more  new  operation  and  care 
procedures,  than  ever  before  in  the 
thousands  of  years  of  recorded  medicine. 

Why  the  sudden  break-through?  Some  will 
say  it  is  because  of  the  equipment  we  have; 
others  will  say  it  is  the  simple  accumulation 
of  knowledge.  But  I believe  we  have  scored 
because  of  America  — where  people  have  the 
freedom  to  pursue  their  private  interests, 
their  private  research  passions,  through 
hardship  and  through  failures.  And  I believe 
that  it  is  their  individual  initiative  and 
dedication  with  America's  enriching  soil  of 


freedom,  which  as  been  the  secret  ingredient 
for  success. 

I’m  going  to  tell  you  about  four  cases  of 
dramatic  advances  in  medicine.  Not  all  began 
in  America,  but  each  came  to  fruition  here. 
There  are  dozens  I could  review  for  you.  I 
have  selected  these  four  because  they  typify 
the  way  things  get  done  to  bring  about 
progress  in  medicine. 

They  also  typify  the  dedication  which 
physicians,  and  other  scientists,  have 
exhibited  in  their  long  struggle  to  conquer 
disease  and  illness.  Without  this  dedication, 
without  this  very  personal  and  very  strongly 
felt  desire  by  individual  people  to  solve  the 
many  problems  which  face  us  in  medicine, 
there  would  have  been  no  real  progress.  In 
the  long  run,  it’s  the  independence  of  the 
researcher  and  the  physician  which  is  the 
critical  factor  underlying  progress  in  medi- 
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cine.  A climate  of  independence  which  has 
allowed  individuals  to  persist  in  research 
which  was  not  popular  or  not  deemed  worthy 
at  the  time  by  others  has  been  the  under- 
lying factor  that's  responsible  for  much  of 
the  good  things  we  have  today  in  health 
care. 

The  first  great  moment  in  medicine  I 
want  to  talk  about  is  the  development  of 
penicillin.  The  time  was  September  1928, 
when  Alexander  Fleming,  a bacteriologist  at 
St.  Mary’s  Hospital  in  London,  noticed  a 
strange  mold  growing  on  a dish  of  strepto- 
cocci, bacteria  that  can  cause  scarlet  fever, 
strep  throat,  and  rheumatic  fever.  The  mold, 
which  apparently  had  been  blown  in  through 
an  open  window  and  landed  on  the  un- 
covered dish,  was  not  merely  displacing  the 
bacteria  — it  was  destroying  them.  Fleming’s 
initial  experiment  with  the  streptococci  was 
ruined,  and  he  could  have  just  as  easily 
tossed  the  dish  out.  He  didn’t  because  he 
sensed  that  something  unusual  was  happen- 
ing and  he  was  determined  to  find  out  what 
it  was. 

Fleming  tested  the  mold  repeatedly  and 
each  time  got  remarkable  results.  He  pitted 
the  penicillin  against  the  bacteria  that  cause 
pneumonia,  diphtheria,  and  serious  throat 
infections,  the  leading  killers  of  the  day.  It 
destroyed  them.  When  the  mold  was  grown 
in  broth,  the  bright  yellow  germ-killing  liquid 
filtered  out,  indicating  that  it  could  travel 
through  blood,  perhaps  through  parts  of  the 
body,  something  the  old  antiseptics  could  not 
do.  Finally,  Fleming  tested  it  on  animals; 
penicillin  destroyed  the  disease  without 
harming  the  host. 

In  1929,  Fleming  reported  his  finding  to 
the  Medical  Research  Club,  hoping  to 
stimulate  interest  in  his  work.  The  scientific 
community  seemed  uninterested.  Even  one 
American  university  turned  down  a request 
for  $100  to  do  penicillin  research,  and  then 
threatened  to  dismiss  a professor  who 
offered  to  finance  the  studies  with  his  own 
money. 

By  this  time  infection-fighting  sulfa  drugs 
were  being  manufactured  in  Germany,  where 
they'd  been  developed,  and  penicillin  didn’t 
seem  to  hold  much  promise. 

Fleming  kept  his  original  culture  alive  in 


his  lab  and  continued  his  work  with  bacteria. 
He  needed  a chemist  to  extract  and  con- 
centrate the  pure  penicillin  so  that  more  sub- 
stantial studies  could  be  made,  and  St. 
Mary’s  didn’t  have  a chemist.  Then,  in  1939, 
war  was  declared  and  England,  cut  off  from 
the  sulfa  drugs  and  faced  with  the  prospect 
of  fighting  another  war  that  could  kill  as 
many  from  infections  as  from  bullets,  began 
a frantic  search  for  new  antiseptics. 

One  year  later,  Howard  W.  Florey,  Ph.D., 
an  Australian  pathologist,  and  Ernest  B. 
Chain,  a 29-year-old  Jewish  chemist  who  had 
fled  the  Nazi  terror  in  Berlin,  succeeded  in 
extracting  pure  penicillin  from  the  mold.  An 
Oxford  policeman,  suffering  a suppurating  in- 
fection, was  the  first  human  patient  treated 
with  the  drug.  The  supply  of  penicillin  was 
still  so  limited  that  traces  of  it  had  to  be 
recovered  from  his  urine  and  used  over 
again.  England,  hard  into  the  war,  had  no 
money  for  research,  and  Florey  turned  to  the 
United  States  for  assistance.  The  Rockefeller 
Institute  provided  the  funds  to  bring  Florey 
to  America  to  work  on  production. 

The  job  of  finding  either  a mold  or  a broth 
— or  both  — that  could  produce  penicillin 
rapidly  and  in  huge  quantity  went  to  a U.S. 
Department  of  Agriculture  laboratory  in 
Peoria,  Illinois,  located  only  100  miles  away 
from  Chicago,  where  scientists  were  working 
on  another  urgent  wartime  project  — the 
atomic  bomb.  One  of  the  first  people  hired 
for  the  penicillin  task  force  was  a young  girl 
whose  only  responsibility  was  the  purchasing 
of  rotten  foods  at  local  markets.  One  day 
Moldy  Mary,  as  she  was  called,  came  back 
with  a rotten  cantaloupe  that  was  medicine’s 
answer  to  infection.  The  mold  growing  on 
the  melon  was  prolific,  producing  50  times  as 
much  penicillin  as  the  original  Fleming 
strain.  In  fact,  it  is  a tribute  to  the  American 
pharmaceutical  industry  that  penicillin  mass 
production  was  successfully  accomplished  by 
1943  in  sufficient  quality  that  it  was  released 
for  civilian  use  in  1944. 

In  1945,  Alexander  Fleming,  Howard 
Florey,  and  Ernest  B.  Chain  received  the 
Nobel  Prize  for  their  combined  discoveries. 
But  it  was  Fleming  who  was  knowrn  as  the 
father  of  penicillin.  He  was  knighted  by  the 
Queen  of  England  and  honored  by  people  the 
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world  over.  When  he  died,  flags  on  the  most 
remote  Greek  islands  flew  at  half-mast,  and 
the  flower  vendors  of  Barcelona  emptied 
their  baskets  before  the  tablet  that  marked 
his  visit  to  their  city. 

The  age  of  the  antibotic  had  arrived. 
Following  Fleming's  lead,  many  scientists 
turned  to  the  soil  in  their  search  for  medical 
cures,  and  the  earth  did  not  disappoint  them. 
The  cure  for  typhoid  fever  came  from  a 
clump  of  Venezuelan  dirt;  the  cure  for 
tuberculosis  from  a piece  of  mud  off  the  neck 
of  a chicken. 

In  1923,  TB  had  killed  an  estimated 
102,000  people  in  the  U.S.  alone,  (close  to  the 
modern  day  population  of  Las  Vegas).  By 
1949,  it  was  the  world's  leading  cause  of 
childhood  death. 

Selman  A Waksman,  Ph.D.,  a Russian-born 
microbiologist  who  came  to  this  country  in 
1910,  had  devoted  nearly  37  years  of  his  life 
to  finding  a cure  for  tuberculosis.  For  almost 
a quarter  of  a century,  he  and  his  associates 
studied  soil  samples  from  cemeteries,  farms, 
forest  — any  place  they  could  get  them  — 
isolating  more  than  10,000  cultures  of  soil 
organisms.  In  1940  they  found  their  first 
germ  killer,  but  it  was  so  potent  it  destroyed 
the  host  animal  as  well  as  the  disease. 
Finally,  on  August  23,  1943  Waksman  found 
his  answer  — on  a chicken.  A clod  of  dirt 
taken  from  the  bird's  neck  had  a strange 
mold  growing  on  it.  When  Waksman  tested 
the  mold  against  the  tough-coated  tubercle 
bacilli,  they  were  destroyed. 

Not  being  a physician,  Waksman  turned 
his  new  antibiotic,  called  streptomycin,  over 
to  William  A.  Feldman,  D.V.M.,  and  H. 
Corwin  Hinshaw,  M.D.,  Ph.D.,  at  the  Mayo 
Clinic  for  tests  on  living  organisms:  first 
guinea  pigs,  then  clinical  patients.  The 
results  were  positive. 

Within  a decade,  deaths  from  all  forms  of 
tuberculosis  dropped  from  42  to  less  than  10 
per  100,000  people.  But  the  fight  was  not 
over.  Even  before  Waksman  received  the 
Nobel  Prize  in  1952  for  his  discovery,  the 
bacteria  were  developing  a resistance  to  the 
antibiotic.  In  1948,  a chemotherapeutic  agent 
was  combined  with  the  streptomycin.  Then 
in  1952,  another  more  effective  combination 


drug,  isoniazid,  was  introduced  in  the  battle 
against  the  great  white  plague. 

Without  Waksman’s  discovery,  however, 
tuberculosis  might  still  stand  as  a formidable 
killer.  Last  year,  for  example,  if  it  had 
continued  at  the  1923  death  rate,  tuberculosis 
would  have  accounted  for  nearly  200,000 
deaths,  easily  wiping  out  a city  the  size  of 
Madison,  Wisconsin. 

Although  antibiotics  were  powerful  weap- 
ons against  a number  of  infectious  diseases, 
able  to  destroy  them  once  they  had  begun 
their  attack  on  the  human  body,  other 
diseases,  like  polio  and  measles,  had  to  be 
stopped  before  they  had  a chance  to  start. 
Vaccination  was  the  only  answer.  The 
problem  was  to  develop  the  proper  vaccine 
that,  once  injected  into  the  body,  would 
produce  a slight  case  of  the  disease,  just 
enough  to  trigger  the  human  defense  system 
into  building  a natural  immunity. 

In  1916,  the  first  major  polio  epidemic  hit 
the  United  States.  That  year,  in  the  20 
states  required  by  law  to  report  incidences  of 
the  disease,  there  were  27,363  cases  and 
7,179  deaths.  New  York  City  alone  had  9,023 
cases  and  2,448  deaths.  People  frantically 
bought  up  frog-blood  serum,  radium  water, 
and  mustard  plasters  — all  advertised  as 
promised  cures  — while  the  scientific  world 
sat  baffled  at  the  magnitude  of  the  problem. 

As  late  as  1935  little  medical  progress  had 
been  made.  Many  virologists,  in  fact,  be- 
lieved that  vaccines  would  not  be  effective 
against  polio,  and  no  one  knew  yet  the 
complexity  of  the  problem.  They  weren't 
fighting  just  one  unknown,  but  three  distinct 
types  or  strains  of  polio.  It  would  take  29 
years  and  at  least  two  unsuccessful  trials  of 
premature  vaccines  before  polio  could  be 
prevented. 

The  big  breakthrough  came  in  1949  when 
Nobel  Prize  winners  John  F.  Enders,  Ph.D., 
Frederick  C.  Robbins,  M.D.,  and  Thomas  H. 
Weller,  M.D.,  demonstrated  that  polio  virus 
could  be  grown  in  cultures  of  different 
tissues.  The  way  was  cleared  for  Jonas  Salk, 
M.D.,  and  Albert  Sabin,  M.D.,  to  develop 
two  very  different,  but  both  successful,  polio 
vaccines. 

Salk,  a Brooklyn-born  doctor  who  was 
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often  criticized  by  his  colleagues  for  being 
willful  and  tactless,  believed  that  a killed 
virus  would  work.  Sabin,  who  immigrated 
from  Poland  at  the  age  of  15  and  attended 
the  same  medical  school  as  Salk,  opted  for 
the  traditional  live-virus  approach  and  had 
the  backing  of  much  of  the  scientific 
community.  In  the  end,  Sabin’s  method 
prevailed  because  his  live-virus  vaccine  could 
be  taken  orally,  rather  than  injected;  stored 
indefinitely  in  deep  freeze  units;  produced 
more  cheaply;  and  promised  a lifetime 
immunity.  Salk’s  approach  required  a series 
of  booster  shots.  But  the  Salk  vaccine  came 
first,  both  in  terms  of  time  and  number  of 
lives  saved. 

On  March  28,  1953  Salk  announced  that  he 
had  successfully  tested  his  “dead"  vaccine  on 
more  than  a hundred  children  and  adults, 
including  himself  and  members  of  his  family. 
After  more  tests,  involving  about  20,000 
persons,  the  National  Foundation  agreed  to 
furnish  funds  for  the  manufacture  of  enough 
vaccine  to  test  about  half  a million  school 
children  in  more  than  a hundred  scattered 
areas  of  the  country.  The  people,  who  had 
long  ago  given  up  on  serum  of  frog’s  blood, 
waited.  According  to  a Gallup  Poll  taken  that 
year,  more  Americans  knew  about  the  polio 
field  trial  than  knew  the  President’s  full 
name.  After  all,  they  were  involved  — nearly 
100  million  of  them  had  financed  the  polio 
research  work  through  their  contributions  to 
the  March  of  Dimes.  On  April  12,  1955  they 
got  their  reward  when  the  announcement 
was  made  that  the  massive  tests  on  the  new 
polio  vaccine  proved  it  to  be  safe  and 
effective  against  the  three  known  types  of 
polio. 

Some  of  medicine’s  most  dramatic  and 
complicated  adventures  have  unfolded  with 
the  increasing  ability  to  prolong  life  by 
repairing,  removing,  and  sometimes  replac- 
ing important  parts  of  the  body. 

An  ingenious  Dutch  physician  pioneered 
work  in  this  field.  In  1938,  William  J.  Kolff, 
M.D.,  Ph.D.,  had  stood  helplessly  by  while  a 
peasant  boy  died  from  kidney  poisoning. 
Kolff,  chagrined,  dedicated  himself  to 
discovering  techniques  that  would  keep  the 
disease  from  being  so  final. 

Kolff  began  his  work  in  the  town  of 


Kampen,  just  as  the  German  forces  were 
overrunning  the  country.  He  set  up  his 
laboratory  in  a small  room  in  the  local  80-bed 
hospital  and  put  together  an  artificial  kidney 
machine  made  of  cellophane  sausage  casings 
wound  around  a wooden  cylinder.  Rumors 
flew  around  about  the  strange  doctor  and  his 
cartons  of  sausage  casings,  but  the  towns- 
people for  the  most  part  were  too  busy  with 
the  war  to  bother  with  Dr.  Kolff. 

By  1942  Kolff  had  his  rotating-drum 
artificial  kidney  machine  ready,  but  the 
problem  was  far  from  solved.  If  the  dialysis 
bath  was  not  prepared  properly,  if  the  blood 
clotted,  if  the  cellophane  tubing  wasn’t 
properly  connected  to  the  patient’s  blood,  the 
victim  would  die. 

“From  March  17,  1943  until  July  27,  1944, 
fifteen  patients  were  treated,”  Kolff  wrote 
later.  “Of  these  fifteen  patients,  only  one 
survived.  This  patient  . . . might  not  have 
needed  the  artificial  kidney.” 

With  the  Allies  moving  up  from  Normandy 
and  the  Germans  determined  to  stand  their 
ground,  Kolff  had  to  temporarily  abandon  his 
work.  Thousands  of  Dutchmen  were  being 
transported  to  Germany,  many  of  them 
through  Kampen.  The  hospital  was  filled 
with  injured  and  the  dying;  refugees  slept  in 
the  halls.  The  kidney  machine,  pushed  to  the 
side,  was  damaged  beyond  repair.  Kolff  had 
to  wait  for  a patient,  a new  machine,  and 
peace. 

The  patient,  Sofia  Schafstadt,  arrived 
months  after  the  apparatus  was  ready.  She 
was  a Dutch  prisoner,  charged  with 
collaborating  with  the  Germans  for  four 
years.  But  to  Kolff,  nothing  mattered  except 
her  life.  He  believed  in  his  machine,  but  he 
needed  at  least  one  surviving  patient  before 
he  could  make  others  believe.  On  September 
11  the  experiment  began.  Sofia  lay  on  the 
narrow  bed  in  room  12A,  her  blood  flowing 
from  her  veins  into  the  waiting  casings  that 
dipped  one  by  one  into  a large  vat  of 
exchange  solution,  as  the  cylinder  rotated 
and  hummed.  Through  tiny  pores  in  the 
cellophane,  the  blood  gave  up  its  load  of 
poisonous  substances  and  was  returned, 
cleansed,  to  her  failing  body.  Foor  seven 
days,  the  patient  fluctuated  between  life  and 
death.  Then,  on  September  18,  the  urea  con- 
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centration  dropped  to  a normal  level  and  the 
full  natural  function  of  the  kidneys  was 
restored. 

The  long-awaited  victory  quickly  turned 
sour  for  Dr.  Kolff.  The  Dutch  government 
refused  to  endorse  the  machine  and  the 
country’s  leading  kidney  specialist,  recently 
released  from  a German  prison  camp, 
criticized  the  idea.  Disheartened,  Dr.  Kolff 
came  to  the  United  States  in  1950,  bringing 
with  him  sketches  for  the  first  rotating 
artificial  kidney  machine  used  in  this 
country. 

As  you  can  see,  from  the  information  that 
I have  related,  all  of  these  people  were  not 
Americans  and  all  of  the  research  didn’t 
originate  in  America.  However  in  each  case 
where  the  research  didn’t  originate  in  our 
country,  it  ended  up  in  this  country.  And  the 
reason  for  that  is  that  America  offers  the 
freedom  and  the  climate  where  individual 
initiative  and  individual  effort  is  not  only 
welcomed  and  accepted,  but  is  actually 
encouraged. 

In  1975  we  can  proudly  say  that  the 
United  States  is  the  center  for  world 
medicine.  It  has  become  the  mecca  for 
medicine  since  World  War  II.  Physicians  and 
research  people  from  all  over  the  world  are 
attracted  to  America  and  want  to  come  here 
because  we  offer  the  kind  of  climate  in  which 
they  can  develop  their  greatest  potential  as 
scientists  and  as  producing  human  beings. 
We  attract  people  like  this  not  only  because 
we  have  the  most  highly  developed  hospitals 
and  research  centers  and  all  of  the  equip- 
ment and  apparatus  that  it  takes  to  do  and 
to  perfect  scientific  research,  but  because  of 
the  atmosphere  prevailing  in  this  free 
country.  Here  no  one  is  limited  to  a specific 
field  or  to  a specific  area  of  the  country. 
There  are  virtually  no  limitations  on  human 
endeavor  except  the  limitations  of  the 


individuals  themselves.  So  the  Liberty  Bell  is 
still  ringing  in  this  great  and  glorious 
country  of  ours.  And  its  pealing  is  heard 
daily  and  hourly  throughout  the  world  for 
physicians  and  medical  researchers.  And 
these  people  will  continue  to  come  to  the 
shores  of  America  as  the  land  of  opportunity 
for  great  medical  progress  because  of  the 
independence  and  freedom  which  we  offer. 
And  if  we  are  ever  so  foolish  in  this  country 
as  to  abandon  that  philosophy  and  to 
abandon  this  system  of  government  and 
system  of  society  which  enables  us  to  main- 
tain this  attitude,  then  we  wili  be  surrender- 
ing to  mediocrity  in  medicine.  We  will  be 
surrendering  to  the  idea  that  individual 
initiative  — the  very  thing  which  has  been 
behind  most  of  the  great  medical  advances  in 
all  times  — no  longer  counts  for  very  much 
in  this  world. 

So  in  this  Bi-Centennial  period  when  we 
are  thinking  back  to  what  has  made  America 
great,  we  need  to  remind  ourselves  of  what 
has  made  great  medicine  for  the  world.  And 
this  in  my  opinion  has  been  America,  I think 
that  without  America  and  without  the 
atmosphere  of  independence  which  it  has 
offered  physicians  and  other  scientists,  many 
of  the  discoveries  and  many  of  the  advance- 
ments in  medicine  which  have  been  so 
welcomed  by  all  mankind  in  the  past  fifty 
years,  would  have  never  happened.  This  has 
been  one  of  the  great  contributions  to  human 
history  that  America  has  made.  And  I see  in 
the  next  twenty-five  years  even  greater 
advances  coming  out  of  this  atmosphere  of 
independence  which  we  offer.  Let  us  then 
pledge  to  ourselves  that  we  believe  in  this 
atmosphere  and  that  we  promise  to 
ourselves  and  all  human  mankind  that  we 
will  protect  and  preserve  it  so  it  may  benefit 
all  people  everywhere. 

James  H.  Dunlap,  M.D. 
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In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


DR.  JAMES  F.  KELLY,  Sr. 

Doctor  James  F.  Kelly  died  on  November 
8,  1974  at  the  age  of  eighty-three.  Doctor 
Kelly  was  born  in  Boston,  Massachusetts  on 
February  1,  1891. 

He  was  graduated  from  the  Creighton 
University  School  of  Medicine  in  1915. 

Doctor  Kelly  served  as  President  of  the 
Omaha  Medical  Society,  the  Nebraska 
Medical  Association,  the  Mid-West  Clinical 
Society,  and  as  Vice-President  of  the  Rocky 
Mountain  Radiological  Society. 

Doctor  Kelly  practiced  radiology  in  Omaha 
and  was  Professor  Emeritus  in  the  Depart- 
ment of  Radiology  at  the  Creighton 
University  School  of  Medicine. 

He  is  survived  by  his  sons,  Dr.  James  F. 
Kelly,  Jr.,  Alvin  W.  Kelly,  John  V.  Kelly, 
Dr.  Gerard  J.  Kelly,  all  of  Omaha;  Lt.  Col. 
(Ret.)  Thomas  L.  Kelly,  San  Jose,  California; 
daughters,  Mrs.  Michael  K.  (Mary  Frances) 
Manion,  Jr.,  Omaha,  Miss  Pauline  Kelly, 
New  York,  Mrs.  Francis  E.  (Sallie)  Kruml, 
Vancouver,  Washington,  Mrs.  Irvin  C.  (Alice 
Jane)  Chmelir,  Wenatchee,  Washington; 
forty-five  grandchildren  and  eleven  great- 
grandchildren. 


DR.  JOHN  C.  KENNEDY 

Doctor  John  C.  Kennedy  died  on 
December  1,  1974,  at  the  age  of  sixty-two. 
Doctor  Kennedy  was  born  in  Omaha  on  May 
30,  1912. 

He  graduated  from  the  University  of 
Nebraska  in  1936  and  the  University  of 
Nebraska  College  of  Medicine  in  1938. 

He  practiced  surgery  until  about  ten  years 


ago  when  he  joined  the  Radiology  Depart- 
ment of  the  Methodist  Hospital. 

Survivors  include  his  widow,  Ruth; 
daughters,  Jean  Pancharoen  of  Hastings, 
Nebraska  and  Nancy  Kennedy  of  Winter 
Park,  Florida;  sons,  Jeffrey  of  Stanton,  Iowa 
and  John  Jr.,  of  Amsterdam,  Netherlands; 
sister,  Mrs.  J.  W.  Wahl  of  Los  Angeles, 
California;  and  three  grandchildren. 


DR.  WILLIAM  T.  RANCE 

Doctor  William  T.  Ranee  died  on 
December  25,  1974  at  the  age  of  eighty-three. 
Doctor  Ranee  was  born  in  Saunders  County 
in  1891. 

He  was  graduated  from  Creighton  Univer- 
sity in  1916  and  received  his  medical  degree 
from  the  Creighton  University  School  of 
Medicine  in  1920. 

Doctor  Ranee  practiced  medicine  in  Omaha 
for  over  fifty  years  and  for  twenty-eight 
years  taught  surgery  at  the  Creighton 
University  School  of  Medicine. 

Survivors  include  his  widow,  Mary;  two 
sons,  Patrick,  of  Council  Bluffs,  and  William, 
of  Maitland,  Florida;  one  daughter,  Mrs.  H. 
Thomas  Lee,  Omaha;  two  sisters  and  fifteen 
grandchildren. 


DR.  NAT  J.  WILSON 

Doctor  Nat  J.  Wilson  died  on  November  6, 
1974  at  the  age  of  seventy.  He  was  born  in 
Vilki,  Lithuania  on  January  8,  1904. 

He  was  graduated  from  George  Washing- 
ton University  in  1926  and  the  George  Wash- 
ington University  Medical  School  in  1930. 

He  was  a retired  Chief  of  Psychiatry  and 
Neurology  at  the  Lincoln  Veterans  Ad- 
ministration Hospital. 

Doctor  Wilson  is  survived  by  his  wife, 
Nettie;  two  daughters,  Mrs.  Michael  (Mar- 
jorie) Segal,  Boston,  Massachusetts  and  Mrs. 
Roger  (Beverly)  Simon,  Denver,  Colorado;  a 
brother,  Louis  Wilson,  Waterbury,  Connecti- 
cut, and  five  grandchildren. 
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Joseph  C.  Anderson,  M.D. 
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James  R.  Brown,  M.D. 

4105  Harrison  Street 
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V.  Roger  Bruce,  M.D. 

2332  North  Cotner 
Lincoln,  Nebraska  68507 

Louis  W.  Burgher,  M.D. 

530  The  Doctors  Building 
Omaha,  Nebraska  68131 

James  E.  Call,  M.D. 

622  The  Doctors  Building 
Omaha,  Nebraska  68131 

K.  B.  Carstens,  M.D. 

Fairbury, 

Nebraska  68352 

Eli  S.  Chesen,  M.D. 

3531  Cooper  Street 
Lincoln,  Nebraska  68506 

John  F.  Connolly,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 


John  J.  Connolly,  M.D. 

Bergan  Mercy  Hospital 
76th  & Mercy  Road 
Omaha,  Nebraska  68124 

James  G.  Cummins,  M.D. 

2705  South  87th  Street 
Omaha,  Nebraska  68124 

Daniel  H.  Dietrich,  M.D. 

6025  Ogden 

Omaha,  Nebraska  68104 

David  R.  Dyke,  M.D. 

1512  First  National  Bank  Building 
Lincoln,  Nebraska  68508 

Kent  R.  Eakins,  M.D. 

10060  Regency  Circle 
Omaha,  Nebraska  68114 

Gerald  C.  Felt,  M.D. 

6667  Redick  Avenue 
Omaha,  Nebraska  68152 

Albert  R.  Frank,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

Richard  M.  Fruehling,  M.D. 

St.  Paul, 

Nebraska  68873 

Thomas  F.  Gallagher,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

Vernon  F.  Garwood,  M.D. 

120  Wedgewood  Drive 
Lincoln,  Nebraska  68510 

William  F.  Gust,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

Lewis  B.  Harden,  M.D. 

102  South  Elm 

North  Platte,  Nebraska  69101 

Neil  H.  Joseph,  M.D. 

University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 
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Terry  Kellenberger,  M.D. 

Rushville, 

Nebraska  69360 

Ronald  Klutman,  M.D. 

Rushville, 

Nebraska  69360 

John  J.  Koening,  M.D. 

Mitchell, 

Nebraska  69357 

David  Krohn,  M.D. 

Seward  Clinic 
Seward,  Nebraska  68434 

Edmund  Lively,  M.D. 

1518  - 15th  Street 
Columbus,  Nebraska  68601 

Gerald  Luckey,  M.D. 

David  City, 

Nebraska  68632 

Lieberg  F.  Meyer,  M.D. 

234  The  Doctors  Building 
Omaha,  Nebraska  68131 

Richard  R.  Miles,  M.D. 

719  The  Doctors  Building 
Omaha,  Nebraska  68131 

Thomas  B.  Murray,  M.D. 

318  West  30th  Street 
Kearney,  Nebraska  68847 

Marian  Solowy  Myers,  M.D. 

Creighton  University  School  of  Medicine 
10th  & Castelar 
Omaha,  Nebraska  68108 

Raymond  Naumann,  M.D. 

Aurora, 

Nebraska  68818 

Carlos  Nossa,  M.D. 

Osceola, 

Nebraska  68651 

Warren  Orr,  M.D. 

715  South  Jeffers 

North  Platte,  Nebraska  69101 

L.  R.  Osborne,  M.D. 

10060  Regency  Circle 
Omaha,  Nebraska  68114 

O.  Douglas  Osterholm,  M.D. 

Methodist  Hospital 
Omaha,  Nebraska  68114 


Robert  Phillips,  M.D. 

305  East  1st  Street 
McCook,  Nebraska  69001 
Edward  B.  Price,  Jr.,  M.D. 

Department  of  Pathology 
Clarkson  Hospital 
Omaha,  Nebraska  68105 

Plinio  Prioreschi,  M.D. 

Department  of  Pharmacology 
Creighton  University  School  of  Medicine 
10th  & Castelar 
Omaha,  Nebraska  68131 
Jorge  E.  Sanmartin,  M.D. 

Creighton  University  School  of  Medicine 
10th  & Castelar 
Omaha,  Nebraska  68108 

Edward  M.  Schima,  M.D. 

8300  Dodge  Street  #202 
Omaha,  Nebraska  68114 

Kenton  L.  Shaffer,  M.D. 

211  West  33rd  Street 
Kearney,  Nebraska  68847 

Ron  Sheppard,  M.D. 

Callaway, 

Nebraska  68825 

Harlan  C.  Shriner,  Jr.,  M.D. 

630  North  Cotner 
Lincoln,  Nebraska  68505 

James  M.  Steier,  M.D. 

6025  Ogden  Street 
Omaha,  Nebraska  68104 

Paul  A.  Stoesz,  M.D. 

1003  “O”  Street 
Lincoln,  Nebraska  68508 

Dean  F.  Tamisiea,  M.D. 

The  Doctors  Hospital 
Omaha,  Nebraska  68105 

Victor  Thoendel,  M.D. 

David  City, 

Nebraska  68632 

Kay  E.  Ticen,  M.D. 

Lutheran  Medical  Center 
Omaha,  Nebraska  68131 

J.  Robert  Twinem,  M.D. 

4100  “A”  Street 
Lincoln,  Nebraska  68510 

Harry  N.  Vondrak,  M.D. 

101  Foote  Building 
Hastings,  Nebraska  68901 
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James  H.  Walston,  M.D. 

South  Sioux  City, 

Nebraska  68776 

James  H.  Whicker,  M.D. 

8601  West  Dodge  Road,  #234 
Omaha,  Nebraska  68114 


I Remember 


BUCKETS  OF  BLOOD 

I was  an  intern,  and  I was  making  an 
ambulance  call,  as  wre  referred  to  house  calls 
then.  It  was  in  a fine  house,  and  the  family 
was  not  poor.  The  patient  was  a girl  in  her 
early  teens;  she  was  sitting  in  her  bed, 
holding  a towel  to  her  mouth. 

But  what  I saw  first,  as  I entered  the 
room,  was  a basin  full  of  blood  on  the  floor, 
another  one  on  a table;  and  one  or  two 
others,  similarly  filled,  elsewhere  in  the 
room. 

And  blood  was  coming  from  her  mouth. 

I asked  the  parents  if  they  knew  why  she 
was  bleeding,  or  where  the  blood  was  coming 
from,  and  they  said  they  had  no  idea;  it  was 
a complete  mystery  to  them. 

I asked  if  she  was  coughing,  and  they  said 
no. 

Was  she  vomiting,  I asked,  and  they  said 
no. 


David  Wilhelm,  M.D. 

2113  Maple  Road 
Columbus,  Nebraska  68601 

Orlyn  H.  Wingert,  M.D. 
Blair, 

Nebraska  68008 


I asked  about  nosebleed,  and  they  said  no. 

Has  she  had  a tooth  pulled  recently,  I 
asked,  and  they  said  O yes. 

She  had  had  a tooth  extracted  at  four 
o'clock,  and  the  bleeding  started  at  five. 

And  I was  an  ear  nose  and  throat  doctor 
at  a military  hospital  once,  and  I did  five 
tonsillectomies  every  morning.  I remember 
one  patient  very  well.  I cautioned  him  not  to 
swallow  blood,  as  we  would  have  no  idea  of 
the  amount  of  postoperative  bleeding. 

But  I noticed  that  he  got  paler  and  paler, 
and  I spoke  to  him,  whereupon  he  reached 
for  a basin  and  vomited  a single  blood  clot.  It 
was  the  largest  clot  I had  ever  seen;  it  filled 
the  whole  basin.  He  had  been  swallowing 
blood  all  through  the  afternoon.  And  he  got 
well. 

— F.C. 
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Between  Cases 


The  Diagnosis. 

Overweight,  cause  unknown. 

They  Mean  The  Same. 

Brash=  heartburn=  pyrosis. 

My  Own  Basketball  Team  [1]. 

Goliath  was  about  11  feet  tall.  Emperor 
Maximilian  was  approximately  8 feet,  9 
inches  in  height.  Orestes  stood  11  feet,  6 
inches.  Eleazar  reached  to  nearly  11 
feet.  And  Adam  may  have  been  10  feet 
high. 

Words  We  Can  Do  Without. 

Prefatory,  prolegomena,  put  it  all  together, 
to  the  nth  degree,  in  residence. 

On  Retiring. 

Franklin  helped  draft  the  Declaration  of 
Independence  when  he  was  81. 

Materia  Medica. 

Sarsaparilla  was  once  used  as  a blood 
cleanser. 

Department  Of  Statistics. 

There  are  about  700,000  identical  twin 
pairs  in  the  United  States. 

Think  About  it. 

Time  goes,  you  say?  Ah  no! 

Alas,  Time  stays,  we  go. 

Dobson 

Quote  Unquote  [1]. 

Doctors  have  one  sacred  principle:  the 
patient  must  never  be  frightened,  he 
must  be  encouraged. 

Solzhenitsyn:  Cancer  Ward. 

My  Own  Basketball  Team  [2]. 

The  manager:  Attila.  He  was  a dwarf. 

The  Fine  Art  Of  Diagnosis. 

William  Gull  is  said  to  have  believed  that 
he  could  detect  syphilis  by  smell. 

Section  On  Geriatrics. 

Hippocrates  lived  to  109. 


Department  Of  Admission  Notes. 

Patient  admitted  in  an  asymptomatic  state. 
Symptomatology  relates  to  esophagitis. 

Spring  Has  Sprung,  But  Only  A Little. 

I saw  my  first  robin  a few  days  ago;  and  a 
block  away  there  were  the  usual  boys 
flying  kites.  The  boys,  I thought,  are  a 
surer  harbinger  of  spring,  and  I can  only 
wonder  how  the  boy-kite-flying  comes 
about.  It  just  does;  probably  an 
autonomic  reflex.  Two  days  later,  it 
snowed. 

Quote  Unquote  [2]. 

Doc  is  an  obnoxious  vulgarism. 

Stout:  Please  Pass  The  Guilt. 

Things  I’m  Tired  Of. 

Blurbs  on  book  jackets  that  tell  you  how 
good  another  book  was. 

Chief  Complaint. 

Plantar  warts,  left  thumb. 

From  An  Old  Story. 

He  left  a quarter  on  the  table  to  pay  for 
his  meal. 

On  Tobacco. 

Three  percent  more  cigarettes  were  made 
or  sold  or  smoked  in  the  United  States 
last  year  than  the  year  before. 

Section  On  Old  Words. 

Iatrogenic,  which  means  us,  comes  from 
iatros,  medicus,  and  was  derived  from 
ios  (sagittal,  and  the  earliest  function  of 
our  professional  ancestors  may  have 
been  the  extraction  of  arrows. 

Department  Of  Confidence. 

A recent  survey  in  the  U.S.  found  public 
confidence  at  these  levels: 


In  Congress  18% 

In  lawyers  18% 

In  the  press  (news  media)  25% 

In  doctors  50% 

We  were  the  highest. 


— F.C. 
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Was  hingtoNo  tes 


Finance,  relicensing,  manpower, 

& mandatory  service. 

Elsewhere  on  the  Hill  the  House  Health 
Subcommittee  has  approved  a health 
manpower  bill  authorizing  $1.7  billion  over 
three  years  to  support  medical  and  other 
health  profession  education. 

Under  the  proposal  similar  to  the  House- 
passed  bill  last  year,  medical  schools  would 
receive  capitation  support  of  $2,100  for  each 
student  for  1976  and  1977,  with  support  de- 
creasing to  $2,000  per  student  in  1978.  The 
bill  provides  a simple  extension  of  present 
health  manpower  authority  for  this  year. 

Medical  schools  would  be  required  to 
increase  their  enrollment  or  provide  for 
remote  site  training  for  at  least  50  percent  of 
their  students  in  their  last  two  years  of 
medical  school  education.  Medical  students 
would  be  required  to  pay  back  to  the  U.S. 
Treasury,  capitation  amounts  paid  to  schools 
on  their  behalf,  but  would  be  given 
capitation  payback  forgiveness,  on  an  equal 
year-for-year  basis,  for  time  spent  in  the 
National  Health  Service  Corps  or  service  in 
private  practice  in  medically  underserved 
areas. 

Approved  medical  residencies  could  not 
exceed  155  percent  of  the  previous  year’s 
graduating  class  starting  in  1978  as  a 
restriction  on  foreign  medical  graduates.  In 
1979  and  1980,  limitation  would  decrease  to 
140  percent  and  125  percent.  The  Coordinat- 
ing Council  on  Medical  Education  could 
administer  the  residency  limitation,  but  if  it 
does  not  agree  to  accept  such  administration, 
the  government  would  do  so. 

Designated  as  primary  care  specialties 
would  be  General  and  Internal  Medicine, 
Pediatric  Medicine.  Family  Medicine,  and 
Obstetrics  and  Gynecology. 

Senator  Edward  Kennedy  (D-Mass.)  has 
introduced  four  bills  dealing  with  health 
manpower,  including  his  sweeping  plan  of 
last  year  calling  for  mandatory  service  and 
licensing  and  relicensing. 


Pro-BanthTne® 

brand  of 

propantheline  bromide 


Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  181 


SEARLE 


174 


'Antiacid”  action 
for  ulcer  patients... 


one  of  the  many  things  you 
need  in  an  anticholinergic. 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 

Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are: 

"Antiacid"  action  — Pro-BanthTne® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 


Pro-Banthine 

(propantheline  bromide) 

a good 
option 
in  peptic 
ucer 


In  most  cases  of 

sustained  moderate  hypertension, 


usually  offers  more 
than  effective  lowering 
of  blood  pressure... 


With  ALDOMET 


(Methyldopa,  MSD), 
existing  renal  function 
is  usually  unchanged 

ALDOMET  has  no  direct  effect  on  renal 
function.  When  used  in  effective  doses, 
ALDOMET  usually  does  not  reduce  glo- 
merular filtration  rate,  renal  blood  flow, 
or  filtration  fraction. 


With  ALDOMET 
(Methyldopa,  MSD), 
cardiac  output  is 
generally  unchanged 

ALDOMET  has  no  direct  effect  on  cardiac 
function.  When  ALDOMET  is  used  in  effec- 
tive doses  cardiac  output  is  usually 
maintained  with  no  cardiac  acceleration; 
in  some  patients  the  heart  rate  is  slowed. 


With  ALDOMET 
(Methyldopa,  MSD), 
symptomatic  postural 
hypotension  is  infrequent 

ALDOMET  reduces  both  supine  and  standing  blood  pressure. 
Less  frequent  symptomatic  postural  hypotension  is  experienced 
with  ALDOMET  than  with  many  other  antihypertensive  agents. 
Exercise  hypotension  and  diurnal  blood  pressure  variations 
rarely  occur. 


to  further 
simplify  therapy 
for  many  patients 


now  available 

ALDOMET  500  mg 

(METHYLDOPA I MSD) 


• often  more  practical  to  prescribe 

• easier  for  patients  to  remember 

Now  offered  in  addition  to  the  standard 
250-mg  tablet,  the  new  ALDOMET  500  mg 
tablet  is  a patient  convenience.  An  especially 
important  one,  since  in  hypertension  con- 
venience of  the  dosage  schedule  is  one  factor 
that  can  make  the  difference  in  compliance 
of  the  patient.  The  minimum  daily  dose  of 
ALDOMET  is  250  mg  b.i.d.  The  usual  starting 
dose  is  250  mg  t.i.d.  Dosage  is  adjusted  as 
necessary  by  adding  or  deleting  250  mg  or 
500  mg  at  intervals  of  not  less  than  two 
days.  The  maximum  dose  is  3.0  g per  day. 
Examples  of  b.i.d.  or  t.i.d.  dosage  convenience 
provided  by  ALDOMET  500  mg  within  the 
usual  daily  dosage  range  of  500  mg  to  2.0  g: 


for  sustained 
moderate  hypertension 

TABLETS,  250  mg  and  500  mg 

ALDOMET 

(METHYLDOMIMSD) 


a unique  antihypertensive  agent 

Contraindications  include  active  hepatic  disease  and  known 
sensitivity  to  the  drug.  Use  with  caution  in  patients  with  a history 
of  liver  disease  or  dysfunction.  Not  recommended  in  phe- 
ochromocytoma  or  pregnancy. 

It  is  important  to  recognize  that  a positive  Coombs  test, 
hemolytic  anemia,  and  liver  disorders  may  occur  with  methyl- 
dopa therapy.  The  rare  occurrences  of  hemolytic  anemia 
or  liver  disorders  could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  For  more  details  see 
the  brief  summary  of  prescribing  information. 


MSD 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


l.O-g 

daily 

dose 


1.5-g 

daily 

dose 


2.0-g 

daily 

dose 


^-ALDOMET 500 mg 

C Methyldopa  /MSD) 


f 

1 

^ALDOMET 500 mg 

( Methyfdopa  /MSD) 
stg  tveo  tablets  bid. 

2 < 

1 

^ ALDOMET 500 mg 

( Methyldopa  /MSD) 

sig  one  tablet  g id. 

NOTE:  Tablets  shown  are  not  actual  size. 


in  sustained  moderate  hypertension 

ALDOMET (METHYLDOPAIMSD) 

usually  lowers  blood 
pressure  effectively 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yldopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 


Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  In  some  patients  the  findings  are  con- 
sistent with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should 
be  done  particularly  during  the  first  six  to  twelve 
weeks  of  therapy  or  whenever  an  unexplained  fever 
occurs.  If  fever,  abnormalities  in  liver  function 
tests,  or  jaundice  appear,  stop  therapy  with  methyl- 
dopa. If  caused  by  methyldopa,  the  temperature 
and  abnormalities  in  liver  function  characteris- 
tically have  reverted  to  normal  when  the  drug  was 
discontinued.  Methyldopa  should  not  be  reinstituted 
in  such  patients. 

Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Chi  Id  bearing  /l^e-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 


Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including  1 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
“black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has  I 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell’s  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended  I 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa-  i 
tients  with  normal  kfdney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late,  : 
but  more  likely  between  second  and  third  month  ! 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 


For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  INC., 
West  Point,  Pa.  19486 


MSD  MERCK  SHARP  & DOHME 


The  AMA. 

March  saw  the  AMA  testify  a number  of 
times  before  numerous  Congressional  com- 
mittees on  a number  of  bills,  including  pro- 
fessional liability,  extension  of  health 
insurance  to  the  unemployed,  comprehensive 
elementary  and  secondary  school  health 
education,  and  air  pollution. 

The  House  Ways  and  Means  Subcommit- 
tee on  Health  began  hearings  in  considera- 
tion of  legislation  for  sweeping  studies  of  the 
medical  professional  liability  problem.  The 
measure,  sponsored  by  Subcommittee  Chair- 
man Dan  Rostenkowski  (D-Ill.)  authorizes  a 
study  by  the  Office  of  Technology  Assess- 
ment in  conjunction  with  the  National 
Academy  of  Sciences. 

Under  the  proposal,  one  study  would  be 
completed  within  90  days  and  consider 
interim  arrangements  for  solution  of  prob- 
lems relating  specifically  to  Medicare  and 
Liability.  The  second  study,  with  a 10-month 
schedule,  would  review  the  entire  area  of 
professional  liability  compensation. 

In  testimony  before  the  Subcommittee, 
Malcolm  Todd,  M.D.,  AMA  President,  urged 
that  remedial  activity  be  undertaken  at  the 
state  level. 

Dr.  Todd  told  the  Subcommittee  that 
personal  injury  lawsuits  are  determined 
under  the  state  rules  of  law.  The  AMA 
President  said  the  federal  government  can 
be  of  assistance,  but  the  ultimate  responsibil- 
ity is  upon  the  states. 


The  unemployed. 

With  respect  to  health  insurance  for  the 
unemployed,  Russell  B.  Roth,  M.D.,  AMA's 
Immediate  Past  President,  testified  before 
the  Rostenkowski  subcommittee.  The  plight 
of  the  unemployed  calls  for  fast  remedial 
action  “to  devise  a method  under  which 
health  coverage  is  continued  for  the  un- 
employed individual  and  his  family  and  to 
afford  such  protection  without  disruption  to 
the  health  delivery  system.”  Dr.  Roth 
advocated  a temporary  program  which 
would,  during  the  period  of  unemployment, 


continue  the  worker’s  insurance  coverage  for 
himself  and  his  family. 

A simple  extension  to  the  unemployed  of 
Medicare  Part  A insurance  coverage  under 
the  Medicare  program  would  restrict  the 
benefits  to  hospital  care  and  any  proposal 
which  would  condition  the  payment  for 
services  upon  a hospital  admission  could  only 
be  expected  to  increase  pressure  for 
utilization  of  expensive  care  facilities  and 
further  aggravate  inflationary  costs. 


Health  Education. 

The  AMA  has  asked  Congress  to  approve 
legislation  to  encourage  comprehensive 
elementary  and  secondary  school  health 
education  programs  through  a system  of 
grants  for  teacher  training,  pilot  and  demon- 
stration projects. 


Air  pollution. 

Research  on  air  pollution  has  proved  that 
there  can  be  health  effects  from  long-term, 
low-level  exposure,  the  AMA  has  told 
Congress.  Episodes  affecting  large  popula- 
tions occur.  Persons  at  high  risk  suffer  more 
during  periods  of  high  pollution,  and  children 
may  carry  effects  into  adult  life,  William 
Barclay,  M.D.,  AMA  Deputy  Executive  Vice 
President,  testified. 

Dr.  Barclay  told  the  House  Health  Sub- 
committee that  the  AMA  House  of  Delegates 
has  endorsed  the  present  levels  and  time 
schedules  promulgated  by  the  Clean  Air  Act- 
1970,  and  encourages  Congress  to  preserve 
present  levels  and  time  schedules  as 
necessary  public  health  measures. 


National  health  insurance. 

Despite  President  Ford’s  flat  declaration 
that  he  would  not  introduce  a national  health 
insurance  (NHI)  proposal  in  the  first  session 
of  the  94th  Congress  and  would  veto  any 
such  proposal,  there  is  still  talk  of  NHI  this 
year  by  the  Democratic  leadership  in  both 
House  and  Senate. 
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Utilization  review. 

HEW  Secretary  Caspar  W.  Weinberger 
has  announced  that  the  effective  date  for 
implementation  of  the  utilization  review 
regulations  in  hospitals  and  other  health  care 
facilities  participating  in  the  Medicare  and 
Medicaid  programs  has  been  changed  from 
February  1,  1975  to  July  1,  1975. 

Facilities  with  small  medical  staffs, 
especially  those  in  rural  areas,  may  have 
difficulty  organizing  the  in-house  review 
committees  to  operate  the  review  system 
required  by  the  regulations.  For  these 
facilities,  several  alternative  means  of 
complying  with  the  law  are  provided  in  the 
regulations. 

Health  care  spending. 

Health  care  spending  in  the  U.S.  climbed 
over  8100  billion  for  the  first  time  in  fiscal 
1974,  which  ended  last  July  1.  Public 
spending  increased  twice  as  fast  as  private 
spending. 

A study  noted  that  the  $104.2  billion 
health  care  bill  represented  a 10.6  percent 
increase  over  the  $94.2  billion  spent  in  fiscal 
1973. 

Public  spending  amounted  to  $41.3  billion, 
or  39.6  percent  of  the  1974  total,  an  increase 
of  15.3  percent,  or  $5.5  billion.  Private  spend- 
ing — mainly  private  insurance  and  out-of- 
pocket  payments  — accounted  for  $62.9 
billion,  or  60.4  percent  of  the  total  health 
care  expenditures  for  1974.  This  was  up  7.7 
percent,  or  $4.5  billion,  over  fiscal  1973. 

Despite  the  dollar  increases,  health 
spending  remained  at  the  1973  proportion  of 
gross  national  product  — 7.7  percent. 


Health  spending  averaged  $485  per  person. 

Hospital  care  was  the  largest  expenditure 
category,  amounting  to  $40.9  billion,  or  39 
percent  of  the  total.  Physicians’  services 
accounted  for  $19  billion,  or  18  percent. 

Expenditures  for  nursing  home  care 
reached  an  estimated  $7.5  billion. 

Of  all  personal  health  care  spending  in 
1974,  the  government  accounted  for  38  per- 
cent; private  health  insurance,  26  percent; 
and  philanthropic  organizations,  1 percent, 
out-of-pocket  spending  accounted  for  the  re- 
maining 35  percent.  Increases  in  Medicare 
and  Medicaid  expenditures  accounted  for 
most  of  the  increase  in  the  public  share  of 
health  care  expenditures. 


Vitamins. 

The  government  has  abandoned  a long 
fight  to  classify  high  potency  vitamins  as 
drugs,  bowing  to  opponents  of  vitamin  legis- 
lation in  Congress.  Vitamin  products  will  be 
available  over-the-counter  in  any  strength 
less  than  toxic,  according  to  Food  and  Drug 
Administration  officials.  The  Agency  had 
hoped  to  require  drug  classification  for 
vitamins  exceeding  150  percent  of  the  recom- 
mended daily  allowance.  This  and  other 
proposed  restrictions  on  vitamins  had 
prompted  a storm  of  protest  to  Congress 
from  health  food  users  and  makers.  The 
Senate  last  year  voted  81  to  10  to  prevent 
the  FDA  move.  Court  decisions  had 
generally  favored  the  FDA's  right  to  impose 
restrictions  on  vitamin  preparations,  but  the 
Agency  recently  decided  to  drop  the  matter. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS- 
May  10  — North  Platte,  Elks  Lodge 
June  21  — Hastings,  City  Auditorium 
June  28  — Ogallala,  Elks  Lodge 

GREAT  PLAINS  ORGANIZATION  FOR 
PERINATAL  HEALTH  CARE  - Annual 
meeting  May  19  and  20,  1975;  Ramada  Inn, 
Bloomington,  Minnesota.  For  further 
information  or  registration  forms  write  to: 
Ms.  Ruth  Redmond,  R.N.,  Executive  Secre- 
tary, Great  Plains  Organization,  Wisconsin 
Perinatal  Center,  202  South  Park  Street, 
Madison,  Wisconsin  53715 

AMERICAN  COLLEGE  OF  SPORTS  MEDI- 
CINE — 22nd  Annual  Meeting;  May  22-24, 
1975;  Marriott  Hotel,  New  Orleans,  Louis- 
iana. Write  to:  American  College  of  Sports 
Medicine,  1440  Monroe  Street,  Madison, 
Wisconsin  53706. 


AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  June  15-19,  1975,  At- 
lantic City,  New  Jersey. 

FOR  OUR  CHESS-PLAYING  DOCTORS- 
U.S.  Open  Chess  Championship;  August 
10-22,  1975;  Hilton  Hotel,  Lincoln.  Spec- 
tators and  players  are  welcome.  Bud 
Narveson,  1729  C Street,  Lincoln,  is  Presi- 
dent of  the  Lincoln  Chess  Foundation. 


6 1ST  ANNUAL  CLINICAL  CONGRESS  - 
Of  the  American  College  of  Surgeons;  Oct. 
13-17,  San  Francisco,  California.  The 
address  of  the  A.C.S.  is  55  East  Erie  St., 
Chicago,  Illinois  60611. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  October  17-19,  1975,  Omaha, 
Nebraska. 


MID-STATE  NEBRASKA  MEDICAL  MEET- 
ING — Sponsored  by  the  Buffalo  County 
Medical  Society;  Nov.  12,  1975.  This  is  a 
one-day  course  held  for  all  practicing 
physicians;  the  topic  this  year  will  be  “Com- 
mon Pediatric  Problems.”  Write  to:  Kenton 
L.  Shaffer,  M.D.,  Director  of  Mid-State 
Meeting,  Kearney  Clinic,  211  West  33rd  St. 
Kearney,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  - 
29th  Clinical  Convention,  November  30- 
December  4,  1975,  Honolulu,  Hawaii. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  2-5,  1976,  Kearney, 
Nebraska. 
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The  Letter  Box 

Dear  Dr.  Cole: 

I just  wish  to  tell  you  how  much  I have  en- 
joyed your  editorials  and  that  I hope  they  can 
keep  you  doing  it  for  a long  time! 

Thanks  again  for  your  fine  work. 

Best  regards. 

Rex  Murphy,  M.D. 

530  Republic  Building 
Denver,  Colorado  80202 


Dear  Dr.  Cole: 

In  regard  to  the  information  I previously 
sent  to  you  about  activities  in  the  Cardio- 
vascular Center,  University  of  Nebraska 
Medical  Center,  we  have  recently  made  a 
date  change  which  I should  notify  you  about, 
in  case  it  would  be  possible  to  still  correct 
that  in  time  for  print  in  the  Nebraska  Medical 
Journal.  Specifically,  I mentioned  previously 
about  a course  entitled,  “Practical  Electro- 
cardiography and  Management  of  Arrhythm- 
ias," which  was  originally  scheduled  for  May 
9-10,  1975.  Due  to  scheduling  conflicts  with 
the  Continuing  Education  Center,  we  have 
had  to  change  that,  and  it  is  now  scheduled 
for  Friday  and  Saturday,  May  23-24,  1975.  I 
apologize  for  this  late  change,  but  would 
appreciate  it  be  changed  in  print,  if  possible. 

Thanks  for  the  help  once  again. 

Sincerely  yours, 

Alan  D.  Forker,  M.D. 

Associate  Professor  of  Medicine 
Director,  Heart  Station 
Director,  Medical  Education  of 
Cardiovascular  Center 


Books 

Books  Reviewed. 


Handbook  of  pediatrics;  by  Henry  K.  Silver,  C.  Henry 
Kempe,  and  Henry  B.  Bruyn;  limp  cover,  $7.50;  705 
pages;  published  1975  by  Lange  Medical  Publications, 
Los  Altos,  California. 

Each  of  the  three  authors  is  an  M.D.,  and  each  is 
named  Henry,  as  you  can  see.  It  is  a small  book, 
measuring  considerably  less  than  a hand-span  in  length 
and  will  fit  into  a white-coat  pocket,  but  the  print  is 
small,  so  there  is  a great  deal  of  material  in  it.  There  are 
32  chapters,  a large  appendix,  and  an  index.  This  is  the 
11th  edition  of  the  Handbook,  which  seems  to  have 
appeared  first  in  1955,  so  that  it  reappears  every  two 
years. 

It  is  up-to-date  and  seems  well  written.  It  is  recom- 
me  nded. 


— F.C. 


The  evaluation  of  training  in  mental  health;  by  Marcia 
Guttentag,  Thomas  Kiresuk,  Madelynn  Oglesby,  and 
Jerry  Cahn;  131  pages;  hard  cover  $9.95;  published  1975 
by  Behavioral  Publications,  New  York. 

The  authors  are  from  Massachusetts  (Harvard),  Min- 
nesota (Hennepin  County  Mental  Health  Service), 
Delaware  (University  of  D.),  and  New  York  (City 
University),  so  there  is  geographical  diversification.  The 
text  is  divided  into  three  and  further  into  seven  parts; 
Conceptualization  of  the  evaluation  problem,  The 
organization  of  the  evaluation  research.  Paradigm  for 
evaluation  of  training,  Goal  attainment  scoring  and 
quantification  of  values,  Application  of  Edwards'  multi- 
attribute utilities  to  the  evaluation  of  training,  Review  of 
the  history  of  the  evaluation  of  training  in  psychology, 
and  Issues  and  Recommendations. 

There  are  references,  a large  bibliography,  but  no 
index  that  1 could  find.  The  print  is  good.  The  writing 
seems  particularly  good. 

-F.C. 
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DYAZIDE 

”3  Trademark 

makes  sense 
in  edema: 


® Each  capsule  contains  50  mg.  of 

Dyrenium®  (brand  of  triamterene)  and 
25  mg.  of  hydrochlorothiazide. 


Neither  inconvenient, 
unpalatable,  expensive 
potassium  supplements  nor 
special  K+  rich  diets  are 
needed  as  a rule.  Just 
'Dyazide'  once  or  twice 
daily  for  control  of  edema. 


Before  prescribing,  see  complete  prescribing  infor- 
mation in  SK&F  literature  or  PDR  The  following 
is  a brief  summary. 

Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome; 
steroid-induced  and  idiopathic  edema;  edema  re- 
sistant toother  diuretic  therapy.  Also,  mild  to  moder- 
ate hypertension. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements 
or  potassium  salts  unless  hypokalemia  develops  or 
dietary  potassium  intake  is  markedly  impaired. 
Enteric-coated  potassium  salts  may  cause  small 
bowel  stenosis  with  or  without  ulceration.  Hyper- 
kalemia ( >5.4  mEq/L)  has  been  reported  in  4%  of 
patients  under  60  years,  in  12%  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 


thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  'Dyazide’,  check  serum  potassium 
frequently  — both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  'Dyazide'  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 
terene, SK&F).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thiazides 
are  reported  to  cross  the  placental  barrier  and  appear 
in  breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When  used 
during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 


cirrhotics  with  splenomegaly.  Antihypertensive  ef- 
fects may  be  enhanced  in  postsympathectomy  pa- 
tients. The  following  may  occur:  hyperuricemia  and 
gout,  reversible  nitrogen  retention,  decreasing  alkali 
reserve  with  possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may 
indicate  electrolyte  imbalance),  diarrhea,  constipa- 
tion. other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancrea- 
titis, and  xanthopsia  have  occurred  with  thiazides 
alone. 

Supplied:  Bottles  of  100  capsules:  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


Dyazide’  gets  excess  water  and  salt  out 
and  helps  keep  essential  potassium  in. 


Adequate 

fluid 

intake 


Frequent 

voiding 


Gantanol , 

(sulfamethoxazole) 

D.I.D. 

Four  tablets  (0.5  Gm  each)  STAT- 
then  2 tablets  B.I.D.  for  10-14  days 


Basic  therapy  with 
convenience  for 
acute  nonobstructed 
cystitis 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  non- 
obstructed urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis,  and  cystitis),  due  to  susceptible 
organisms.  Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  cul- 
ture media.  The  increasing  frequency  of  resistant 
organisms  limits  the  usefulness  of  antibacterials, 
including  sulfonamides,  especially  in  chronic  or  re- 
current urinary  tract  infections.  Measure  sulfon- 
amide blood  levels  as  variations  may  occur;  20  mg/ 
100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensi- 
tivity; pregnancy  at  term  and  during  nursing  period; 
infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been 
established.  Sulfonamides  should  not  be  used  for 
group  A beta-hemolytic  streptococcal  infections  and 
will  not  eradicate  or  prevent  sequelae  (rheumatic 
fever,  glomerulonephritis)  of  such  infections.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore  throat,  fever, 
pallor,  purpura  or  jaundice)  may  indicate  serious 
blood  disorders.  Frequent  CBC  and  urinalysis  with 
microscopic  examination  are  recommended  during 
sulfonamide  therapy.  Insufficient  data  on  children 
under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate  dehydro- 
genase-deficient individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake 
to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epi- 
dermal necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocardi- 
tis); gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions  (headache, 
peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  no- 
dosa and  L.E.  phenomenon) . Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics  (aceta- 
zolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter 
production,  diuresis  and  hypoglycemia  as  well  as 
thyroid  malignancies  in  rats  following  long-term 
administration.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Systemic  sulfonamides  are  contrain- 
dicated in  infants  under  2 months  of  age  (except 
adjunctively  with  pyrimethamine  in  congenital  toxo- 
plasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.) 
initially,  then  1 Gm  b.i.d.  or  t.i.d.  depending  on  sever- 
ity of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 
20  lbs  of  body  weight  initially,  then  0.25  Gm/20  lbs 
b.i.d.  Maximum  dose  should  not  exceed  75  mg/ kg/ 
24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole; 
Suspension,  0.5  Gm  sulfamethoxazole/ teaspoonful. 


\ Roche  Laboratories 
ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  New  Jersey  07110 


• Effective  against  susceptible  E.  coli, 
Klebsiella-Aerobacter,  Staph,  aureus, 
Proteus  mirabilis  and,  less  frequently, 
Proteus  vulgaris 


lfA— 

half-ounce 


o 


prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin"  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  containsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 


Each  gram  contains:  Aerosporin ^ brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS;  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  person: 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Medicinews 

American  Blood  Commission 
formed. 

Forty-six  organizations  concerned  with 
achieving  a safe  and  adequate  blood  supply 
for  the  United  States  have  agreed  to  form  an 
American  Blood  Commission,  a collaboration 
that  was  hailed  by  its  president-elect,  John  J. 
Corson,  as  a “notable  accomplishment  in  the 
organization  of  the  country’s  health  re- 
sources.” 

The  Commission  was  established  officially 
at  the  close  of  the  two-day  inaugural  conven- 
tion held  here  in  which  delegates  met  to 
develop  an  operating  entity  by  which  the 
goals  of  the  National  Blood  Policy  for  the 
United  States  could  be  achieved. 


The  Commission  will  be  concerned  with 
leading  the  way  in  which  non-governmental 
agencies  will  collaborate  in  achieving  National 
Blood  Policy  goals.  It  will  strive  to  eliminate 
the  duplication  of  blood  donor  recruitment;  to 
improve  the  performance  of  blood  banks 
throughout  the  country;  to  minimize  blood 
wastage  and  particularly  to  expand  the 
voluntary  donation  of  blood  and  thus  to 
increase  the  safety  of  patients  requiring 
blood. 

Elected  vice  presidents  of  the  ABC  were 
Frederic  S.  Laise,  Senior  Vice  President  of 
the  American  National  Red  Cross;  and  Louis 
M.  Aledort,  M.D.,  Medical  Director  of  the 
National  Hemophilia  Foundation.  Klaus 
Mayer,  M.D.,  immediate  past  President  of  the 
American  Association  of  Blood  Banks  was 
elected  secretary-treasurer  of  the  ABC. 


American  Blood  Commission:  Left  to  right  — Frederic  S.  Laise,  John  J.  Corson,  Louis  M.  Aledort, 
M.D.  and  Klaus  Mayer,  M.D. 


May,  1975 
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Professional  liability  hearings. 

The  Senate  Health  Subcommittee  began 
hearings  on  a number  of  proposals  to  modify 
existing  procedures  for  resolving  professional 
liability  claims.  Appearing  on  behalf  of  the 
American  Medical  Association  were  AMA 
President,  Malcolm  C.  Todd,  M.D.,  and  Board 
Chairman,  Richard  E.  Palmer,  M.D.  Doctor 
Todd  stated  that  a crisis  condition  exists 
today  with  respect  to  the  cost  and  availability 
of  liability  insurance  and  that  this  crisis  poses 
a serious  threat  to  the  quality  and  availability 
of  medical  care.  Doctor  Todd  told  the 
Subcommittee,  “No  physician  can  be  expected 
to  practice  without  insurance  protection.  The 
high  cost  and  possible  unavailability  of 
insurance  protection  threaten  the  physician 
with  a loss  of  livelihood  and  the  public  with  a 
loss  of  medical  care.  We  have  reports  of  some 
physicians  who  are  already  being  forced  to 
terminate  their  practice,  switch  medical 
specialties,  or  move  to  another  state  due  to 
cost  and  unavailability  of  professional  liability 
insurance.” 

Officials  representing  the  Association  of 
Trial  Lawyers  of  America  also  appeared 
before  the  Subcommittee.  Mr.  Ward  Wagner, 
President-Elect  of  ATLA,  presented  a 7-point 
program  intended  to  relieve  the  professional 
liability  problem.  The  following  proposals 
were  offered  as  central  principles  upon  which 
a system  must  be  founded  . . . guaranteeing 
availability  of  medical  malpractice  insurance 
. . . maintaining  reasonable  premium  rates, 
thus  preventing  inordinate  premium  costs 
from  being  passed  on  to  patients  by  health- 
care providers  . . . improving  efficiency  of  the 
system  of  professional  liability  insurance, 
employing  such  procedures  as  pre-trial 
screening  panels,  or,  in  smaller  cases, 
mandatory  binding  arbitration  . . . avoiding 
the  type  of  regulation  of  attorneys’  fees  which 
would  discourage  attorneys  from  accepting 
many  malpractice  cases  . . . state  action  to 
cover  catastrophic  losses  . . . preserving  the 
same  legal  doctrines  in  malpractice  cases  as 
apply  to  other  personal  injury  cases  . . . and 
preserving  access  to  the  courts,  rather  than 
administrative  agencies.  With  respect  to  legal 
doctrines  Mr.  Wagner  said  “Some  physicians 
have  argued  that  increased  medical  pro- 


fessional liability  premiums  are  the  result  of 
developments  in  legal  doctrine.  They  point 
specifically  to  the  application  of  res  ipsa 
loquitur  and  informed  consent  rules  in 
medical  liability  cases.” 

Health  manpower. 

In  comments  submitted  to  the  Senate 
Health  Subcommittee  the  American  Medical 
Association  has  called  for  continued  support 
for  medical  education.  The  Association, 
however,  pointed  out  objectionable  provisions 
in  legislation  now  pending  in  Congress, 
including  provisions  which  place  inequitable 
burdens  on  students,  these  burdens  being 
particularly  heavy  on  students  from  low 
income  families  and  from  groups  who  have 
socio-economic  and  cultural  disadvantages. 
The  AMA  also  objected  to  capitation 
requirements  that  amount  to  a physicians’ 
draft  under  the  guise  of  support  of  medical 
education.  Federal  legislative  provisions  to 
regulate  the  number  of  first  year  residency 
positions,  their  geographic  location  and  the 
numbers  in  each  specialty  were  characterized 
as  “unnecessary  and  unwise.”  As  to  scholar- 
ship aid  the  Association  said,  “Scholarships 
should  be  provided  for  students  of  high  ability 
and  performance  who  require  financial 
assistance  to  attend  medical  school  or  other 
schools  of  the  health  professions.  These 
should  be  free  of  any  repayment  provisions, 
should  be  awarded  through  the  schools, 
should  be  limited  to  students  with  serious 
financial  need  and  whose  backgrounds  have 
placed  them  at  socioeconomic  disadvantage.” 


Effective  date  of  UR 
regs  postponed. 

HEW  Secretary  Caspar  W.  Weinberger  has 
announced  that  the  effective  date  for  imple- 
mentation of  the  utilization  review  regula- 
tions in  hospitals  and  other  health  care 
facilities  participating  in  the  Medicare  and 
Medicaid  programs  has  been  changed  from 
February  1,  1975  to  July  1,  1975.  The  Depart- 
ment issued  the  utilization  review  regulations 
November  29,  1974. 
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Complete  and  Incomplete  Revascularization 
at  Aortocoronary  Bypass  Surgery:  Experi- 
ence With  392  Consecutive  Patients  — J. 

F.  McNeer  et  al  (R.  A.  Rosati,  Box  3337, 
Duke  Univ  Medical  Center,  Durham,  NC 
27710).  Am  Heart  J 88:176-182  (Aug) 
1974. 

This  report  presents  experience  with  com- 
plete and  incomplete  revascularization  in  392 
consecutive  patients  undergoing  aortocoro- 
nary artery  bypass  surgery.  Patients  were 
considered  to  have  had  complete  revasculari- 
zation only  if  all  major  coronary  arteries 
with  70%  occlusion  received  at  least  one 
bypass  graft.  Patients  were  considered  in- 
completely revascularized  if  any  vessel  with 
a 70%  or  more  occlusion  did  not  receive  at 
least  one  bypass  graft.  The  completely  re- 


vascularized cohort  contained  186  patients 
and  the  incompletely  revascularized  cohort 
contained  206  patients.  The  survival  of  the 
completely  and  incompletely  revasularized 
cohorts  was  compared  postoperatively  and  at 
6,  12,  and  24  months  using  the  Chi-square 
test.  Relief  of  anginal  pain  was  compared  at 
6,  12,  and  24  months  using  the  Chi-square 
test.  Analyses  were  repeated  after  stratify- 
ing for  number  of  vessels  diseased.  The  sub- 
group with  one  vessel  diseased  was,  by  def- 
inition, completely  revascularized.  No  sig- 
nificant difference  in  survival  or  relief  of  an- 
ginal pain  was  demonstrated  in  the  total 
group  or  in  subgroups  with  two  and  with 
three  vessels  diseased.  Complete  revascu- 
larization is  not  closely  coupled  to  two-year 
survival  or  relief  an  anginal  pain. 


‘I  think  we’ll  transplant  these  two  and  that  one,  but  the  others  are  as  good  as  dead.’ 
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Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska Medical  Association  will  be  accepted  without 
charge  for  one  issue.  Each  advertisement  will  be  taken 
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instructed.  Where  numbers  follow  advertisements, 
replies  should  be  addressed  in  care  of  The  Nebraska 
Medical  Journal.  1902  First  National  Bank  Building, 
Lincoln,  Nebraska  68508. 


CLINIC  AVAILABLE  — General  practice  in 
furnished  clinic.  County  seat  town,  SW  Nebraska. 
Three  nursing  homes  in  town,  good  territory. 
Equipped  office  available  for  dentist.  Write  Box 
8,  Beaver  City,  Nebraska  68926. 

MEDICAL  DIRECTOR  — Kansas  City  area 
Prepaid  Group  Medical  practice  in  planning 
stages  seeks  Medical  Director.  Prefer  primary 
care  physician  with  experience  in  medical  group 
organization  and  administration.  Salary  and  hours 
negotiable.  Write:  NEBRASKA  MEDICAL 
JOURNAL,  Box  53,  1902  First  National  Bank 
Building,  Lincoln,  Nebraska  68508. 

WESTERN  NEBRASKA  TOWN  on  180  and 
U.S.  30  needs  two  physicians  (G.P.  or  family 
practice).  Fully  equipped  hospital.  Help  available 
in  procuring  clinic  facilities.  An  ideal  community 
to  raise  families.  Agriculture  is  principal 
industry.  Contact:  Ronald  L.  Howerter  (308)  874- 
2292  or  (308)  874-2610. 


McNeil  Laboratories,  Inc 11 

Merck  Sharp  & Dohme  174B,  174C,  174D 


N 

Norfolk  Printing  Company,  Inc 19 

P 

Pharmaceutical  Manufacturers  Association 16,  17 

R 

A.  H.  Robins  Company  7,  8 

Roche  Laboratories  ...  2,  3,  14,  15,  25,  26,  178B,  178C 
Roerig  & Co 13 

S 

G.  D.  Searle  & Co.  174,  174A 

Smith  Kline  & French  Laboratories 178A 


DOCTORS  . . . MINNESOTA/WISCONSIN 
WANTS  YOU!  (All  Specialties)  — A professional 
and  time-saving  approach  to  Dractice  relocation. 
Over  80  choice  opportunities  to  choose  from  at  no 
cost  to  you.  For  discrete  and  confidential 
assistance,  call  collect,  M.  A.  Cornwall,  M.D., 
MMI’s  Medical  Director,  or  write:  Midwest 

Medical,  Inc.,  Lakeland,  Minnesota  55043  (612) 
436-5161. 

PSYCHIATRIST  - DIRECTOR  OF  MENTAL 
HEALTH  CLINIC  — Psychiatrist  interested  in 
young  adults  in  a comprehensive  community 
mental  health  clinic  in  University  Health  Center. 
Work  as  team  member  of  excellent,  harmonious 
multidiscipline  staff.  Good  fringe  benefits.  Salary 
negotiable.  University  of  Nebraska  is  an  Affirm- 
ative Action-Equal  Opportunity  Employer.  If 
interested,  call  or  write  K.  O.  Hubble,  M.D., 
Medical  Director,  University  Health  Center, 
Lincoln,  Nebraska  68508. 

PHYSICIANS  NEEDED  - StiU  recruiting  for 
Internal  Medicine,  General  Practice,  Adolescent 
Medicine,  or  Adolescent  Pediatrics.  Salaries 
negotiable.  Excellent  fringe  benefits  and  working 
hours.  Must  have  sincere  interest  in  working 
with  young  adults.  Presently  forming  very 
compatible  staff.  If  interested,  call  or  write  K.  O. 
Hubble,  M.D.,  Executive  Medical  Director, 
University  Health  Center,  Lincoln,  Nebraska 
68508.  The  University  of  Nebraska  is  an  Affirm- 
ative Action-Equal  Opportunity  Employer. 


isruptive  anxiety  usually  meets  its  match  Here. 


• Often  effective  when  reassurance  and  counseling  are  insufficient. 

• Three  dosage  strengths  to  meet  most  therapeutic  needs. 


Before  prescribing,  please  consult  complete 
>roduct  information,  a summary  of  which 
ollows: 

Indications:  Relief  of  anxiety  and  tension 
iccurring  alone  or  accompanying  various 
lisease  states. 

Contraindications:  Patients  with  known 
lypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
:ombined  effects  with  alcohol  and  other  CNS 
lepressants.  As  with  all  CNS-acting  drugs, 
:aution  patients  against  hazardous  occupa- 
ions  requiring  complete  mental  alertness 
e g.,  operating  machinery,  driving).  Though 
>hysical  and  psychological  dependence  have 
arely  been  reported  on  recommended  doses, 
jse  caution  in  administering  to  addiction- 
jrone  individuals  or  those  who  might  increase 
losage,-  withdrawal  symptoms  (including 
:onvulsions),  following  discontinuation  of  the 
Jrug  and  similar  to  those  seen  with  barbitu- 
ates,  have  been  reported.  Use  of  any  drug  in 
iregnancy,  lactation,  or  in  women  of  child- 
learing  age  requires  that  its  potential  benefits 
)e  weighed  against  its  possible  hazards. 

Precautions: 

ORAL:  In  the  elderly  and  debilitated  and  in 
children  over  six,  limit  to  smallest  effective 
Josage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six. 

injectable:  Keep  patients  under  observa- 
:ion,  preferably  in  bed,  up  to  three  hours  after 
nitial  injection;  forbid  ambulatory  patients  to 
jperate  vehicle  following  injection;  do  not 
administer  to  patients  in  shock  or  comatose 
states;  use  reduced  dosage  (usually  25  to  50 
mg)  for  the  elderly  or  debilitated  and  for 
children  age  twelve  or  older. 

ORAL  AND  INJECTABLE:  Though  generally 
not  recommended,  if  combination  therapy 
vith  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
compounds  such  as  MAO  inhibitors  and 
chenothiazines.  Observe  usual  precautions  in 
cresence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
'eported  in  psychiatric  patients  and  hyper- 
active aggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

With  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.-,  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
(See  Precautions.) 

For  Parenteral  Administration:  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium®  (chlordiazepoxide  HCI) 
Capsules— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Pre- 
scription Paks  of  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampuls— Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions. Boxes  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Librium 

(chlordiazepoxide  HCI) 

5 mg, 10  mg, 

25  mg  capsules 


Please  see  following  page. 


Disruptive  anxiety  usually  meets  its  match  here 


<ME> 

Librium 

(chlordiazepoxide  HC1) 

5 mg,  10  mg, 

25  mg  capsules 


Please  see  preceding  page  for  summary  of  product  information. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 

the  excessive  anxiety  and  asso-  O.mcr  ^-tnn  10  mcrtoKWo 

ciated  depressive  symptoms  ^ 1 1 J 1 1 1 1 IdUlCli 

and  thus  encourage  a more 
restful  night’s  sleep. 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 
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Departing  Minneapolis  - St.  Paul 
September  13,  1975 
JOIN  US  FOR  A VACATION 
SPECTACULAR 

Bucharest  with  its  monumental 
French  facades,  casual  sidewalk 
cafes  and  surrounding  unspoiled 
forests  . . . Istanbul  with  its  slender 
minarets  of  17th  century  mosques 
and  medieval  bazaars  . . . Dubrov- 
nik, a Dalmation  summer  resort  set 
against  the  blue  Adriatic 
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Medicinews . . . 

AMA  h ealtli  insurance 
bill  introduced. 

The  American  Medical  Association's  Com- 
prehensive Health  Care  Insurance  Act,  HR 
6222,  was  introduced  in  April  with  bipartisan 
support  in  the  principal  committees  of  the 
House  of  Representatives.  Sponsoring  the 
bill  were  Representatives  Richard  H.  Fulton 
(D..  Tenn.)  and  John  J.  Duncan  (R.,  Tenn.)  of 
the  Ways  and  Means  Committee  and 
Representatives  John  M.  Murphy  (D.,  N.Y.) 
and  Tim  Lee  Carter,  M.D.  (R.,  Ky.)  of  the 
Interstate  and  Foreign  Commerce  Commit- 
tee. 

The  AMA  proposal  builds  on  the  structure 
of  the  present  system  of  employer-employee 
group  health  insurance  plans,  mandating 
each  employer  to  provide  comprehensive  and 
catastrophic  benefit  coverage  with  the 
employer  picking  up  at  least  65  percent  of 
the  cost.  Employees  would  not  be  compelled 
to  participate.  The  self-employed  as  well  as 
the  non-employed  could  purchase  qualified 
private  health  insurance,  through  pools  if 
needed,  at  a cost  not  more  than  125%  of  the 
cost  of  group  plans.  They  would  have  all  or 
part  of  the  premium  paid  for  by  the  federal 
government  depending  upon  their  income  tax 
liability.  Federal  assistance  is  also  provided 
for  small  businesses. 

Medicare  beneficiaries  could  purchase 
supplemental  insurance  to  bring  Medicare 
benefits  to  a par  with  those  offered  else- 
w’here,  with  the  government  assisting  people 
writh  limited  resources.  Medicaid  would  be 
eliminated  under  the  program. 

After  a certain  level  of  co-insurance  is 
reached,  depending  upon  income,  insurance 
covers  all  remaining  costs  as  a complete  pro- 
tection against  catastrophic  costs.  The 
absolute  maximum  that  any  individual  would 
have  to  pay  would  be  $1,500;  the  absolute 
maximum  for  any  family  would  be  $2,000  in 
any  given  year. 
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Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  be  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


Cftfif  or 
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Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

U.vtrHlabs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  1 00  and  500. 

/IHROBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow's  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2,  3.  or  4 contains-  Phenobarbital  ('/«  gr .),  16  2 mg  (warning: 
may  be  habit  forming):  Aspirin  (2V2  gr  ),  162  0 mg  ; Phenacetin  (3  gr  ),  194  0 mg  : Codeine 
phosphate.  ’/<  gr.  (No  2).  'k  gr  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming). 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature 

/jj:  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III.  Controlled  Sub- 
v!!  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 

A H Robins  Company,  Richmond.  Va.  /\‘  Hf^OBINS 


Hearing  Loss  After  Head  Injury  — L.  Podo- 
shin  (ENT  Dept,  Rothschild  Municipal 
Government  Hosp,  Aba  Khoushy  School  of 
Medicine,  Haifa,  Israel)  and  M.  Fradis 
Arch  Otolaryngol  101:15-18  (Jan)  1975. 

This  study  reports  on  the  hearing  loss  of 
395  patients  who  were  hospitalized  after 
brain  concussion.  The  percentage  of  hearing 
loss  and  vestibular  disturbances  appearing 
after  fracture  of  the  temporal  bone  is  higher 
than  in  patients  with  skull  fractures  without 
fracture  of  the  temporal  bone  or  with  brain 
concussion  alone.  Conductive  deafness  caused 
by  head  injury  usually  disappears  in  two 
months  time.  If  conductive  deafness  remains, 
the  suspicion  of  dislocation  of  the  ossicular 
bones  arises  and  such  patients  must  undergo 
surgery.  As  the  cases  where  sensorineural 
deafness  disappeared  within  six  months  after 
head  injury  were  rare,  final  evaluation  of  the 
hearing  loss  can  be  made  one  year  after  the 
head  injury.  In  the  majority  of  cases, 
vestibular  disturbances  and  positional  nystag- 
mus disappear  within  six  months  after  the 
head  injury. 


Survival  in  Hodgkin  Disease  — D.  K.  Korst 

et  al  (1300  Univ  Ave,  Madison,  WI  53706) 

Arch  Intern  Med  134:1043-1046  (Dec)  1974. 

A retrospective  study  of  250  patients  with 
Hodgkin  disease  was  done  to  compare  39 
survivors  of  ten  years  to  26  survivors  of  less 
than  three  years  from  time  of  diagnosis. 
Important  factors  between  survivors  of 
Hodgkin  disease  of  less  than  three  years  and 
those  of  more  than  ten  years  are  fever, 
weakness,  cough,  dyspnea,  anorexia,  exten- 
sive axillary  or  inguinal  nodes,  mediastinal 
involvement,  performance  status  less  than 
90%  , stage  of  disease  at  diagnosis  (stage  I or 
II),  and  favorable  histologic  findings  (lympho- 
cyte predominance  or  nodular  sclerosing). 
Other  factors  are  of  less  or  little  importance. 
The  predominance  of  long-term  survivors 
whose  disease  was  diagnosed  up  to  1961 
were  in  stage  I or  II  by  retrospective  analy- 
sis. Long  periods  of  remission  between  treat- 
ments correlated  with  long  survival. 


For  Practice  Management 
Information  Systems... 

Call  The  Specialists 
Call  Systemedics 

• FOR  improved  cash  flow  and 

financial  control 

• FOR  automatic  processing  of 

patient  statements  and 
insurance  information 


* FOR  continuing  service  and 
management  assistance 

SYSTEMEDICS/AMS 
OF  NEBRASKA 


Mr.  Larry  Christensen 
P.O.  Box  75 

Gothenburg,  Ne.  69138 
308-537-2438 

Regional  Offices  Nationwide 
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Help 

stop  the  tears 

of  colic,  diarrhea 
or  similar  malady. 


Use  i-Soyalac. 


J 
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i-Soyalac  and  regular  Soyalac  are  palatable,  readily 
digestible  and  assimilated.  It 
simulates  human  milk  in  ap- 
pearance, taste  and  texture. 

It  is  complete  with  vitamins 
and  minerals.  It  is  suitable  for 
infants  and  children  who  are  sensitive 
to  or  cannot  tolerate  cow’s  milk. 

For  nearly  a quarter  of  a century,  Soyalac  has  proven 
its  value  in  promoting  growth  and  development - 
as  shown  by  extensive  clinical  data. 

Available  in  four  forms:  i-Soyalac  Concentrated, 
Soyalac  Concentrated,  Soyalac  Ready-to- 
Serve,  and  Soyalac  Powder. 


i-Soyalac  from  isolated  protein  without  corn. 


Send  to:  Loma  Linda  Foods 

Medical  Products  Division 
Riverside,  Calif.  92505 

Please  send  me  free  sample  and  literature. 

Name 


I 

« 


Address . 
City 


State 


Zip . 


Or  a simple  note  on  your  prescription  form  will  do. 


an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAM/!  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg.; 
aluminum  hydroxide  dried  gel,  150  mg. 

Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 

Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  1 0 grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 


Dor/ev 

LABORATORIES 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


“Hello,  Dr.  Gabel?  About  Mrs.  Barnett’s  prescription  . . 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing.  Michigan  48823 
American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec.,  Suite  1201, 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Office  of  the  Director 
One  E.  Wacker  Dr.,  Suite  2700, 

Chicago,  Illinois  60601 
American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

Ernest  M.  Frost,  Ed.D.,  Exec.  Vice  President 
One  West  48th  St.,  New  York,  New  York  10020 
American  Heart  Association 

Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
44  East  23rd  St.,  New  York,  New  York  10010 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 


American  Medical  Association 

James  H.  Sammons,  M.D..  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

535  The  Central  Tower  Bldg.,  3rd  at  Market  St., 
San  Francisco,  California  94103 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Exec.  Dir. 

1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 
International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South,  New  York,  N.Y.  10010 
National  Rehabilitation  Association 
1522  “K"  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Robert  E.  Wise,  M.D.,  Pres. 

One  MONY  Plaza,  15th  Floor, 

Syracuse,  New  York  13202 
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ORGANIZATIONS,  STATE  = 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Room  217,  Lincoln  €8508 

American  Diabetes  Association  — Nebraska  Affiliate 

Beverly  F.  Di  Mauro,  Executive  Director 
921  Dorcas,  Room  221,  Omaha  68108 
American  Lung  Association  of  Nebraska 
Delmar  R.  Serafy.  Executive  Director 
406  W.O.W.  Building,  Omaha  68102 

American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 

The  Arthritis  Foundation.  Nebraska  Chapter,  Inc. 

Timothy  P.  Keyser,  Executive  Director 
7764  Dodge,  Sute  105,  Omaha  68114 

United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 

Charles  F.  Lemr,  Executive  Director 
5002  Davenport,  Omaha  68132 

Creighton  University  School  of  Medicine 

Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 

Cystic  Fibrosis  Foundation,  Nebraska  Chapter 

Mark  Dorcey,  Executive  Director 

8401  West  Dodge  Road,  Suite  17,  Omaha  68114 

Teri  Zimmerman,  Associate  Director 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman.  Director 
1047  South  Street,  Lincoln  68502 

Multiple  Sclerosis  Society,  Lincoln  Chapter 

Mrs.  Harold  R.  Stoehr.  Executive  Secretary 
Lincoln  Center  Bldg.,  Room  317,  Lincoln  68508 

Muscular  Dystrophy  Association  of  America 

Ken  Kontor,  District  Director 
1906  No.  90th  Street,  Omaha  68114 

National  Foundation,  Inc.  (March  of  Dimes) 

Robin  B.  Fraser,  1620  “M”  St.,  Lincoln  68508 

National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  WOW  Bldg.,  1319  Farnam  St.,  Omaha  68102 

Nebraska  Academy  of  Ophthalmology 

Kazimirs  Stivrins,  M.D.,  President 
3145  “O”  St.,  Box  81009,  Lincoln  68501 

Nebraska  Academy  of  Otolaryngology 

Ray  O.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Association  of  Pathologists 

Donald  A.  Dynek.  M.D.,  Sec’y-Treas. 

5440  South  St.,  Suite  1300,  Lincoln  68506 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

William  A.  DeRoin,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Pediatrics 

K.  J.  Fijan,  M.D.,  State  Chairman 
630  North  Cotner,  Lincoln  68505 
Charles  G.  Erickson,  M.D.,  Sec’y-Treas. 

4701  Normal  Blvd.,  Lincoln  68506 

Nebraska  Chapter  — American  College  of  Radiology 

Robert  E.  Bodmer,  M.D.,  Sec  ret  ary -Treasurer 
622  The  Doctors  Bldg.,  Omaha  68131 

Nebraska  Chapter  — American  College  of  Surgeons 

Herbert  E.  Reese,  M.D.,  Secretary-Treasurer 
5440  South  St.,  Lincoln  68506 

Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 

Nebraska  Dental  Association 

D.  W.  Edwards.  D.D.S..  Secretary 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Dietetic  Association 

Miss  Alice  Lynn,  President 
5056  Grover,  Omaha  68106 

Nebraska  Division  American  Cancer  Society 

Peter  J.  Zwier,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
Nebraska  Easter  Seal  Society 

Mrs.  Letitia  Simmons,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 
Nebraska  Health  Care  Association 

Eugene  J.  Thompson,  Executive  Director 

Box  30247,  3100  “O”  Street,  Suite  5,  Lincoln  68510 


Nebraska  Heart  Association 

Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 

Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 

Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 

NEBRASKA  MASTER  POISON  INFORMATION  CENTER 

Childrens  Memorial  Hospital 

502  South  44th  Avenue,  Om<aha  68105 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Secretary 

1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Secretary 

1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 

Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 
521  The  Doctors  Bldg.,  Omaha  68131 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Bulding,  Lincoln  68508 

Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 

Nebraska  Public  Health  Association 

Mr.  Dan  Worthing,  President 
Omaha-Douglas  County  Health  Department 
1201  South  42nd  St.,  Omaha  68105 

Nebraska  Region  — American  College  of  Physicians 

John  D.  Hartigan,  M.D.,  Governor  for  Nebraska 
527  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln  68508 

Nebraska  Rehabilitation  Services  Division 

Garry  D.  Cartwright,  Asst.  Commissioner-Director 

Dept,  of  Education 

233  South  10th  Street,  Lincoln  68508 

Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 

1512  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  Society  for  Internal  Medicine 

Dan  A.  Nye,  M.D.,  President 

17  West  31st  St.,  P.O.  Box  K,  Kearney  68847 

Nebraska  Society  for  Medical  Technologists 

Walt  Buckner,  III,  President 
5419  Crown  Point  Ave.,  Omaha  68104 

Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention 
of  Blindness,  Inc.,  120  South  42nd  St.,  Lincoln  68510 

Nebraska  Society  of  Anesthesiologists 

John  L.  Gordon,  M.D.,  President 

10730  Pacific  St..  Suite  234,  Omaha  68114 

Nebraska  Society  of  Radiologic  Technologists 

John  E.  Sonnenfield,  R.T.,  President 
611  South  84th  St.,  Omaha  68114 

Nebraska-South  Dakota,  District  Branch  of  the 
American  Psychiatric  Association 

Merrill  T.  Eaton.  Jr.,  M.D.,  President 
602  South  45th  St.,  Omaha  68106 

Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
Lincoln  Building,  1003  “O”  Street,  Lincoln  68508 

Nebraska  State  Obstetric  and  Gynecology  Society 

Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Wilma  R.  Rabb.  President 
1515  South  126th  St.,  Omaha  68144 
Mrs.  Gwen  Hurlburt,  Corresponding  Secretary 
4808  No.  47th  St.,  Omaha  68104 
Ne/braska  State  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Nebraska  Urological  Association 

C.  Thomas  Frank,  M.D.,  Secretary-Treasurer 
44th  and  Farnam,  Omaha  68131 
Omaha  Midwest  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
University  of  Nebraska  Medical  Center 
Robert  D.  Sparks.  M.D.,  Chancellor 
42nd  and  Dewey  Avenue,  Omaha  68105 
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the  weight  of  scientific  opinion: 


If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 

I was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 

(assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 

I position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 

I Congress  of  the  United  States  has  H 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

“. . . the  problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 

DRUG  _ 

bioequivalence 


OFFICC  OF  UCHNOIOOV  AftttHkBMtUT 
ORUO  BIOBQUrVAtCNCE  BTUOY  PANEL 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/ or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.’’ 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuringclinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
’ United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription... 

Pharmaceutical  Manufacturers 
IjMM  Association 

1 155  Fifteenth  Street,  N.W 
Washington,  D.C.  20005 

^Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


protecting  the 

integrity  of. 
your  prescription 


Nebraska  Medical  Association  Officers  and  Committees 


OFFICERS 


Warren  G.  Bosley,  Grand  Island  President 

Harlan  L.  Papenfuss,  Lincoln  President-Elect 

Russell  L.  Gorthey,  Lincoln  Secretary-Treasurer 

Frank  Cole,  Lincoln  Editor 

Kenneth  E.  Neff,  Lincoln Executive  Secretary 


Delegates  — C.  J.  Cornelius,  Jr., 
Alternates  — John  D.  Coe.  O 


BOARD  OF  DIRECTORS 


Charles  F.  Ashby,  Chm.  Geneva 

Robert  B.  Benthack  Wayne 

Dwight  W.  Burney,  Jr.  Omaha 

Russell  L.  Gorthey  Lincoln 

Robert  J.  Morgan  Alliance 


ey  ; John  R.  Schenken,  Omaha 
; Louis  J.  Gogela,  Lincoln 


ADVISORY  TO  AUXILIARY 


Kenneth  T.  McGinnis,  Chm.  Lincoln 

Warren  G.  Bosley Grand  Island 

James  G.  Carlson Verdigre 

John  D.  Coe  Omaha 

J.  Whitney  Kelley  Omaha 

Leland  J.  Olson  Omaha 

ALLIED  PROFESSIONS 

Robert  W.  Waters,  Chm.  O'Neill 

Warren  Q.  Bradley  Lincoln 

Charles  M.  Bressman  Omaha 

Loren  H.  Jacobsen  Broken  Bow 

David  L.  Kutsch Lincoln 

John  H.  Worthman  Cozad 

CANCER 

F.  William  Karrer,  Chm. Omaha 

John  B.  Davis  Omaha 

William  T.  Griffin Lincoln 

Henry  M.  Lemon  Omaha 

Frank  H.  Tanner Lincoln 

Wallace  J.  Vnuk  Kearney 

CONSTITUTION  AND  BY-LAWS 

J.  P.  Schlichtemier,  Chm. Omaha 

R.  L.  Cassel  Fairbury 

Earl  J.  Dean  Hastings 

John  T.  McGreer,  III  Lincoln 

Harold  M.  Nordlund  York 

Robert  D.  Sidner Kearney 

Interim : 

Harry  W.  McFadden,  Jr. Omaha 

EMERGENCY  MEDICAL  SERVICE 

Harris  B.  Graves,  Chm. Waterloo 

Stephen  W.  Carveth Lincoln 

V.  Franklin  Colon Friend 

William  H.  Gondring Lincoln 

Floyd  H.  Shiffermiller  Ainsworth 

Richard  B.  Svehla  Omaha 

William  M.  Vosik  Kearney 

GERIATRICS 

Vernon  G.  Ward,  Chm. Omaha 

Dwight  M.  Frost Omaha 

Clyde  A.  Medlar  Columbus 

Frederick  F.  Paustian Omaha 

HEALTH  EDUCATION  IN  SCHOOLS 
AND  COLLEGES 

S.  I.  Fuenning,  Chm. Lincoln 

Frank  O.  Hayworth Omaha 

Clvde  L.  Kleager  Hastings 

John  F.  Latenser Omaha 

Dean  A.  McGee  Omaha 

H.  V.  Smith Kearney 

Interim : 

Kenneth  T.  McGinnis Lincoln 

Mrs.  Kenneth  T.  McGinnis Lincoln 

Mrs.  Jack  M.  Stemper Lincoln 

HEALTH  PLANNING 
Richard  A.  Cottingham,  Chm.  — McCook 

James  G.  Carlson Verdigre 

C.  J Cornelius.  Jr. Sidney 

F.  H.  Hathaway Lincoln 

Robert  G.  Osborne Lincoln 

James  E.  Ramsay  Atkinson 

C.  Lee  Retelsdorf  Omaha 

Stanley  M.  Truhlsen Omaha 

HOSPITAL  AND  PROFESSIONAL 
RELATIONS 

Jerald  R.  Schenken,  Chm. Omaha 

Gordon  D.  Adams Norfolk 

Muriel  N.  Frank  Omaha 

Arthur  L.  Larsen  Omaha 

Leonard  R.  Lee Lincoln 

Kenneth  D.  Peters Plain  view 

A.  Eugene  Van  Wie Grand  Island 

INSURANCE  AND  PREPAYMENT 
MEDICAL  CARE 

A.  L.  Smith,  Jr.,  Chm. Lincoln 

Harold  D.  Dahlheim  Norfolk 

Russell  J.  Mclntire Hastings 

Frederick  F.  Paustian  Omaha 

Rlaine  Y.  Roffman  Omaha 

Paul  M.  Scott Auburn 

Stanley  M.  Truhlsen Omaha 

Hiram  R.  Walker Kearney 


MATERNAL  AND  CHILD  HEALTH 


Warren  G.  Bosley,  Co-Chm Gr.  Island 

William  L.  Rumbolz,  Co-Chm. Omaha 

Robert  F.  Getty North  Platte 

Hodsen  A.  Hansen Lincoln 

L.  Palmer  Johnson Lincoln 

J.  A.  McMillan Hastings 

MEDICAL  EDUCATION 

John  W.  Smith,  Chm. Omaha 

James  E.  Bridges Fremont 

Wendell  L.  Fairbanks  Auburn 

Randolph  M.  Ferlic  Omaha 

James  S.  Long  Alma 

R.  C.  Rosenlof Kearney 

Robert  J.  Stein  Lincoln 

Interim : 

Joseph  M.  Holthaus Omaha 

Perry  G.  Rigby  Omaha 

Student  Member: 

Matthew  M.  Bosley Omaha 

MEDICAL  SERVICE 

Robert  F.  Shapiro,  Chm. Lincoln 

John  D.  Baldwin  Lincoln 

Thomas  G.  Erickson  Fremont 

Herbert  D.  Feidler Norfolk 

Donald  F.  Prince Minden 

John  C.  Schutz Tecumseh 

Frank  H.  Tanner Lincoln 

Eugene  M.  Zweibach Omaha 

MEDICINE  AND  RELIGION 

John  C.  Goldner,  Chm. Omaha 

Kenneth  C.  Bagby  Blair 

W.  Ray  Hill  Lincoln 

T.  C.  Kiekhaefer Falls  City 

John  J.  Ruffing.  Jr.  Hemingford 

Merle  E.  Sjogren  Omaha 

Interim : 

Samuel  A.  Swenson,  Jr. Omaha 

MEDICOLEGAL  ADVICE 

J.  P.  Gilligan,  Chm. Nebraska  City 

W.  O.  Brown  Scottsbluff 

Paul  Goetowski  Lincoln 

William  L.  Rumbolz Omaha 

MENTAL  HEALTH  AND 
MENTAL  RETARDATION 

Robert  G.  Osborne,  Chm. Lincoln 

John  D.  Baldwin Lincoln 

C.  H.  Farrell Omaha 

Harry  C.  Henderson Omaha 

J.  Whitney  Kelley Omaha 

Charles  W.  Landgraf,  Jr. Hastings 

Interim : 

Jack  R.  Anderson  Lincoln 

Robert  B.  Muffly Omaha 

STATE  PEER  REVIEW 

Milton  Simons,  Chm. Omaha 

K.  Don  Arrasmith  Omaha 

John  D.  Baldwin  Lincoln 

Dwight  W.  Burney,  Jr. Omaha 

John  C.  Denker Valley 

Hen  it  Kammandel  Omaha 

Harold  W.  Keenan Ogallala 

Kenneth  F.  Kimball Kearney 

Kenneth  T.  McGinnis Lincoln 

J.  P.  Schlichtemier Omaha 

Richard  L.  Tollefson  Wausa 

Hobart  E.  Wallace Lincoln 

Dean  C.  Watland  Omaha 

Raymond  J.  Wyrens Omaha 

PUBLIC  HEALTH 

Richard  F.  Brouillette,  Chm. York 

M.  D.  Bechtel Omaha 

Stanley  T.  Mountford Omaha 

Henry  D.  Smith Lincoln 

F.  Thomas  Waring Fremont 

PUBLIC  RELATIONS 

William  T.  Griffin,  Chm.  Lincoln 

James  S.  Carson  McCook 

William  S.  Carter Omaha 

Donald  Matthews  Lincoln 

G.  P.  McArdle Omaha 


RELATIVE  VALUE  STUDY 


Orin  R.  Hayes,  Chm. Lincoln 

John  A.  Haggstrom  Omaha 

Bernard  L.  Kratochvil  Omaha 

Lyle  H.  Nelson  Crete 

Donald  F.  Purvis Lincoln 

Carlyle  E.  Wilson,  Jr.  Omaha 

RURAL  MEDICAL  SERVICE 

James  W.  Peck.  Chm. Kearney 

Michael  J.  Haller Omaha 

F.  A.  Mountford Davenport 

R.  L.  Tollefson Wausa 

John  H.  Worthman  Cozad 

SCIENTIFIC  SESSIONS 

Herbert  E.  Reese.  Chm.  Lincoln 

Richard  A.  Cottingham  McCook 

Randolph  M.  Ferlic  Omaha 

Russell  L.  Gorthey Lincoln 

Joel  T.  Johnson Kearney 

Y.  Scott  Moore  Lincoln 

Robert  M.  Stryker Omaha 

SUB-COMMITTEE  ON  ATHLETIC 
INJURIES 

John  E.  Murphy.  Chm. Aurora 

Stanley  M.  Bach  Omaha 

Robert  B.  Benthack  Wayne 

S.  I.  Fuenning  Lincoln 

Paul  Goetowski  Lincoln 

Richard  W.  Hammer Lincoln 

Jack  K.  Lewis  Omaha 

Otis  W.  Miller Ord 

Charles  W.  Newman Lincoln 

George  Sullivan.  R.P.T.  Lincoln 

Wayne  Wagner.  A.T. Omaha 

John  G.  Yost Hastings 

AD-HOC  DRUG  ABUSE  EDUCATION 

Marvin  E.  Holsclaw,  Chm. Lincoln 

Klemens  E.  Gustafson Beatrice 

Jack  K.  Lewis  Omaha 

James  I.  Wax  Omaha 

AD-HOC  COMMITTEE  ON  HOUSE 
ACTIONS 

Harold  S.  Morgan,  Chm. Lincoln 

R.  E.  Garlinghouse Lincoln 

Frank  H.  Tanner  Lincoln 

W.  D.  Wright  Omaha 


AD-HOC  COMMITTEE  ON 
MEMBERSHIP 

Harry  W.  McFadden,  Jr.,  Chm — Omaha 


Warren  G.  Bosley Grand  Island 

Robert  J.  Luby  Omaha 

Herbert  E.  Reese Lincoln 

Houtz  G.  Steenburg Aurora 

Stanley  M.  Truhlsen  Omaha 

AD-HOC  COMMITTEE  ON  NATIONAL 
HEALTH  INSURANCE 

Jerald  R.  Schenken,  Chm. Omaha 

William  H.  Berrick  Madison 

Louis  J.  Gogela  Lincoln 

Arnold  W.  Lempka Omaha 

Robert  J.  Morgan  Alliance 

Donald  F.  Prince  Minden 

A.  L.  Smith,  Jr.  Lincoln 

Student  Member: 

Patrick  S.  Dunlap  Omaha 

AD-HOC  COMMITTEE  ON  PSRO 

Houtz  G.  Steenburg,  Chm.  Aurora 

John  H.  Bancroft Kearney 

Warren  G.  Bosley Grand  Island 

James  H.  Dunlap  Norfolk 

Allan  C.  Landers Scottsbluff 

Donald  J.  Pavelka Omaha 

Frank  P.  Stone Lincoln 

Carlyle  E.  Wilson,  Jr.  Omaha 
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The  post-T  & A patient: 

another  type  for  Tylenol  acetaminophen  products 


®McN  1975 


F 

I 

i 

( Me  NEIL  ) McNeil  Laboratories.  Inc.,  Fort  Washington,  Pa.  19034 


When  the  post-T  & A patient 
requires  an  analgesic,  a new  problem 
arises.  Hemorrhagic  tendencies 
following  the  use  of  aspirin  after 
tonsillectomies  have  been  reported.1 2 
In  a patient  who“...has  recently 
undergone  a surgical  procedure  or  has 
another  underlying  hemostatic  defect, 
aspirin  ingestion  may  cause  significant 
bleeding. . . .Aspirin  is  absolutely 
contraindicated  in  such  situations. 
Acetaminophen... could  replace  aspirin 
in  these  instances.”3 

The  post-T  & A patient  is  only 
one  of  several  ‘types  for  TYLENOL’ 
antipyretic-analgesic  products— that  is, 
patients  who  should  avoid  aspirin. 
Considering  all  of  them,  wouldn’t  it 
provide  added  safety  (as  well  as 
added  convenience)  to  recommend 
TYLENOL  products  routinely  for 
simple  analgesia? 

References:  1.  Reuter.  S.H..  and  Montgomery, 
WW : Arch.  Otolaryng  80:214-217  (Aug.)  1964. 

2.  Osol,  A.,  et  al„  ed.:  The  United  States 
Dispensatory  and  Physicians'  Pharmacology, 
ed.  26,  Philadelphia.  J.B.  Lippincott  Co..  1967, 
p.  171.  3.  Schwartz,  A.D.,  and  Pearson.  H. A 
J.  Pediat.  78: 558-560  (March)  1971 

Precautions  and  Adverse  Reactions:  If  a rare 
sensitivity  reaction  occurs,  the  drug  should 
be  stopped.  Acetaminophen  has  rarely  been 
found  to  produce  any  side  effects. 

Elixir,  120  mg./5cc.  (alcohol  7%). 
Drops,  60  mg./0.6cc.  (alcohol  7%). 

Chewable Tablets,  120  mg. 


Safer  than  aspirin, 
yet  just  as  effective  for 
relief  of  pain  and  fever 

Tylenol 

acetaminophen  products 


Councilor  Districts  and  Counties 


NEBRASKA  MEDICAL  ASSOCIATION 


First  District:  Councilor:  Carlyle  E. 

Wilson,  Jr.,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Lancaster, 
Otoe,  Cass. 

Third  District:  Councilor:  H.  C.  Stewart, 
Pawnee  City,  Counties:  Gage,  John- 
son, Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Knox, 

Cedar,  Dixon.  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stanton, 
Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert  M. 
Sorensen,  Fremont.  Counties:  Burt, 
Washington,  Dodge,  Platte,  Colfax, 
Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz  G. 

Steenburg,  Aurora.  Counties:  Saun- 
ders, Butler,  Polk,  Seward,  York, 
Hamilton. 

Seventh  District:  Councilor:  Lyle  H. 
Nelson,  Crete.  Counties:  Saline,  Clay, 
Fillmore,  Nuckolls,  Thayer,  Jefferson. 

Eighth  District:  Councilor:  A.  Dean 

Gilg,  Bassett.  Counties:  Cherry,  Key- 
apaha.  Brown,  Rock.  Holt,  Sheridan, 
Boyd. 

Ninth  District:  Councilor:  Hiram  R. 

Walker,  Kearney.  Counties:  Hall, 

Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Gosper,  Phelps, 
Adams,  Furnas,  Harlan,  Webster, 
Kearney,  Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer,  Ogallala,  Counties:  Lincoln, 
Perkins,  Keith,  McPherson,  Garden, 
Arthur,  Logan,  Deuel. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  Scottsbluff.  Counties:  Scotts 

Bluff,  Banner,  Box  Butte,  Morrill, 
Kimball,  Cheyene,  Sioux,  Dawes. 


Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  SOCIETIES 


COUNTY 

PRESIDENT 

SECRETARY-TREASURER 

Adams 

Earl  J.  Dean,  Hastings 

Clyde  L.  Kleager,  Hastings 

Antelope-Pierce 

R.  E.  Kopp,  Plainview 

D.  F.  Johnson,  Jr.,  Osmond 

Boone 

Charles  L.  Sweet,  Albion 

Box  Butte 

Raymond  H.  Olson,  Alliance 

F.  P.  Sucgang,  Alliance 

Buffalo 

Ron  D.  Scott,  Kearney 

William  M.  Vosik,  Kearney 

Butler 

Joseph  R.  Byers,  David  City 

Gerald  W.  Luckey,  David  City 

Cass 

R.  J.  Dietz,  Plattsmouth 

Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel 

C.  J.  Cornelius,  Jr.,  Sidney 

C.  J.  Cornelius,  Jr.,  Sidney 

Cuming 

Leonard  J.  Chadek,  West  Point 

Eugene  L.  Sucha,  West  Point 

Custer  

M.  L.  Chaloupka,  Broken  Bow 

Loren  H.  Jacobsen.  Broken  Bow 

Dawson 

B.  W.  Pyle,  Gothenburg 

John  H.  Worthman,  Cozad 

Dodge 

Roger  A.  Dilley,  Fremont 

William  B.  Eaton,  Fremont 

Five  County 

Henry  J.  Billerbeck,  Randolph 

Charles  G.  Muffley,  Pender 

Four  County 

Morris  D.  Mathews,  St.  Paul 

Richard  M.  Fruehling,  St.  Paul 

Gage 

Patrick  C.  Gillespie,  Beatrice 

Klemens  E.  Gustafson,  Beatrice 

Hall  

Charles  D.  McGrath,  Gr.  Island 

Gordon  D.  Francis,  Gr.  Island 

Hamilton 

Houtz  G.  Steenburg,  Aurora 

Richard  0.  Forsman,  Aurora 

Holt  & Northwest 

Robert  W.  Waters,  O’Neill 

Don  D.  Bailey,  O’Neill 

Howard 

R.  G.  Hanisch,  St.  Paul 

E.  C.  Hanisch,  Sr.,  St.  Paul 

Jefferson 

Gordon  0.  Johnson,  Fairbury 

R.  A.  Blatny,  Fairbury 

Knox 

Douglas  M.  Laflan,  Creighton 

D.  J.  Nagengast,  Bloomfield 

Lancaster 

Herbert  E.  Reese,  Lincoln 

J.  Thomas  McGreer,  III,  Lincoln 

Lincoln 

Miles  E.  Foster,  North  Platte 

Lewis  B.  Harden,  North  Platte 

Madison 

R.  E.  Klaas,  Norfolk 

F.  Martin,  Norfolk 

N.W.  Nebraska 

James  F.  Panzer,  Gordon 

Richard  A.  Savage,  Chadron 

Omaha  Medical 

Clarence  A.  McWhorter,  Omaha 

Donald  J.  Pavelka,  Omaha 

Otoe 

C.  R.  Williams,  Syracuse 

Gary  L.  Rademacher,  Nebr.  City 

Perkins-Chase 

L.  C.  Potts,  Grant 

Paul  F.  Bottom,  Grant 

Phelps 

Frank  A.  Brewster,  II,  Hoidrege 

Rex  J.  Kelly,  Hoidrege 

Platte-Loup  Valley  

Ronald  C.  Anderson,  Columbus 

A.  H.  Liebentritt,  Columbus 

Saline 

Robert  E.  Quick,  Crete 

Lyle  H.  Nelson,  Crete 

Saunders 

E.  J.  Hinrichs,  Wahoo 

John  E.  Hansen,  Jr.,  Wahoo 

Scotts  Bluff 

Jerome  A.  Fuhrman,  Gering 

R.  Dan  Clark,  Gering 

Seward 

Van  E.  Vahle,  Seward 

David  C.  Krohn,  Seward 

South  Central  Nebraska 

Vincent  S.  Lynn,  Geneva 

Chas.  F.  Ashby,  Geneva 

S.E.  Nebraska 

Paul  M.  Scott,  Auburn 

Theo.  C.  Kiekhafer,  Falls  City 

S.W.  Nebraska 

James  E.  Monaghan,  Benkelman 

Thomas  A.  Johnson,  Jr.,  McCook 

Washington- Burt 

H.  Neal  Sievers,  Blair 

Hans  Rath,  Omaha 

York- Polk  

James  D.  Bell,  York 

B.  N.  Greenberg,  York 
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Role  of  Viruses  in  Congenital  Defects  — R. 
J.  Blattner  (Baylor  College  of  Medicine, 
Houston  77025)  Am  J Dis  Child  128:781- 
786  (Dec)  1974. 

The  rubella-induced  congenital  defects 
have,  hopefully,  been  curtailed  through  the 
years  of  study  that  culminated  in  the  rubella 
vaccination  program.  For  other  teratogenic 
viruses,  such  control  is  not  yet  in  sight. 
Moreover,  continued  study  of  virus  infections 
indicates  an  expanding  role  for  cytomegalo- 
virus and  possibly  other  viruses  in  causing 
enormous  damage  to  the  health  of  unborn 
children.  The  social  and  economic  drain  on 
society  of  these  damaged  children  cannot  be 
accurately  assessed.  The  cost  of  institutional 
care  and  special  education  facilities  for 
children  born  with  congenital  rubella  during 
1964  and  1965  has  been  estimated  to  be  ap- 
proximately $920  million.  In  addition,  the 
emotional  burden  to  the  family  and  to  the 
affected  individual,  as  well  as  problems  of 
society  in  assisting  with  the  social  adjust- 
ment of  the  individuals,  cannot  be  evaluated. 


Malignant  Hypertension  in  Children  — R.  L. 

Siegler  (Univ  of  Utah  Medical  Center,  Salt 
Lake  City  84132)  Am  J Dis  Child  128:853- 
857  (Dec)  1974. 

Malignant  hypertension  in  children  is 
usually  secondary  to  chronic  renal  disease.  If 
uncontrolled,  the  prognosis  is  poor.  Medical 
management  should,  therefore,  be  aggressive 
even  if  azotemia  is  present.  Determination  of 
the  plasma  renin  activity  is  helpful  in 
selecting  the  appropriate  antihypertensive 
drugs.  On  rare  occasions,  however,  malig- 
nant hypertension  may  be  refractory  to 
medical  management,  and  if  hyperreninemia 
is  demonstrated,  bilateral  nephrectomy  may 
be  necessary,  irrespective  of  remaining 
kidney  function. 


accent' 

service  company,  inc. 

"YEARS  OF 
DEPENDABLE 
SERVICE" 


- COLLECTIONS  - 
^ Retail  U*  Professional 
Claims 

Hospitals  Physicians 
Dentists 

State  Licensed  and  Bonded 
"FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

307  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 

FREMONT  OFFICE 

1941  East  8th  Street 
Phone  727-9244 
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to  any  doctor's  library. 
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write  us  for  prices 
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NORFOLK,  NEBRASKA  68701 
Letterheads  • Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Prke 

oooooooooooooooooooooooooooooooooooo 


19-A 


One  contains  aspirin. 
One  doesn’t. 


Darvocet-N  100 

100  mg.  propoxyphene  napsylate 
and  650  mg.  acetaminophen 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


HOW  THE  MEDICAL  PROFESSION 
SAVED  THE  UNITED  STATES 

I have  never  been  an  admirer  of  Long- 
fellow. Under  the  spreading  chestnut  tree, 
and  Lives  of  great  men,  and  Excelsior,  all 
these  sound  simply  corny  to  me.  But  what  he 
did  to  history  is  inexcusable.  Three  men 
began  the  trip  to  spread  the  news  that  the 
British  were  coming,  not  one.  And  Paul 
Revere  didn’t  even  finish  it;  he  just  didn’t 
get  there  at  all. 

He  was  captured  by  the  British. 

William  Dawes  rode  along,  too,  but  he  had 
to  turn  back. 

But  a physician,  Dr.  Samuel  Prescott, 
made  it  all  the  way  to  Concord,  and  the 
United  States  owes  its  existence  to  its 
doctors.  Only  Longfellow  needed  a rhyme, 
and  Listen  my  children  and  you  shall  hear 
doesn’t  rhyme  with  Prescott. 

A better  poet  would  have  written  a better 
poem,  and  would  not  have  told  an  untruth 
because  he  didn’t  know  how  to  rhyme. 

And  this  is  what  Longfellow  has  to  say 
about  a man  who  never  got  to  Concord. 

It  was  two  by  the  village  clock 
When  he  came  to  the  bridge  in  Con- 
cord town. 

Longfellow  writes:  On  the  eighteenth  of 
April,  in  Seventy-five;  but  Massachusetts 
celebrates  Patriot’s  Day  on  the  nineteenth. 

Who  got  this  country  out  of  a jam? 

It  wasn’t  Paul,  it  was  Doctor  Sam. 

See,  it  isn’t  hard. 

— F.C. 


THE  ANNUAL  SESSION 

The  annual  session  has  come  and  gone.  We 
heard  about  assigned  risk  pool,  claims  made, 
PSRO,  HMO,  ad  damnum,  and  HSA.  I talked 
with  Dr.  Gilligan,  which  I always  enjoy 
doing,  and  I saw  the  beautiful  plaque  given 
to  Dr.  Sievers.  There  was  less  smoking,  and 
more  people  are  wearing  their  badges  on  the 


right;  right  is  right.  There  were  the  50-year 
pins,  and  life  membership. 

I qualified  for  the  sportsman’s  award  by 
beating  Bob  Morgan  and  Rudy  Sievers  at  the 
pool  table,  but  it  was  close,  and  it  may  even 
have  been  a draw. 

The  attendance  was  good.  I sat  through  all 
five  sessions  of  the  councilors  and  delegates. 
Ken  and  Bill  and  the  girls  worked  hard,  and 
so  did  the  reference  committees  and  all  the 
delegates  and  councilors. 

It  was  fun  and  it  was  work.  I scraped  my 
car  and  I gained  a pound.  And  I carried 
home  all  that  loot  from  the  exhibits. 

-F.C. 


ON  MALPRACTICE 

The  malpractice  insurance  problem  has 
two  outstanding  characteristics. 

Everybody  knows  the  answer. 

Nobody  knows  the  problem. 

Physicians  see  the  problem  as  skyrocket- 
ing insurance  premiums. 

Litigation-minded  patients  see  the  problem 
as  undesirable  results  of  treatment. 

The  insurance  company  sees  the  problem 
as  an  inability  to  stay  in  business. 

The  doctor  who  is  sued  sees  the  problem 
as  patient-greed. 

The  government  sees  the  problem  as 
trouble  in  the  health-care  system. 

Organized  medicine  sees  the  problem  as  its 
failure  to  shield  its  members. 

The  lawyer  sees  it  as  a device  for  helping 
someone. 

The  local  medical  society  sees  it  as  a 
breakdown  in  communication,  in  record-keep- 
ing, and  in  the  patient-doctor  relationship. 

The  medicolegal  advice  committee  sees  it 
as  the  doctor’s  failure  to  protect  himself  and 
his  colleagues  and  to  understand  many  of  the 
phases  of  the  nature  of  the  problem. 
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Unfortunately,  the  answers  are  not  the 
same,  since  differing  solutions  come  from 
people  who  see  the  problem  differently. 

As  in  mathematics,  the  problem  consists  in 
looking  at  the  answer.  And  the  problem  is 
the  outcome  of  all  that  has  happened:  it  is 
the  closing  of  operating  rooms  now  reported 
in  various  parts  of  the  country. 

The  solution  is  based  on  education,  legisla- 
tion, nuisance  suits,  and  the  contingent-fee; 
these  are  my  own  private  thoughts. 

But  only  a few  years  ago,  it  cost  doctors 
something  like  $25  a year  in  Canada,  and 
even  now  it  is  only  $60  a year  in  England. 

And  anesthesiologists  are  now  asked  to 
pay  $18,000  a year  in  California. 

— F.C. 


OUR  PRESIDENTS 

We  have  elected  108  presidents.  I have 
known  29  of  them,  20  are  living,  and  I saw 
16  at  the  annual  session.  Here  are  the  cities 


they  came  from, 
from  each  city. 

and 

the  number 

elected 

Ainsworth 

.1 

Lincoln 

. 22 

Alliance 

1 

Lyons 

1 

Ashland 

1 

Madison 

.1 

Aurora 

1 

McCook 

2 

Beatrice 

. .2 

Millard 

1 

Blair 

.2 

Nebraska  City 

3 

Broken  Bow 

1 

Norfolk 

4 

Columbus 

. .1 

North  Platte 

1 

Cozad 

. .1 

Odell 

1 

Creighton 

1 

Omaha 

33 

Fairbury 

1 

O'Neill 

1 

Fremont  

. 2 

Ord 

1 

Geneva 

1 

Osceola 

1 

Genoa 

. . 1 

Pawnee  City 

1 

Gothenburg 

. .1 

Plattsmouth 

2 

Grand  Island 

. .4 

Randolph 

1 

Hastings 

1 

Scottsbluff 

1 

Imperial 

1 

Scribner 

1 

Kearney 

2 

Tekamah 

1 

Kimball 

. 1 

York 

2 

-F.C. 


SPRING  FEVER 

I have  had  two  courses  in  botany,  as  a 
result  of  which  I cannot  tell  a rose  bush  from 
an  elm  tree,  since  we  looked  through  micro- 
scopes and  not  at  bushes  and  trees.  But  I 
conceal  my  ignorance  by  calling  all  shrubs 
and  flowers  bougainvillea,  like  my  surgical 
friend  who  calls  every  rash  leprosy  and  says 
some  day  I’ll  be  right. 

Well,  the  other  day  I got  tired  of  waiting 
for  spring  and  pleasant-weather  walking,  and 
I thought  I’d  walk  anyway,  and  maybe  it 
would  bring  on  spring.  And  there  I was  ac- 
companied by  a pleasant  and  well-informed 
walking  companion,  and  we  came  upon  a 
botanical  specimen  which,  having  forgotten 
the  word  bougainvillea,  I promptly  identified 
as  pyrexia. 

It  turned  out,  if  she  was  right,  to  be 
pyrethrum  or  pyrola  or  some  such  thing,  but 
the  lady  accepted  my  diagnosis,  and  I didn’t 
explain.  It  may  even  have  been  called  pyr- 
rhuloxia,  but  that’s  a bird. 

-F.C. 


SINCE  I GRADUATED 

It  is  easy  to  tell  how  old  a doctor  is,  or 
(from  which  you  can  figure  out  how  old  he  is) 
when  he  graduated.  Just  let  him  tell  you 
what  drugs  or  techniques  are  being  used  in 
medicine  today  that  he  didn’t  learn  in  school. 
We  didn’t  transplant  hearts  when  I was  in 
school,  although  I think  Carrel  had  done  it 
in  the  dog.  Hip  prostheses  are  new,  and  of 
course  joint  replacement,  and  a great  deal  of 
brain  surgery. 

What  else  is  new?  Just  about  most  of 
anesthesia:  cyclopropane,  halothane,  muscle 
relaxants,  and  endotracheal  and  intravenous 
endotracheal  techniques.  Open-chest  anes- 
thesia, and  with  it  all  surgery  of  the  heart 
and  lungs.  And  community  hospitals  did  not 
always  have  blood  banks. 

Operating  for  tracheoesophageal  fistual  is 
relatively  new,  whatever  is  now  being  done 
for  hyaline  membrane  disease  is  new,  and  for 
PKU  too.  And  of  course,  antibiotics  and  anti- 
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tuberculosis  agents  have  only  just  come 
about. 

I’ll  tell  you  what  else  has  come  about  (not 
all  since  I graduated)  in  this  country.  The 
expectation  of  life  at  birth  was  54.1  years  in 
1920;  it  has  been  estimated  at  71.2  for  1972. 
I'll  show  you  a little  table. 

Year  Expectation  of  life 
1920  54.1 

1930  59.7 


1940 

62.9 

1950 

68.2 

1960 

69.7 

1970 

70.9 

So  the  expectation  of  life  went  from  54.1 
to  70.9  in  50  years,  despite  World  War  2, 
Korea,  and  Vietnam,  and  while  the 
statisticians  measured  it,  and  the  insurance 
companies  used  it,  we  did  it. 
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CORRECTION 


Table  I of  Dr.  Lynch's  article:  “Heredity  and  Colon  Cancer,  Part  I,” 
which  appears  on  page  146  of  the  May  issue,  is  incorrect.  The  table  which 
should  have  appeared  as  Table  I is  presented  herein. 


TABLE  I 

COLON  CANCER  IN  HEREDITARY  DISORDERS 


Syndrome 

Mode  of  Inheritance 

Anatomical  Location  and 
Pathology  of  Polyps  or 
Cancer  or  Both 

Associated  Clinical  Features 

Familial  Polyposis 
Coli 

Autosomal  Dominant 

Colon,  adenomatous  polyps 

None 

Gardner's  Syndrome 

Autosomal  Dominant 

Colon,  adenomatous  polyps; 
adenomatous  polyps  may  occa- 
sionally be  found  in  the  small 
intestine  and  stomach 

Soft  tissue  (sebaceous  cysts, 
fibromas)  and  bone  lesions 
(osteomas  of  manible.  sphenoid, 
and  maxilla)  Rare  occurrences 
thyroid  carcinoma  and  retro- 
peritoneal sarcoma 

Peutz-Jeghers 

Syndrome 

Autosomal  Dominant 

Entire  gastrointestinal  tract, 
except  esophagus,  harbors 
polyps  which  may  show  malig- 
nant degeneration  (cancer  issue 
remains  controversial  in  spite  of 
recent  documentation)  Hamar- 
tomas of  muscularis  mucosa. 

Melanin  spots  of  oral  and 
vaginal  mucosa  and  distal 
portions  of  fingers. 

Solitary  Polyps 

Possible  Autosomal 
Dominant 

Colon 

None 

Ulcerative  Colitis 

Possible  Autosomal 
Dominant  in  Certain 
Families 

Colon 

Occasionally  arthritis,  systemic 
manifestations,  and 
psvchological  aberrations. 

Juvenile  Polyposis 
Coli 

Autosomal  Dominant 

Hamartomatous  polyps  of  colon ; 
increased  occurrence  of  adenom- 
atous polyps  and  adenocar- 
cinoma in  relatives;  connective 
tissue  abnormality. 

None 

Cancer  Family 
Syndrome 

Possible  Autosomal 
Dominant 

Colon 

Various  adenocarcinomas, 
particularly  of  endometrium; 
multiple  primary  malignant 
neoplasms;  early  age  at  onset 
of  cancer 

Turcot’s  Syndrome 

Autosomal  Recessive 

Colon  and  central  nervous 
system;  adenomatous  polyps 

None 

Generalized  Gastro- 
intestinal Juvenile 
Polyposis 

Not  Established 

Stomach,  small  and  large  bowel 

None. 

Generalized  Gastro- 
intestinal Adenom- 
atous Polyposis 

Possible  Autosomal 
Dominant 

Stomach,  small  and  large  bowel; 
adenomatous  polyps 

Desmoid  reported. 

Cronkite-Canada 

No  known  familial 

Stomach,  small  and  large  bowel; 

Skin  pigmentation,  atrophy 

Syndrome 

reports 

adenomatous  polyps 

of  nails,  hypoproteinemia 

Familial  Combined 
Breast  and  Colon 
Cancer 

Possible  Autosomal 

Colon  and  breast. 

None. 
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ORIGINAL  ARTICLES 


Heredity  and  Colon  Cancer* 


PART  II 

Polyposis  Coli  Syndromes 

Adenomatous  polyps  in  familial  polyposis 
coli  and  in  the  several  syndromes  that  are 
associated  with  polyposis  coli,  do  not  appear 
to  differ  histologically  from  the  type  of 
solitary  adenomatous  polyps  frequently 
found  in  adults.  The  individual  adenomatous 
polyps  in  polyposis  coli  appear  to  be  subject 
to  the  same  frequency  of  malignant  trans- 
formation as  the  isolated  discrete  polyps. 
However,  the  inordinately  high  colon  cancer 
risk  in  patients  with  multiple  polyposis  coli  is 
seemingly  in  direct  proportion  to  the 
presence  of  vast  numbers  of  polyps. 
Fortunately,  it  is  relatively  simple  to  make  a 
diagnosis  of  familial  polyposis  coli,  par- 
ticularly when  the  physician  is  aware  of  its 
presence  in  other  members  of  a family.  9 

I shall  outline  briefly  some  of  the 
important  clinical  characteristics  of  the 
above-named  syndromes  and  provide  evi- 
dence for  the  role  of  heredity  in  these  dis- 
orders. 

Familial  Polyposis  Coli 

The  familial  nature  of  polyposis  coli  was 
first  recognized  by  Cripps  in  1882  10  and  was 
reaffirmed  by  Lockhart-Mummery  in  1925  11 
and  later  by  Dukes. 12  An  autosomal 
dominant  mode  of  inheritance  was  estab- 
lished by  Cockayne  in  1927. 13  The  disease  is 
characterized  by  the  occurrence  of  numerous 
adenomatous  polyps  which  may  carpet  the 
entire  colon  and  rectum.  The  propensity  for 
neoplastic  transformation  to  adenocarcinoma 
in  these  polyps  is  exceedingly  high.  Indeed, 
it  is  estimated  that  40  percent  of  patients 
with  polyposis  already  will  show  evidence  of 
cancer  when  first  seen  by  a physician  and 
that  50  percent  of  these  patients  will  develop 
cancer  by  age  30. 14 

While  the  colon  and  rectum  are  the  major 
sites  for  polyps  in  familial  polyposis  coli,  it  is 
not  generally  appreciated  that  adenomatous 
polyps  may  also  occur  in  the  upper  gastro- 
intestinal tract.  Morson 15  stated  categor- 
ically that  polyps  do  not  occur  in  the  stomach 
or  small  bowel  in  familial  polyposis  coli.  He 
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based  this  conviction  on  his  experience  and 
that  of  others  at  St.  Mark’s  Hospital.  How- 
ever, on  rare  occasions,  patients  with  familial 
polyposis  coli  have  been  known  to  have 
polyps  involving  the  upper  gastrointestinal 
tract.  For  example,  Hoffman  and  Goligher  16 
described  three  cases  of  familial  polyposis 
coli  in  which  both  the  stomach  and  small 
bowel  contained  adenomatous  polyps:  1)  a 
20-vear-old  male  with  multiple  polyposis  coli 
had  multiple  polyps  in  the  antrum  of  the 
stomach  and  the  duodenum,  confirmed  by 
gastroscopy.  No  other  member  of  the  family 
had  evidence  of  familial  polyposis  coli.  This 
patient  had  no  signs  of  Gardner’s  syndrome; 
2)  the  father  of  an  18-year-old  female  with 
familial  polyposis  coli  died  of  carcinoma  of 
the  large  intestine  secondary  to  polyposis 
coli.  Two  of  her  brothers  also  had  familial 
polyposis  coli.  The  patient  had  many  small 
polyps  in  the  stomach  but  none  in  the  small 
intestine.  This  observation  was  confirmed  by 
gastroscopy.  None  of  her  relatives  showed 
any  features  of  Gardner’s  syndrome;  and  3)  a 
24-year-old  male  presented  initially  because 
of  swelling  in  his  jaw,  at  which  time  radio- 
logic  examination  revealed  multiple  osteomas 
of  the  mandible  and  melorheostosis  of  both 
fibulae.16  He  also  had  many  sebaceous  cysts 
on  his  face  and  trunk.  The  patient  had  mul- 
tiple polyps  of  the  rectum.  At  gastroscopy, 
multiple  sessile  polyps  were  seen  in  the 
antrum  of  the  stomach.  Because  of  the 
osteomas  and  sebaceous  cysts,  Gardner's 
syndrome  was  considered.  The  authors16  re- 
viewed the  world  literature  for  cases  of 
familial  polyposis  coli  showing  concurrent 
gastric  and  small  intestinal  polyps.  They 
found  14  references  on  the  subject  and  in  8 
of  these  reports,  patients  showed  features  of 
Gardner’s  syndrome. 

^Permission  for  publication  granted  by  Charles  C Thomas.  Publisher. 
Cancer  Genetics,  by  Henry  T.  Lynch,  M.D. 


June,  1975 


185 


The  frequency  with  which  polyps  of  the 
upper  gastrointestinal  tract  occur  in  patients 
with  familial  polyposis  coli  is  not  known.  This 
information  is  evidently  unavailable  at  the 
present  time  since  thorough  examination  of 
the  entire  gastrointestinal  tract  in  patients 
with  familial  polyposis  coli  would  be  neces- 
sary in  order  to  prove  this  association,  and 
this  is  not  carried  out  routinely.  However,  in 
Gardner’s  syndrome,  the  association  of 
polyposis  coli  with  upper  gastrointestinal 
tract  polyps  has  been  well  known  and  indeed 
Gardner  himself 17  reported  occasional  ex- 
amples of  stomach  polyps  in  this  syndrome, 
and  McKusick18  also  stated  that  adenom- 
atous polyps  may  occur  in  any  area  of  the 
gastrointestinal  tract  in  patients  with  Gard- 
ner’s syndrome.  Finally,  Ducan,  et  al.,  19  in 
their  literature  review,  found  83  patients 
with  Gardner's  syndrome  of  whom  approx- 
imately 10  to  12  percent  had  concurrent 
polyps  involving  small  bowel,  including  the 
duodenum.  It  is  not  known  how  frequently 
patients  with  familial  polyposis  coli  and  con- 
current polyps  of  the  upper  gastrointestinal 
tract  develop  cancer  of  the  upper  gastro- 
intestinal tract.  Malignant  lesions  have  been 
reported  in  patients  with  duodenal  poly- 
posis; 1921  and  a single  report  revealed  that 


a 16-vear-old  boy  had  polyposis  coli  and  died 
of  carcinoma  of  the  stomach.22 

Because  of  our  meager  knowledge  concern- 
ing upper  gastrointestinal  polyposis  and 
malignant  degeneration  in  patients  with 
familial  polyposis  coli,  it  is  difficult  to 
establish  guidelines  for  managing  patients 
with  familial  polyposis  coli.  However,  Dun- 
can19 recommends  a barium  meal  in  addition 
to  proctosigmoidoscopy  and  a barium  enema. 
All  patients  found  to  have  polyps  of  the 
upper  gastrointestinal  tract  should  then  be 
more  critically  evaluated  and  whenever 
possible,  simple  removal  of  polyps  of  the 
upper  gastrointestinal  tract  should  be  per- 
formed. In  one  of  the  patients  reported  by 
Hoffman  and  Goligher 16  polypectomy 
through  a gastrotomy  incision  was  per- 
formed. However,  this  same  patient  de- 
veloped additional  polyps  18  months  after 
this  procedure.  These  authors  concluded  that 
the  only  means  of  preventing  the  occur- 
rence of  polyposis  of  the  stomach  in  such  a 
patient  would  be  through  radical  surgery, 
but  they  were  reluctant  to  recommend  pro- 
phylactic total  gastrectomy  because  of  mor- 
tality and  morbidity  statistics.  Therefore, 
they  prefer  to  keep  such  patients  under  close 
observation. 


186 


Nebraska  M.  I 


Improving  Results  for  Treatment 
Of  Endometrial  Cancer 


ONE  of  the  cardinal  rules  that 
every  practitioner  of  medicine 
needs  to  keep  in  mind  is  the 
long  accepted  admonition  to  always  main- 
tain a high  index  of  suspicion  for  illnesses 
that  masquerade  in  a variety  of  disguises. 
One  of  the  best  examples  to  be  remembered 
from  the  medical  school  classroom  is  that 
of  venereal  disease.  In  the  same  way, 
cancer,  unfortunately  can  suggest  a variety 
of  other  illnesses  as  it  first  presents  itself. 
Endometrial  cancer  is  almost  classic  in  this 
respect  because  it  occurs  frequently  just 
about  the  time  of  the  menopause.  It  simu- 
lates, in  many  respects,  the  complaints 
characteristic  of  that  physiologic  step. 

A typical  example  of  the  potential  diag- 
nostic hazards  of  endometrial  cancer  is  pro- 
vided by  a patient  recently  encountered  at 
the  Thomas  Jefferson  University  Hospital. 
She  presented  10  years  ago  to  a physician, 
nationally  recognized  in  the  field  of  gyne- 
cologic endocrinology,  on  the  staff  at  the 
hospital.  His  studies  indicated  the  patient 
to  be  a typical  picture  of  Turner’s  Syn- 
drome. The  physician  placed  her  on  a se- 
quential birth  control  preparation.  The  med- 
ication provided  the  anticipated  results  until 
she  noted  and  reported  to  her  physician  two 
months  of  irregular  bleeding.  Though  she 
was  under  37  years  of  age  his  suspicions 
led  to  a fractional  curettage  with  a discovery 
of  an  adenocanthoma  of  the  uterus.  His 
prompt  action  uncovered  an  early  lesion 
readily  managed  by  radiation  and  surgery. 
Her  operative  specimen  revealed  no  residual 
cancer.  Endometrial  cancer  like  other  malig- 
nancies is  highly  curable  in  its  early  stages 
but  its  discovery  and  eradication  depend  on 
a large  extent  upon  the  physician. 

Endometrial  cancer  will  probably  assume 
greater  importance  for  the  practitioner  for 
a variety  of  reasons.  An  aging  population, 
decreased  parity,  increasing  incidence  of  dia- 
betes, improved  screening  and  diagnostic 
procedures  and  other  changes  in  medical 
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practice  can  be  listed  among  the  reasons.1-2 
Hopefully,  the  relative  importance  of  cerv- 
ical cancer  will  decline  because  the  disease 
is  coming  under  the  influence  of  preventive 
measures  aimed  at  its  control.  In  the  state 
of  Pennsylvania  from  1960  to  1972  inclusive 
there  have  been  a number  of  changes  ob- 
served in  relation  to  these  diseases  as  in- 
dicated by  data  published  by  the  Pennsyl- 
vania Cancer  Coordinating  Committee.3  Cer- 
vical cancer  incidence  (Figure  1)  has  ris- 
en from  the  year  1960  to  a peak  in  1967. 
Since  then,  there  has  been  an  irregular 
but  definite  downward  trend.  Mortality  has 
steadily  declined  for  13  years  from  1960 
to  1972  inclusive.  In  the  same  interval  the 
incidence  of  endometrial  cancer  (Figure  2) 
has  continued  to  show  a general  increase 
reaching  its  highest  point  in  1972.  Up  until 
the  year  1968,  mortality  declined  but  not  as 
dramatically  as  for  cervical  cancer.  In  ad- 
dition, there  has  been  a trend  towards  in- 
creased mortality  since  1968.  It  is  quite 
likely  that  the  declining  figures  for  cervical 
cancer  reflect  more  widespread  and  fre- 
quent application  of  early  cancer  detection 
to  the  point  that  presently  physicians  are 
treating  significant  numbers  of  pre-malig- 
nant  lesions.  Morbidity  and  mortality  for 
cervical  cancer  predictably  should  continue 
to  decline,  if  this  presumption  of  the  reflect- 
ed value  of  early  detection  is  true. 

The  changes  in  the  figures  for  endo- 
metrial cancer  are  not  so  readily  explained. 
It  is  possible  that  either  better  application 
of  diagnostic  techniques  is  uncovering  more 
cases  or  there  may  be  a true  increase  in 
cases.  The  absence  of  a decline  in  mortality 
(in  fact  a slight  rise  is  noted)  after  1968 
suggests  that  no  improvement  in  early  diag- 
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nosis  has  taken  place,  at  least  to  the  degree 
observed  for  cervical  cancer. 

Clinical  experience  and  perusal  of  report- 
ed survival  figures  indicate  that  there  are 
for  endometrial  cancer  as  in  other  illnesses 
a number  of  variables  that  contribute  to 
results.4  These  variables  appear  for  differ- 
ent groups  of  treated  patients  in  a number 
of  combinations.  It  is  this  kaleidoscopic 
picture  that  makes  it  difficult  to  understand 
what  spells  success  or  failure  and  what  can 
be  done  to  weigh  the  balance  in  the  pa- 
tient’s favor.  Obviously,  some  of  the  fac- 
tors that  influence  results  can  be  varied  at 
the  discretion  and  by  the  effort  of  the  physi- 
cian. Other  factors  in  our  present  state  of 
knowledge  must  be  considered  matters  of 
chance  not  subject  to  our  manipulation. 

If  we  are  to  better  understand  how  re- 
sults of  treatment  for  endometrial  cancer 
can  possibly  be  improved  it  is  appropriate  to 
examine  several  parameters  that  contribute 


to  outcome.  Such  an  examination  is  best 
preceded  by  a commentary  on  the  pattern  of 
disease  and  host  involvement  for  endometrial 
cancer.  The  illness  under  consideration  or- 
iginates in  one  or  more  foci  of  the  endo- 
metrium as  an  adenocarcinoma  or  adeno- 
canthoma.  It  may  remain  superficial  for 
some  time.  It  is  possible,  upon  occasion  to 
entirely  remove  the  malignancy  by  a biopsy 
procedure.  Like  cervical  cancer  it  has  an 
insitu  phase.  Its  eventual  course  is  to  pene- 
trate the  uterine  wall  and  to  migrate  through 
vascular  and  lymphatic  pathways  to  more 
distant  sites.  As  long  as  it  is  clinically 
confined  to  the  uterus  it  can  be  classed  under 
internationally  accepted  standards  as  Stage 
I.  If  it  gets  into  the  cervix  it  is  classed  as 
a Stage  II  lesion.  Extension  beyond  the 
cervix  and/or  the  uterus  but  not  outside  the 
pelvis  makes  a Stage  III  lesion.  Stage  IV 
is  applied  to  a condition  in  which  any  dis- 
ease is  found  clinically  outside  the  pelvis 


Figure  1 
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or  there  is  involvement  of  the  bladder  or 
rectum.  About  70  to  80  per  cent  of  the 
patients  in  relatively  large  series  are  in 
Stage  I.5  About  15  per  cent  make  up  Stage 
II.  Stage  III  and  IV  together  represent  the 
remaining  5 to  15  per  cent.  Disease  con- 
fined to  the  uterus  generally  speaking  is 
a highly  curable  illness  especially  when  sur- 
gery and  later  tissue  examination  suggest 
no  spread  beyond  the  uterus.6  In  contrast, 
very  few  Stage  IV  lesions  will  leave  the  pa- 
tient alive  for  five  years  even  with  optimal 
treatment.5  There  appears  to  be  little  doubt 
that,  for  endometrial  cancer,  staging  as  a 
measure  for  disease  extent  is  a critical  fac- 
tor in  the  determination  of  prognosis  and  it 
should  be  reflected  in  treatment  planning 
as  a routine  matter. 

The  patient  herself  is  one  of  the  para- 
meters. She  is  a composite  of  a number  of 
factors  that  interplay  in  varying  degree. 
Results  may  depend  on  such  an  interplay 
because  delay  in  diagnosis  is  reflected  in 


terms  of  extent  of  disease.  In  addition,  the 
patient’s  status  may  well  determine  the  ex- 
tent to  which  more  or  less  aggressive  thera- 
peutic methods  should  be  employed.  Long 
before  a physician  comes  to  grips  with  a 
patient’s  disease,  there  are  socio-economic 
factors  which  may  have  set  the  impression 
of  success  or  failure.  Ignorance,  fear,  lack 
of  medical  facilities  and  poor  nutrition  have 
been  noted  in  varying  degrees  when  patients 
are  surveyed  as  to  delay  in  diagnosis.7’ 8>  9 

The  patient  with  endometrial  cancer  on  the 
average  is  not  anywhere  near  as  young  as 
the  “average”  patient  with  cervical  cancer. 
Age  related  factors  of  health  will  have  their 
effect  upon  treatment,  its  choice  and  out- 
come.10 While  a direct  impact  in  terms  of 
etiology  cannot  be  always  assigned  to  a 
number  of  medical  factors,  they  must  be  con- 
sidered possibly  as  markers  for  the  patient 
who  may  represent  high  risk  for  endometrial 
cancer.  The  obese  hypertensive  individual 
with  low  parity  and  altered  glucose  tolerance 
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represents  the  “textbook”  risk  for  endo- 
metrial cancer.10  Dysfunctional  bleeding,  en- 
dometrial hyperplasia,  myoma  uteri,  cystic 
disease  of  the  breast  and  other  clinical  dis- 
turbances of  similar  nature  have  been  con- 
sidered among  the  “endocrine  markers”  for 
endometrial  cancer  predisposition.11  Sur- 
vival may  come  to  depend  as  much  upon 
some  of  the  limitations  set  by  medical  af- 
flictions as  upon  the  forward  progression 
of  cancer.  Arteriosclerotic  cardiovascular 
disease  is  seen  in  38  per  cent  of  patients 
with  endometrial  cancer.12  Combinations  of 
diabetes,  hypertension  and  obesity  are  seen 
in  30  per  cent  of  the  patients.12  When  Stage 
I cases  of  endometrial  cancer  are  considered 
in  terms  of  survival  according  to  medical 
status  we  find  that  death  from  intercurrent 
disease  is  about  4 to  5 per  cent  for  operable 
patients.6  (Table  I).  Whereas,  for  medically 
inoperable  patients,  intercurrent  (non-can- 
cer) deaths,  may  represent  from  20%  to 
25%13-14  of  the  patients  depending  upon  the 
criteria  for  operability.  Stage  I,  operable 
patients,  have  about  a 75  to  80  per  cent  5 
year  survival,  but  inoperable  patients  have 
a survival  of  about  30  to  50  per  cent.13- 15 
Age,  as  noted  before,  may  be  associated  with 
a greater  or  lesser  proportion  of  medical 
conditions  that  affect  therapy,  namely  oper- 
ability. 

Age  does  seem  to  correlate  with  results.10 
Seven  per  cent  of  survivors  are  over  70. 
Twenty  five  per  cent  of  the  deaths  are  noted 
to  be  in  women  over  70  years  of  age.  The 
medically  poor  operative  risk  in  Stage  I 


has  a 30  per  cent  chance  of  mortality  from 
tumor.  Because  of  deaths  from  other  causes 
as  well  as  malignancy  this  type  of  patient 
constitutes  frequently  about  5 per  cent  of 
all  the  survivors  from  endometrial  carcinoma. 
In  most  series  this  low  figure  also  repre- 
sents the  fact  that  the  inoperable  Stage  I 
patient  has  become  a relative  rarity  because 
of  improved  surgical  techniques  and  medical 
care. 

Several  pelvic  factors  and  specific  disease 
parameters  appear  to  play  a role  in  varia- 
tions of  survival.  Analysis  of  results  accord- 
ing to  uterine  size  as  measured  by  depth 
of  the  uterus  at  the  time  of  diagnostic  sur- 
gery indicates  survival  in  excess  of  80  per 
cent  for  patients  with  Stage  I disease  and 
uterine  depth  less  than  8.5  cms.  For  depths 
exceeding  this,  survival  for  5 years  is  about 
70  per  cent.16 

Obviously,  all  enlargements  are  not  caused 
by  cancer.  The  uterus  enlarged  by  myoma 
and  containing  a small  endometrial  cancer 
could  have  the  same  prognosis  as  the  small 
uterus  with  the  same  size  cancer.  This 
error  is  offset  by  the  patient  who  has  bleed- 
ing due  to  cancer  in  the  presence  of  a uterus 
enlarged  by  myomata.  The  physician  in 
charge  feeling  a relative  security  from  the 
apparently  benign  clinical  picture  may  tend 
to  delay  or  even  omit  proper  diagnostic 
studies. 

Although  extension  of  tumor  from  the 
uterine  body  to  the  cervix  does  not  seem  to 
be  a major  degree  of  spread,  it  appears 


TABLE  I 

RESULTS  FOR  ENDOMETRIAL  ADJUWNT  STUDY 


Therapy 

No.  of  Patients 

Per  cent  Free  of 
disease  and  alive* 

Per  cent  Alive* 
with  recurrence 
or  dead  of  disease 

Per  cent 

Non-cancer 

deaths 

Per  cent 

vaginal 

recurrence 

Irradiation  followed 
by  surgery 

350 

86.5 

8.3 

5.2 

i.i 

Surgery  Alone 

192 

86.5 

9.4 

4.1 

3.6 

♦Based  on  4 years  of 

study 
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from  most  reports  to  significantly  alter 
prognosis ; survival  can  drop  for  Stage  I 
operable  patients16  from  figures  of  70  to  90 
per  cent  to  30  to  50  per  cent  for  Stage  II.5- 17 
Disease  extension  into  the  uterine  wall  may 
also  affect  the  results  even  though  the 
growth  is  small.  When  the  Endometrial  Ad- 
juvant Study  completed  its  analysis  of  re- 
sults it  was  noted  for  patients  receiving 
radiation  that  there  was  a definite  correla- 
tion of  results  with  the  depth  of  penetra- 
tion.6 As  an  example,  it  was  noted,  that 
when  no  residual  cancer  was  found  in  the 
hysterectomy  specimen,  survival  was  95  per- 
cent. With  a residual  cancer  in  the  en- 
dometrium alone,  survival  was  92  per 
cent,  with  up  to  1/3  uterine  wall  penetration 
it  was  86  per  cent,  and  with  depth  >/=  1/3 
of  penetration  the  survival  dropped  to  80 
per  cent.  Patients  in  this  study  were 
selected  because  they  had  no  clinical  surg- 
ical or  pathologic  evidence  of  spread  of  can- 
cer at  the  time  of  hysterectomy  beyond  the 
uterus.  In  the  same  adjuvant  study,  it  was 
noted,  for  the  radiated  patient,  that  well- 
differentiated  tumors  had  better  survival 
(94%)  than  moderately  differentiated  tu- 
mors (85%)  or  poorly  differentiated  lesions 
(76%). 

The  endometrial  adjuvant  study  also  dem- 
onstrated that  for  select  patients  with  no 
disease  discovered  outside  the  corpus  the 
results  of  treatment  were  excellent  and  es- 
sentially identical,  whether  treatment  was 
surgery  alone  or  was  a combination  of  sur- 
gery and  radiation.  (Table  I).  In  the  ad- 
juvant study  the  radiated  group  had  less 
vaginal  recurrence  but  there  was  a greater 
loss  of  patients  from  non-cancer  deaths  than 
in  the  surgical  therapy  alone  group.  Data  in 
terms  of  4 years  of  follow-up  demonstrated 
that  the  cure-rate  was  86.5  per  cent  of  pa- 
tients alive  and  free  of  disease.  It  is  very 
likely  that  for  the  early  lesions  such  as 
were  selected  for  the  study,  total  hysterec- 
tomy is  a factor  most  critical  to  cure.  Ra- 
diation helps  in  reducing  the  incidence  of 
local  recurrence.  For  advanced  disease  it  is 
difficult  to  get  together  large  enough  groups 
of  patients  to  evaluate  various  forms  of 
therapy.  The  many  variables  previously 
mentioned  may  vary  so  from  treatment 
group  to  treatment  group  that  it  is  im- 


possible to  contrast  different  treatment 
methods  in  order  to  look  for  the  optimum 
approach.  No  two  groups  of  patients  could 
be  matched  enough  to  look  for  differences  in 
results  related  to  the  method  and  not  to  the 
material. 

There  is  a tendency  to  equate  survival  for 
endometrial  malignancy  regardless  of  the 
cell  type.  Recent  interest  in  what  appears 
to  be  an  increasing  incidence  of  mixed  squam- 
ous and  adenocarcinoma  has  led  to  studies 
of  patients  with  different  pathologic  find- 
ings. Adenoacanthoma  in  one  study18  had 
the  best  prognosis  82.9  per  cent,  while  adeno- 
carcinoma trailed  at  56.3  per  cent.  Worst 
of  all  was  the  mixed  cell  cancer  with  a 35.3 
per  cent  survival  at  5 years. 

Rigid  criteria  for  treatment  are  hard  to 
set  because  of  the  variable  situations  that 
may  be  encountered.  The  very  small  uterus 
is  frequently  not  suitable  for  a standard 
multiple  capsule  intracavitory  radium  appli- 
cation. When  the  malignancy  is  well  differ- 
entiated and  the  uterus  small  there  is  a 
tendency  to  treat  the  patient  by  surgery 
alone.19  With  a more  poorly  differentiated 
malignancy  or  with  an  enlarged  uterus  com- 
binations of  radiation  and  surgery  appear 
to  be  the  choice  for  the  most  effective  ther- 
apy. While  the  controversy  relative  to  the 
role  of  radiation  still  is  unsettled,  it  is  ap- 
parent for  many  reports  that  patients  treat- 
ed by  surgery  alone  may  have  in  the  neigh- 
borhood of  4 per  cent14- 20- 21- 22  vaginal  recur- 
rences whereas  patients  treated  by  radium 
and  surgery  or  external  radiation  and 
surgery  have  anything  from  0 to  5 per 
cent20- 21- 22- 23  recurrence  in  the  vagina.  The 
adjuvant  study6  indicated  that  the  surgery 
alone  group  had  a vaginal  recurrence  rate 
of  3.6  per  cent  (Table  I)  where  the  combined 
therapy  had  a vaginal  recurrence  rate  of 
about  1.1  per  cent.6 

Radical  hysterectomy  with  pelvic  node  dis- 
section rarely  seems  indicated.  In  Stage  I 
patients,  medical  factors  raise  roadblocks  to 
such  an  approach  and  the  survival  is  already 
at  such  a reasonably  high  level  that  the  risk 
of  the  added  parametrial  node  dissection 
outweighs  the  value  of  radical  surgery.  For 
Stage  II  disease  the  radical  hysterectomy 
and  node  dissection  has  been  reported  as  ef- 
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fective.19  All  too  frequently,  the  patient’s 
obesity  or  medical  conditions  may  well  con- 
traindicate such  an  aggressive  approach. 
More  advanced  disease  than  Stage  II  usual- 
ly will  be  beyond  the  surgical  volume  of  rad- 
ical hysterectomy.  Stage  III  and  Stage  IV  dis- 
ease may  respond  to  vigorous  radiation  thera- 
py and  chemotherapy.  Most  responses  are 
relatively  transient  and  cure  rates  are  low.5- 15 
Survival  figures  approaching  50  per  cent 
for  Stage  III  and  10  per  cent  for  Stage  IV 
can  be  considered  significant  but  frequently 
not  attained. 

Regardless  of  the  stage  of  the  disease,  and 
the  medical  status  of  the  patient,  “cures” 
will  also  be  a reflection  of  the  attitudes  of 
the  physicians  who  care  for  the  patient. 
Consistent  awareness  for  malignancy  is  es- 
sential to  discovery.  Aggressive  diagnostic 
measures  will  confirm  clinical  suspicions. 
Proper  selection  and  aggressive  application 
of  treatment  will  erradicate  most  lesions  lim- 
ited to  the  uterus.  For  more  advanced  dis- 
ease, thoughtful  treatment  planning  atten- 
tion to  details  of  treatment  and  aggressive- 
ness may  produce  some  survivals  that  would 
not  be  possible  with  a more  laissez-faire  ap- 
proach to  therapy. 

For  a physician  who  wishes  to  improve 
his  results  the  first  step  is  to  appraise  what 
he  is  presently  accomplishing  and  to  re- 
view the  various  factors  that  contribute  to 
the  outcome.  In  our  present  state  of  knowl- 
edge, nothing  can  be  done  to  change  the 
cell  type,  the  differentiation,  the  age  of  the 
patient,  her  parity  or  other  medical  aspects 
that  appear  to  be  associated  with  the  disease 
and  5 year  survival.  Through  public  education 
either  in  programs  of  such  organizations  as 
the  American  Cancer  Society  or  in  daily  of- 
fice practice,  fear  and  ignorance  of  patients 
can  be  slowly  but  surely  reduced.  This  is  one 
way  of  reducing  delay  in  diagnosis. 

Delay  in  diagnosis  is  certainly  an  im- 
portant factor  in  disease  control  because  of 
its  relation  to  tumor  growth  and  tumor  ex- 
tent at  the  time  of  diagnosis.  The  physi- 
cian who  promptly  recognizes  symptoms  of 
endometrial  cancer  and  who  employs  diag- 
nostic procedures  at  the  first  indication 
should  improve  his  results  by  adding  more 
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individuals  with  early  stages  of  the  disease. 
The  physician  needs  to  resist  the  tempta- 
tion to  inject  vitamins,  iron  or  other  prep- 
arations instead  of  inserting  a currette. 
From  results  obtained  in  many  institutions 
it  is  obvious  that  if  we  could  push  back  the 
stage  of  disease  from  4 to  3 to  2 to  1 we 
could  change  survivals  from  0-10  per 
cent  to  40  - 50  per  cent  to  80  - 90  per  cent  or 
better.  Even  within  Stage  I,  if  we  could  find 
lesions  still  confined  to  the  endometrium24 
the  cure  rate  could  be  an  impressive  90  to 
100  per  cent. 

Obviously,  to  accomplish  better  survival 
figures  by  discovering  earlier  lesions,  we 
must  look  for  techniques  that  will  help  the 
physician. 

The  cytologic  steps  which  have  been  so 
successful  in  discovering  carcinoma  insitu 
of  the  cervix  have  not  been  reflected  by 
equally  dramatic  results  for  endometrial  can- 
cer. A Papanicolaou  smear  has  been  re- 
ported to  be  from  26  to  78  per  cent25- 26- 27  ac- 
curate in  the  discovery  of  early  endometrial 
cancer.  In  recognition  of  this  a number  of 
techniques  have  been  devised  to  brush  out, 
wash  out  or  suck  out26-  27  samplings  of  ma- 
terial from  the  endometrial  cavity.  Certain- 
ly the  physician  should  have  available  one 
of  the  variations  of  the  techniques  that  per- 
mit ready  sampling  of  endometrial  tissues. 
In  contrast  to  the  Pap  smear,  these  tech- 
niques have  an  associated  85  per  cent  or 
better  accuracy.  Unfortunately,  not  every 
woman  can  be  subjected  to  such  diagnostic 
procedures  in  the  office.  It  is  certainly  rec- 
ommended that  whenever  a patient  pre- 
sents with  anything  suggestive  of  endo- 
metrial cancer  an  effort  should  be  made  in 
the  office  to  obtain  a specimen  of  tissue  or 
cells  from  the  endometrial  cavity,  in  addition 
to  the  regular  Pap  smear.  Unfortunately 
for  most  high  risk  patients  with  low  parity 
the  cervical  canal  is  often  extremely  con- 
stricted making  it  impossible  to  obtain  the 
material  required  for  diagnostic  study.  It 
is  all  too  frequently  necessary  to  arrange 
for  hospitalization,  anesthesia  and  currettage 
because  the  more  limited  procedure  cannot 
be  effected. 

The  patient  who  may  be  afflicted  with 
endometrial  cancer  appears  to  have  some 
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very  clear  indicators  that  flash  warning  sig- 
nals to  the  physician;  it  is  not  necessary  to 
currette  annually  every  woman  over  50  years 
of  age.  Post  menopausal  bleeding  is  the  first 
and  most  important  indicator.  This  requires 
tissue  investigation  by  office  aspiration  or 
by  hospital  procedure.  The  physician  should 
be  especially  alert  for  gynecologic  complaints 
from  the  obese,  hypertensive  and/or  diabetic 
patient.  Women  who  have  been  on  estrogens 
or  who  give  evidence  of  many  years  of  in- 
fertility and  unopposed  estrogenic  hormones 
should  be  considered  in  the  suspect  group. 

Investigators  in  the  field  of  pelvic  malig- 
nancy have  generally  concluded  that  the  im- 
portance of  endometrial  cancer  will  increase 
because  of  an  apparent  rise  in  incidence. 
Physicians  must  be  more  alert.  It  is  their 
actions  that  will  shift  cancer  incidence  from 
more  advanced  disease  to  lesions  confined  to 
the  endometrium.  If  patients  can  be  con- 
vinced to  seek  medical  attention  promptly 
and  physicians  to  provide  it,  we  should  be 
able  in  the  not  too  distant  future  to  talk 
of  endometrial  cancer  like  cervical  cancer 
as  a preventable  disease. 
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Some  Considerations  in  the  Treatment 
Of  Hyperactive  Children 


Introduction 

AS  we  evaluate  emotionally  dis- 
turbed children  from  all  over 
the  state,  the  problems  en- 
countered most  frequently  are  those  related 
to  hyperactivity.  For  some  time  we  have 
been  impressed  by  the  fact  that  these  chil- 
dren make  up  a very  heterogeneous  group 
and  that  no  single  therapeutic  approach  is 
appropriate  for  all. 

We  have  seen  a number  of  children  who 
have  made  dramatic  improvement  with  the 
stimulant  medications,  but  we  are  also 
asked  to  see  children  who  have  become  ir- 
ritable, tearful,  hyperaggressive  and  occa- 
sionally paranoid  on  these  drugs.  This  type 
of  adverse  response  has  also  been  publicized 
in  the  lay  press  and  has  caused  many  par- 
ents and  clinicians  to  become  very  cautious 
regarding  the  use  of  any  medication  for  hy- 
peractive children. 

We  have  attempted  to  define  how  these 
various  types  of  hyperactive  children  differ 
and  believe  we  have  developed  physiologic 
as  well  as  historical  criteria  which  will  help 
the  clinician  more  accurately  predict  which 
hyperactive  child  will  respond  positively  to 
stimulants,  which  child  will  be  at  high  risk 
to  react  adversely  if  he  receives  stimulants, 
and  which  child  is  unlikely  to  respond  to  any 
type  of  medication. 

Discussion 

If  one  rules  out  the  hyperactive  children 
who  have  obvious  brain  damage,  (those  with 
localizing  neurologic  signs  or  mental  retard- 
ation) and  psychotic  children,  then  one  is 
faced  with  a large  number  of  hyperactive 
children  who  appear  to  be  essentially  intact 
organically  and  psychosociallv,  but  who  ex- 
hibit three  fairly  distinct  types  of  hyper- 
activity for  which  there  are  very  different 
types  of  treatment. 

The  first  type  is  the  child  with  classical 
minimal  cerebral  dysfunction.  This  type  of 
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child  has  typically  had  a nonstop  hyperactiv- 
ity from  a very  early  age.  It  is  not  a driv- 
en hyperactivity  in  that  the  child  seems  quite 
comfortable  with  it.  It  has  been  described 
by  many  authorities  as  being  “stimulus- 
bound”  in  that  the  child  is  unable  to  focus 
his  attention  on  any  one  activity  for  a sig- 
nificant length  of  time,  but  instead  continu- 
ally attends  to  the  various  objects  in  his  en- 
vironment that  he  seems  unable  to  filter  out. 
The  result  is  that  he  moves  from  one  object 
of  interest  to  another  in  a seemingly  end- 
less fashion  without  stopping  to  deal  with 
any  of  them  in  a truly  purposeful  way.  This 
is  thought  by  some  authorities  to  be  due  to 
a lack  of  inhibition  of  a primitive  foraging 
nucleus  in  the  lateral  hypothalmus  of  these 
children.  This  lack  of  inhibition  is  said  to 
be  due  to  their  minimal  brain  dysfunction.1 
Associated  with  this  minimal  brain  dysfunc- 
tion is  a frequent  history  of  prenatal,  natal,  or 
early  postnatal  cerebral  insult  such  as  a diffi- 
cult delivery  with  a low  Apgar  score  or  a high 
fever  during  the  first  few  months  of  life. 
These  children  also  often  demonstrate  “soft” 
neurologic  signs  such  as  difficulty  with  fine 
motor  coordination,  rapid  repetitive  move- 
ments, tandem  walking,  etc.  There  is  a ten- 
dency toward  mixed  dominance  and  on  psy- 
chological testing,  these  children  frequently 
show  evidence  of  perceptual  motor  dysfunc- 
tion. From  the  point  of  view  of  medicating 
these  children,  probably  the  most  important 
sign  is  that  they,  as  a rule,  do  not  show 
physiologic  signs  of  anxiety.  There  is  no 
history  of  psychophvsiological  gastrointest- 
inal discomfort,  there  is  no  tendency  toward 
dilated  pupils,  and  there  is  a conspicuous  ab- 
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sence  of  cold,  sweaty  hands.  In  essence, 
there  is  no  evidence  of  physiologic  hyper- 
arousal. Recent  studies  have  shown  that 
these  children  almost  always  show  physio- 
logic hypoarousal  when  measured  with  a 
polygraph.2  Preliminary  studies  have  shown 
that  the  primitive  foraging  nucleus  can  be 
suppressed  by  increasing  brain  norepine- 
phrine levels.1  Our  preliminary  data  with 
3-methoxy-4-hydroxyphenylglycol  (MHPG) 
determinations  would  indicate  that  brain  nor- 
epinephrine levels  in  these  children  are  also 
relatively  low.3  These  three  observations 
would  explain  not  only  why  drugs  which  in- 
crease brain  norepinephrine  levels  are  effec- 
tive, but  also  why  these  children  have  a 
relatively  high  tolerance  for  such  drugs. 

The  drugs  most  successfully  used  to  treat 
this  type  of  hyperactivity  are  stimulants 
such  as  dextroamphetamine  (Dexedrine) 
and  methylphenidate  (Ritalin).  More  re- 
cently imipramine  (Tofranil)  and  other  tri- 
cyclic antidepressants  have  been  used  to 
achieve  the  same  effect.  They  have  the  ad- 
vantage of  not  causing  appetite  suppression 
(and  perhaps  in  helping  with  problems  with 
enuresis).  They  have  the  disadvantage  of 
causing  some  difficulty  with  dry  mouth  and 
blurred  near  vision  because  of  their  anti- 
cholinergic side  effects  and  occasionally  caus- 
ing psychosis.  Dextroamphetamine  is  typi- 
cally given  in  a dosage  range  of  from  5 to  20 
mgm  per  day.  Approximately  twice  this 
dosage  of  Methylphenidate  may  be  used. 
Both  of  these  drugs  should  be  given  early  in 
the  day,  usually  with  breakfast  and  lunch. 
Imipramine  may  be  given  once  per  day  in 
doses  ranging  from  10  to  50  mgm. 

The  second  type  of  hyperactive  child  makes 
up  a somewhat  larger  group  than  the  first 
type.  These  are  children  whose  hyper- 
activity is  associated  with  high  levels  of 
anxiety.  These  children  are  typically  inter- 
mittently hyperactive  and  they  use  hyper- 
activity as  a means  of  releasing  tension. 
Some  of  these  children  appear  to  be  innately 
predisposed  to  high  levels  of  anxiety  and 
others  appear  to  be  responding  more  to  situ- 
ational or  intrapsychic  stress.  In  all  cases, 
during  the  periods  of  anxiety  there  is  much 
evidence  of  physiologic  hyperarousal,  includ- 
ing, along  with  the  intermittent  hyperactiv- 


ity, cold,  sweaty  hands,  a tendency  toward 
frequent  abdominal  complaints,  h.vperreflex- 
ia,  and  in  severe  cases,  dilated  pupils.  Satter- 
field’s physiologic  studies  showed  this  group 
to  respond  poorly  to  stimulants.2  Our  pre- 
liminary MHPG  studies  indicate  that  these 
children  have  relatively  high  brain  norepi- 
nephrine levels.3  Clinically,  these  children  ap- 
pear to  be  extremely  sensitive  to  any  stimu- 
lant medication  which  further  increases  their 
brain  norepinephrine  levels.  One  phenomena 
which  has  caused  some  confusion  in  treating 
these  children  is  the  fact  that  in  some  cases, 
an  increase  in  anxiety  appears  to  be  some- 
what inhibiting.  Thus,  when  given  a stimu- 
lant, many  of  these  children  are  less  likely  to 
be  hyperactive  in  school  even  though  they 
have  become  more  physiologically  hyper- 
aroused.  The  problem  is  that  along  with  this, 
they  are  much  more  likely  to  become  hyper- 
sensitive, irritable,  occasionally  aggressive, 
and  often  have  difficulty  concentrating. 
These  children  also  appear  to  be  more 
sensitive  to  the  anorectic  action  of  these 
medications.  Our  recommendations  are  that 
no  stimulants  or  antidepressants  be  given  to 
children  that  show  physiologic  hyperarousal, 
but  that,  instead,  efforts  be  made  to  correct 
any  environmental  or  intrapsychic  stress,  and 
should  severe  levels  of  anxiety  and  associated 
hyperactivity  continue  in  spite  of  these  ef- 
forts, that  tranquilizing  medication  be  con- 
sidered. We  feel  that  Hydroxyzine,  (Atarax, 
Vistaril)  is  safest  for  children  with  relatively 
short-term  situational  anxiety,  but  that  for 
children  with  intense,  apparently  innately  ele- 
vated levels  of  anxiety,  low  dosages  of  a 
phenothiazine  are  frequently  indicated.  For 
the  child  who  does  not  have  a serious  prob- 
lem with  aggressive  behavior,  we  had  our 
best  results  with  a piperazine  side  chain 
type  of  phenothiazine  such  as  Trifluopera- 
zine (Stelazine)  or  Fluphenazine  (Prolixin) 
in  one  to  two  mgm  per  day  dosages.  For 
children  with  more  of  an  aggressive  com- 
ponent associated  with  their  high  levels  of 
anxiety,  we  have  had  our  best  results  with 
Clorpromazine  (Thorazine)  or  Thioridazine 
(Mellaril)  in  dosages  ranging  from  30  to  200 
mgm  per  day.  We  prefer  these  drugs  to  the 
minor  tranquilizers  for  long-term  treatment 
of  severe  levels  of  anxiety  in  children  be- 
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cause  we  feel  that  the  dosages  of  minor  tran- 
quilizers required  to  control  this  level  of 
anxiety  have  some  potential  for  addiction 
and  are  often  associated  with  impairment  of 
recent  memory.  We  have  not  seen  any  seri- 
ous neurologic,  hepatic,  or  hemopoietic  side 
effects  with  the  phenothiazines  at  this  dos- 
age but  have,  from  time  to  time,  seen  aller- 
gic skin  reactions  to  Trifluoperazine,  photo- 
sensitivity with  Chlorpromazine,  and  a ten- 
dency toward  nasal  stuffiness  with  Thiori- 
dazine. Any  of  these  medications  may  cause 
some  weight  gain  in  the  children. 

The  third  group  of  hyperactive  children  is 
the  largest.  These  include  the  children  who 
are  hyperactive  because  they  seem  to  lack 
discipline  and  internalized  controls.  Al- 
though they  tend  to  come  from  lower  socio- 
economic strata,  they  may  come  from  any 
home  where  there  has  been  relatively  little 
interpersonal  interaction,  relatively  infre- 
quent or  inconsistent  limit  setting,  little 
value  placed  on  school  achievement,  and  little 
respect  for  authority  figures.  These  chil- 
dren do  not  show  signs  of  minimal  cerebral 
dysfunction,  nor  do  they  show  evidence  of 
intense  anxiety.  Their  hyperactivity  tends 
to  be  intermittent  and  associated  with  delin- 
quent activity.  As  might  be  expected,  their 
response  to  medication  is  minimal  since 
there  is  no  physiologic  abnormality  to  cor- 
rect. The  emphasis  in  treating  these  pa- 
tients must  be  entirely  in  the  area  of  work- 
ing with  parents  and  school  officials  to  more 
adequately  manage  the  child  in  his  environ- 
ment. Occasionaly,  placement  outside  of  the 
home  may  be  required  if  the  home  is  unable 
to  provide  appropriate  structure. 

It  should  be  noted  that  the  three  categories 
listed  above  are  relatively  “pure”  descrip- 
tions of  quite  distinct  clinical  syndromes. 
In  some  cases  these  conditions  appear  to  be 
mixed  so  that  one  may  find  a very  anxious 
child  with  minimal  cerebral  dysfunction  re- 


quiring both  a stimulant  and  a major  tran- 
quilizer. This  may  seem  paradoxical  but  it 
is  hypothesized  that  the  stimulant  acts  in 
the  hypothalmus  to  increase  the  brain  nor- 
epinephrine levels  there,  while  the  major 
tranquilizer  works  to  block  brain  norepine- 
phrine and  brain  dopamine  in  the  reticular 
activating  system  and  in  the  limbic  system. 
In  other  situations  one  may  encounter  a 
child  who  has  minimal  cerebral  dysfunction 
along  with  unsocialized  behavior  or  severe 
levels  of  anxiety  along  with  unsocialized  be- 
havior. In  both  of  these  cases  one  can  treat 
medically  only  until  the  physiologic  abnor- 
mality is  corrected.  After  this,  social  inter- 
vention is  still  required  to  complete  the  im- 
provement in  the  child’s  behavior. 

Summary 

Three  distinct  types  of  hyperactivity  in 
pre-adolescent  children  are  discussed.  Dif- 
ferent types  of  treatment  are  recommended 
for  each  of  the  three  groups.  Children  with 
minimal  cerebral  dysfunction  without  anx- 
iety respond  best  to  drugs  which  increase 
brain  norepinephrine  levels.  Children  who 
are  hyperactive  because  of  intensive  levels 
of  anxiety  should  be  treated,  if  possible, 
with  psychotherapy  and  environmental  ma- 
nipulation, but  if  this  is  not  successful,  con- 
sideration should  be  given  to  using  tranquil- 
izers. The  third  and  largest  group  is  made 
up  of  children  who  do  not  exhibit  any  neuro- 
logic or  physiologic  abnormality  and  who  are 
hyperactive  because  of  relatively  poor  social- 
ization. Because  this  group  does  not  respond 
to  medication,  social  interventions  are  rec- 
ommended. 
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A Half-century  in  the  Life 
of  a Woman  Physician 


am  a native  of  Nebraska,  born 
near  St.  Libory  and  educated 
in  District  41,  Howard  County 
public  school.  I graduated  from  Grand  Island 
High  School  and  received  a Bachelor  of  Arts 
degree  from  Grand  Island  College.  I also 
received  a Bachelor  of  Science  degree  from 
Ottawa  University,  Ottawa,  Kansas.  My 
medical  education  was  in  Boston,  Massachu- 
setts, my  Doctor  of  Medicine  degree  being 
granted  by  Boston  University  School  of 
Medicine  in  June,  1925. 

I served  my  internship  in  Allentown 
Hospital,  Allentown,  Pennsylvania.  During 
that  year  I met  Thomas  N.  Haffner,  who  was 
a professional  engineer  and  superintendent 
of  a nearby  cement  plant.  After  our 
marriage,  we  made  our  home  in  Allentown, 
and  I opened  my  office  for  the  practice  of 
general  medicine.  Allentown  was  a pre- 
dominantly Pennsylvania  Dutch  city  with  a 
population  of  about  90,000. 

I immediately  confronted  discrimination 
and  prejudice  due  to  my  sex.  I was  the  first 
woman  to  open  an  independent  medical 
office,  and  the  Pennsylvania  Dutch  had  never 
heard  of  such  a thing  as  a woman  doctor.  I 
was  asked  if  I really  thought  a woman  could 
know  as  much  about  medicine  as  a man. 
Furthermore,  I had  difficulty  getting  a bank 
loan  to  equip  my  office,  although  the  bank 
welcomed  my  male  classmates. 

Some  of  my  medical  colleagues  were 
friendly  and  had  respect  for  my  medical 
knowledge.  Others  were  quite  hostile.  One 
doctor  told  me  it  was  wrong  for  me  to  take 
patients  who  might  otherwise  go  to  a man 
doctor  who  had  to  earn  a living  for  his 
family.  I was  persistent  in  attending  hospital 
staff  and  county  medical  society  meetings 
and  seminars  although  I often  was  the  only 
woman  present.  Later,  some  other  women 
also  opened  offices,  and  they  also  attended 
most  of  the  meetings. 

To  the  Pennsylvania  Dutch,  I was  not  only 
unusual  because  I was  a woman  doctor,  I 
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was  also  considered  to  be  a foreigner.  I came 
from  Nebraska,  one  of  those  states  in  the 
vast  wilderness  somewhere  west  of  Ohio 
where  there  were  Indians  and  cowboys.  I 
was  asked  if  I was  afraid  of  Indians,  and 
they  were  amazed  when  I told  them  the  only 
Indian  I had  ever  seen  was  in  a carnival  and 
that  I had  never  seen  a real  cowboy. 

My  practice  was  slow  in  developing  and  at 
first  consisted  of  families  of  other  foreigners 
(engineers,  insurance  personnel,  and  man- 
agers of  national  businesses)  who  had  been 
transferred  to  Allentown  by  the  companies 
that  employed  them. 

Gradually,  however,  the  Pennsylvania 
Dutch  husbands  gave  their  wives  permission 
to  see  me  professionally  as  they  didn’t  like 
the  idea  of  a man  doctor  examining  their 
women.  As  a result,  my  practice  settled  to 
mostly  gynecology,  obstetrics,  and  pediatrics. 
A man  would  have  been  embarrassed  to  be 
seen  waiting  in  a woman  doctor’s  waiting 
room  unless  he  was  with  his  wife. 

Fees  in  those  days  were  $1.00  for  an  office 
call,  including  medicine;  a home  call  was 
$2.00,  also  including  medicine,  and  after  ten 
p.m.  the  charge  was  $3.00.  The  hospital  fee 
for  a delivery  was  $25.00,  and  I charged 
$35.00  for  a home  delivery.  All  doctors 
dispensed  medicine.  I bought  gallons  of 
cough  syrups,  tonics,  and  thousands  of  pills 
as  well  as  empty  bottles  by  the  gross  and  pill 
envelopes  by  the  thousands.  If  I wrote  a pre- 
scription to  be  filled  at  the  drug  store,  the 
patient  often  asked  if  she  owed  me  anything. 
The  chances  were  that  the  prescription 
would  not  be  filled,  and  the  next  time  she 
would  go  to  a doctor  where  she  got  her 
money’s  worth.  There  was  practically  no 
welfare  to  poor  or  disabled  persons,  and  no 
provision  for  any  medical  payments.  One 
could  not  very  well  charge  a person  who 
was  suffering  from  malnutrition,  although 
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they  were  the  ones  who  often  insisted  on  a 
visit  in  the  middle  of  the  night. 

I delivered  most  of  my  patients  in  the 
hospital,  but  also  made  quite  a number  of 
home  deliveries.  Both  hospitals  in  Allentown 
had  periodic  epidemics  of  staphylococcus  in- 
fection in  their  nurseries,  and  many  babies 
died.  I never  had  an  infection  in  a baby  or 
abnormal  postpartum  temperature  or  hemor- 
rhage in  the  mother  in  any  home  delivery, 
although  it  was  much  more  difficult  for  me. 
There  sometimes  wras  no  other  person  (no 
relative,  neighbor,  or  nervous  husband)  to 
help.  Anesthesia  in  the  third  stage  of  labor 
was  self  administered  by  the  patient.  An 
ether  cone  was  saturated  with  ether,  and  she 
held  it  over  her  face  at  the  beginning  of  a 
contraction,  taking  twro  or  three  deep 
breaths.  Then  her  arm  relaxed  and  the  cone 
fell  from  her  face,  but  it  eased  the  climax  of 
the  pain  and  she  slept  between  pains. 

I had  some  unique  obstetric  patients.  One 
patient  had  a complete  transposition  of 
organs.  Her  heart  was  on  the  right  side,  her 
liver  and  appendix  on  the  left  side.  She  had 
had  several  miscarriages  and  was  anxious  to 
have  a living  baby.  During  her  pregnancy 
she  had  intermittent  bleeding  but  went  past 
the  calculated  date  for  delivery.  An  x-ray 
showed  a large  baby,  high  in  the  uterus  in  a 
breech  position.  We  decided  to  deliver  by 
cesarean  section  rather  than  risk  a difficult 
delivery.  A large  normal  baby  wras  delivered. 

Another  patient  had  two  complete  and 
separate  uteri.  She  was  pregnant  in  one 
uterus  and  menstruated  regularly  in  the 
other  uterus.  The  normal  baby  was  delivered 
by  cesarean  section  and  the  redundant 
uterus  removed. 

One  morning  I delivered  two  sets  of  twins. 
The  first  set  (girls)  were  delivered  by 
cesarean  section.  The  mother  had  very  high 
blood  pressure  and  massive  edema.  The 
babies  were  cyanotic  and  difficult  to  re- 
suscitate. I worked  with  them  until  they 
were  breathing  normally  and  had  good  color. 
They  both  lived  and  the  mother  made  a good 
recovery.  I had  another  patient  in  labor  in 
the  delivery  room  and  went  directly  from  the 
operating  room  to  the  delivery  room  in  time 
to  deliver  twbn  boys.  One  of  the  babies  had  a 
deformed  leg  and  foot,  but  otherwise  they 
were  healthy. 


Another  patient  had  a prolonged  labor. 
Contractions  wrere  strong,  but  there  was  no 
progress  although  the  baby  was  in  a normal 
cephalic  position,  with  ample  room  around 
the  head  and  no  obstruction  from  an  arm  or 
shoulder.  Finally,  with  one  strong  contrac- 
tion, the  baby  and  the  placenta  were  ex- 
pelled simultaneously.  The  umbilical  cord 
wras  about  six  inches  in  length  between  baby 
and  placenta.  The  baby  was  spastic  and  lived 
only  a few  days. 

We  had  no  antibiotics,  not  even  sulfas. 
There  also  wrere  no  very  effective  diuretics. 
The  treatment  for  pneumonia  was  to  have 
the  sputum  typed  in  the  laboratory.  There 
are  several  distinct  types  of  pneumococcus. 
Commercial  immune  serum  was  available  for 
several  types  and  was  very  effective  when 
administered  in  time. 

There  w^ere  diseases  prevalent  which  are 
seldom  seen  now.  Measles  swept  like  wildfire 
through  the  schools.  The  complications  often 
were  serious,  such  as  pneumonia  or  ear  or 
vision  defects.  We  also  saw  diphtheria,  and 
every  doctor  carried  a tracheotomy  set  in  his 
bag.  During  the  summer  there  were  the 
dreaded  epidemics  of  polio  and  dysentery. 
The  latter  was  due  to  poor  refrigeration.  Ice 
boxes  with  a compartment  at  the  top  were 
the  usual  home  refrigeration.  A block  of  ice 
was  put  in  the  top  once  or  twice  a week  by 
the  ice  man.  Electric  refrigerators  were  very 
expensive  and  not  alw'ays  reliable. 

We  had  immunization  clinics  for  diphtheria, 
tetanus,  and  pertussis,  but  they  were  often 
not  well  attended.  Pennsylvania  Dutch 
parents  refused  permission  to  have  "deadly 
germs”  injected  into  their  children;  besides 
that,  they  had  never  had  any  injections  as 
children  themselves,  so  their  children  could 
get  along  without  them. 

A doctor  put  in  a long  day’s  work.  There 
were  house  and  hospital  calls  in  the 
mornings,  and  afternoon  and  evening  office 
hours.  Long  hours  were  necessary,  often 
ending  after  ten  p.m.,  because  of  the  nature 
of  the  Allentown  manufacturing  establish- 
ments — factories,  silk  mills  (before 
synthetics),  knitting  mills,  garment  factories, 
and  cement  plants.  The  hours  in  the  mills 
were  five  a.m.  to  five  p.m.,  and  an  employee 
could  not  be  absent  in  order  to  see  a doctor 
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without  being  docked  for  the  hours  not  on 
the  job.  It  was  customary  for  physicians  to 
have  their  offices  connected  to  their 
residence,  so  even  in  off  hours  patients 
would  ring  the  doorbell  for  attention. 

After  my  husband’s  death,  I decided  to 
move  to  Ottawa,  Kansas.  I considered  it  an 
ideal  town  in  which  to  raise  my  two  teenage 
sons.  I practiced  general  medicine  there  for  a 
few  years.  Later,  when  one  son  was  in  the 
Air  Force  and  the  other  a college  freshman,  I 
accepted  a position  as  Health  Director  in  the 
Alabama  State  College  for  Women  at 
Montevallo,  Alabama  in  “The  Heart  of 
Dixie.”  I stayed  there  for  a few  years,  but  it 
was  difficult  for  a Yankee  whose  grandfather 
had  been  a Civil  War  veteran  to  get  ac- 
customed to  Southern  ways.  As  well,  I was 
required  to  live  in  the  infirmary  and  eat 
meals  in  the  general  dining  room  with 


students  and  some  of  the  faculty.  I missed 
having  my  own  home. 

My  next  position  was  at  Kerville  State 
Hospital  in  Kerrville,  Texas.  I was  on  the 
staff  there  for  more  than  ten  years.  They 
had  mostly  geriatric  patients. 

Finally,  at  age  68,  and  after  an  especially 
debilitating  attack  of  flu,  I decided  to  retire. 
While  I enjoyed  the  mild  Texas  climate,  it 
was  just  too  far  from  my  own  family.  I built 
a new  home  in  the  timber-claim  I had 
inherited.  My  grandfather,  with  help  from 
my  mother,  planted  the  original  trees.  Thus  I 
am  spending  my  retirement  years  near  the 
place  where  my  life  began. 

One  of  my  sons,  William  N.  Haffner, 
followed  in  my  profession.  He  has  a success- 
ful surgical  practice  near  Wichita,  Kansas. 
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New  Antibacterials: 

Breakthrough  or  Me-Too? 


Introduction 

A host  of  new  antimicrobial  agents 
has  recently  been  marketed. 
Clinical  trials  of  nearly  a dozen 
more  are  nearing  completion.  There  has 
been  confusion  in  promotional  material  and 
even  in  the  scientific  literature  about  the 
relative  merits  of  these  new  drugs.  Some 
have  been  acclaimed  “major  breakthroughs” 
in  antimicrobial  therapy  when,  in  fact,  there 
is  little  evidence  to  commend  their  regular 
use.  Others  appear  to  offer  clear  therapeu- 
tic advantages,  yet  they  have  been  afforded 
little  promotional  fanfare.  The  following  is 
an  attempt  to  make  some  order  out  of  the 
chaos  of  conflicting  claims  and  counter- 
claims about  the  relative  merits  of  several 
of  the  newer  antimicrobial  agents;  amoxi- 
cillin, cefazolin,  cephapirin,  co-trimoxazole, 
tobramycin  and  silver  sulfadiazine.  Many 
of  the  statements  and  recommendations  that 
follow  should  be  considered  tentative  guide- 
lines only,  until  wider  and  more  definitive 
clinical  experience  is  attained. 

Amoxicillin 

Amoxicillin  is  a semisynthetic  penicillin 
that  is  most  closely  related  to  ampicillin.  It 
is  marketed  as  LarocinS  by  Roche  Labora- 
tories, and  Amoxil®  by  Beecham-Massengill 
Pharmaceuticals.  It  is  supplied  in  capsules 
and  suspension  forms  for  oral  administra- 
tion. Its  mechanism  of  antibacterial  action 
and  spectrum  of  bacteria  inhibited  are  iden- 
tical to  those  of  ampicillin.  Its  potency, 
milligram  for  milligram,  is  comparable  to 
ampicillin.  Indications  for  use  in  practice 
are  essentially  the  same  as  those  for  am- 
picillin. Rates  of  allergic  or  hypersensitivity 
reactions  to  the  two  drugs  are  comparable 
and  cross  - allergy  with  other  penicillins 
should  be  assumed  to  be  complete.  Thus,  ad- 
vantages and  disadvantages  of  amoxicillin 
must  be  weighed  in  comparison  to  ampicillin. 

Possible  advantages  of  amoxicillin  over 
ampicillin  are  (1)  more  rapid  and  complete 
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absorption  from  the  gastrointestinal  tract, 
(2)  higher  peak  levels  and  prolonged  half- 
life  in  serum,  as  well  as  higher  urinary  con- 
centrations, at  equivalent  dosages,  (3)  less 
diarrhea  in  young  children,  (4)  t.i.d.,  rather 
than  q.i.d.,  dosing,  and  (5)  high  cure  rates 
in  uncomplicated  gonorrhea  in  a single  oral 
dose  of  3.0  grams  without  probenecid.  The 
major  disadvantage  of  amoxicillin  is  its 
greater  expense,  especially  in  light  of  its  lack 
of  clear  therapeutic  superiority  in  infections 
other  than  gonorrhea.  Therefore,  this  drug 
merits  serious  consideration  as  an  alterna- 
tive to  ampicillin  in  oral  therapy  of  uncom- 
plicated gonorrhea  and  in  infections  due  to 
susceptible  organisms  in  young  children. 
On  the  other  hand,  use  of  amoxicillin  should 
not  become  routine  for  infections  other  than 
gonorrhea  in  older  children  and  adults  until 
the  price  becomes  competitive  with  ampi- 
cillin or  a clear  clinical  superiority  is  dem- 
onstrated. 

Cefazolin  and  Cephapirin 

Cefazolin  and  cephapirin  are  semisyn- 
thetic cephalosporins,  available  for  paren- 
teral use  only.  Cefazolin  is  marketed  as 
Ancef®  by  Smith  Kline  and  French  Labora- 
tories, and  Kefzol®  by  Eli  Lilly  and  Com- 
pany. Cephapirin  is  distributed  by  Bristol 
Laboratories  with  the  trade  name  Cefadyl.® 
Both  drugs  share  the  same  mechanism  of 
action  and  spectrum  of  microorganisms  in- 
hibited (gram  positive  cocci  and  bacilli,  E. 
coli,  Klebsiella  and  Proteus  mirabilis)  with 
cephalothin  (KeflinS,  Eli  Lilly  Co.)  and  ce- 
phaloridine  (Loridine,®  Eli  Lilly  Co.).  To 
date,  results  of  clinical  trials  of  cefazolin  and 
cephapirin  show  therapeutic  efficacy  com- 
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parable  to  that  noted  with  cephalothin  or 
cephaloridine.  Thus,  any  potential  advant- 
ages of  these  two  new  drugs  may  be  found 
only  in  consideration  of  their  pharmacoki- 
netics, patient  acceptance,  toxicities  and 
relative  costs. 

Both  cefazolin  and  cephapirin  appear  to  be 
(1)  significantly  less  nephrotoxic  at  higher 
dosages  than  cephaloridine  and  (2)  compar- 
able in  nephrotoxicity  to  cephalothin.  Both 
of  the  new  cephalosporins  appear  to  be  less 
painful  on  intramuscular  injection  than  ce- 
phalothin, but  they  are  more  painful  than 
cephaloridine.  The  overall  incidence  of 
phlebitis  following  intravenous  use  of  the 
two  drugs  may  be  slightly  less  than  that 
noted  with  cephalothin;  however  conflicting 
reports  in  this  regard  may  be  found  in  the 
literature.  The  author  has  observed  one 
group  of  patients  who  promptly  developed 
phlebitis  with  one  of  these  agents  but  not 
another,  and  yet  the  reverse  was  noted  in 
a second  group  of  patients.  It  thus  appears 
likely  that  individual  patients  will  vary  wide- 
ly in  their  tolerance  of  intravenous  admin- 
istration of  various  cephalosporins.  Rates 
of  allergic  reactions  to  all  of  the  cephalo- 
sporins appear  comparable.  Approximate- 
ly 5 percent  of  patients  who  are  allergic  to 
the  penicillins  may  be  expected  to  suffer  an 
allergic  reaction  following  administration  of 
any  of  the  cephalosporins. 

The  pharmacokinetics  of  cephapirin  are 
very  similar  to  those  of  cephalothin.  Cefa- 
zolin, on  the  other  hand,  produces  significant- 
ly higher  and  more  prolonged  levels  in 
serum  than  either  cephalothin  or  cephalori- 
dine when  given  in  comparable  dosage  by 
intravenous  or  intramuscular  routes.  Thus, 
cefazolin  may  be  administered  less  fre- 
quently. 

The  concensus  to  date  suggests  that  there 
is  little  or  no  place  in  therapy  for  cephalori- 
dine. When  a cephalosporin  is  desired  for 
parenteral  use,  the  selection  from  among 
cephalothin,  cefazolin  and  cephapirin  may 
not  be  critical  from  the  standpoint  of  thera- 
peutic efficacy.  One  may  then  weigh  rela- 
tive cost  and  patient  tolerance  in  choos- 
ing from  among  the  three.  It  is  the  author’s 
practice  to  institute  intravenous  therapy 


with  cephalothin  and  switch  to  either  of  the 
two  alternatives  only  if  significant  phlebitis 
supervenes.  Intramuscular  therapy  is  be- 
gun with  cefazolin  and  cephapirin  is  re- 
served for  those  who  become  intolerant. 
The  dosage  or  interval  between  doses  of 
each  of  the  cephalosporins  must  be  modified 
in  patients  with  impaired  renal  function. 

Co-trimoxazole 

Co-trimoxazole  is  a fixed  - ratio  combina- 
tion of  sulfamethoxazole  and  trimethoprim, 
marketed  as  Bactrim®  (Roche  Laboratories) 
and  Septra®  (Burroughs  Wellcome  Co.).  The 
combination  acts  synergistically  to  block 
folic  acid  synthesis  in  susceptible  bacteria. 
Many  strains  of  gram-negative  bacteria  that 
have  emerged  resistant  to  sulfonamides  alone 
will  respond  to  the  combination.  At  present, 
co-trimoxazole  is  approved  for  use  only  in 
chronic  urinary  tract  infections  due  to  sus- 
ceptible microorganisms,  usually  E.  coli, 
Klebsiella,  Enterobacter  and  Proteus.  The 
combination  may  be  useful  in  other  infec- 
tions, such  as  typhoid  fever  due  to  chloram- 
phenicol and  ampicillin  resistant  organisms. 
However,  it  is  not  yet  approved  for  such 
use  by  the  Food  and  Drug  Administration. 

In  comparison  to  many  sulfonamides  used 
alone,  co-trimoxazole  offers  the  advantages 
of  (1)  efficacy  in  chronic  urinary  tract  in- 
fections due  to  many,  but  not  all,  sulfona- 
mide-resistant bacteria  and  (2)  convenience 
of  b.i.d.  dosing.  Its  disadvantages  are  (1) 
significantly  greater  expense,  (2)  lack  of 
approval  for  use  in  children  under  12  years 
of  age,  (3)  increased  risk  of  adverse  re- 
actions and  (4)  a wide  range  of  possibly  de- 
leterious interactions  with  other  drugs.  Co- 
trimoxazole  should  be  avoided  or  used  with 
great  caution  in  patients  who  (1)  are  known 
to  be  intolerant  to  sulfonamides  or  (2)  are 
receiving  concurrent  therapy  with  (a)  oral 
hypoglycemic  agents,  especially  tolbutamide, 
(b)  methotrexate,  (c)  dilantin,  (d)  para- 
aminobenzoate,  (e)  dexidrine,  (f)  chlor- 
pheniramine and  (g)  thiazide  diuretics.  In 
addition,  the  drug  may  potentiate  the  effects 
of  alcohol. 

Tobramycin 

Tobramycin  is  a new  parenteral  aminogly- 
coside antibiotic  that  is  most  closely  related 
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to  gentamicin  ( Garamycin®,  Schering  Corp.). 
It  is  marketed  as  Nebcin®  by  Eli  Lilly  Co. 
The  mechanism  of  action,  pharmacokinetics 
and  toxicity  (eighth  cranial  nerve  damage 
and  nephrotoxicity)  of  gentamicin  and  to- 
bramycin are  qualitatively  and  quantitative- 
ly similar.  In  the  test  tube,  tobramycin  is 
the  more  potent  of  the  two  against  strains 
of  Pseudomonas;  while  gentamicin  is  more 
active  against  Serratia  and  some  other  Gram 
negative  bacilli.  Occasional  strains  of  en- 
teric bacteria  and  pseudomonas  will  be  sus- 
ceptible to  one  of  the  drugs  but  not  to 
the  other.  In  limited  comparative  clinical 
studies  performed  to  date,  therapeutic  re- 
sults have  been  identical.  Therefore,  unless 
(1)  an  advantage  in  efficacy  or  cost  can  be 
demonstrated  in  the  future  for  tobramycin 
or  (2)  the  infecting  microorganism  is  found 
to  be  susceptible  only  to  tobramycin,  one 
would  be  well  advised  to  continue  use  of  gen- 
tamicin when  such  a drug  is  indicated. 

Silver  Sulfadiazine 

Silver  Sulfadiazine  is  a new  topical  anti- 
infective  agent  for  use  in  chemoprophylaxis 
of  burn  wound  sepsis.  It  is  marketed  as 
Silvadene®  by  Marion  Laboratories.  Its 
antibacterial  spectrum  and  potency,  as  a re- 
sult of  the  silver  ion,  is  considerably  greater 
than  that  of  sulfadiazine  alone.  It  is  active 
against  most  bacteria  and  some  fungi  that 
commonly  invade  thermally  injured  tissue. 
Although  not  of  proven  superiority  in  pro- 
phylactic efficacy,  silver  sulfadiazine  pos- 
sesses certain  advantages  over  other  avail- 
able agents.  It  is  easy  to  apply  and  remove. 
It  is  significantly  less  painful  than  mafenide 
(Sulfamylon,  Winthrop  Laboratories)  or  po- 
vidone-iodine (Betadine,  Purdue  Frederick 
Co.).  It  does  not  stain  dressings  and  bed- 
ding like  solutions  of  silver  nitrate.  Topical 
use  of  silver  sulfadiazine  in  preference  to 
gentamicin  cream  may  delay  emergence  of 
gentamicin-resistance  and  permit  reserva- 


tion of  gentamicin  for  parenteral  therapy  of 
systemic  infections,  which  are  also  common 
in  thermally  injured  patients.  Possible  dis- 
advantages of  silver  sulfadiazine  are  those 
of  any  sulfonamide,  since  some  of  the  topic- 
ally applied  sulfadiazine  is  absorbed  into  the 
bloodstream. 

In  summary,  as  with  all  new  drugs,  initial 
favorable  claims  made  in  promotional  and 
even  scientific  literature  should  be  viewed 
with  a moderate  degree  of  circumspection. 
Each  of  the  new  antimicrobials  discussed 
possesses  some  commendable  characteristics ; 
however  none  is  a panacea  nor  merits  im- 
mediate adoption  for  routine  use  in  all  pa- 
tients for  any  given  indication.  Selected 
references  for  information  in  greater  depth 
are  appended. 
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UNIVERSITY  CORNER 


Echocardiographic  Detection 
of  Pericardial  Effusion* 


THE  echocardiogram  has  proven 
to  be  an  accurate  and  sensitive 
non-invasive  diagnostic  tech- 
nique for  the  detection  of  pericardial 
effusion.1  As  an  example,  presented  is  a 
patient  initially  believed  to  have  the  superior 
vena  caval  syndrome,  but  the  correct  diagno- 
sis of  pericardial  effusion  was  made  by  echo- 
cardiography. 

Case  Report 

Fifty-three  year  old  white  female  was  ad- 
mitted for  evaluation  of  possible  superior 
vena  caval  syndrome.  Eleven  months  earlier, 
the  patient  had  been  evaluated  for  a right 
hilar  mass  on  chest  x-ray.  Exploratory 
laparotomy  revealed  poorly  differentiated 
carcinoma  in  the  periaortic  and  suprapan- 
creatic  lymph  nodes;  5-FU  chemotherapy 
was  given.  She  recently  developed  progres- 
sive puffiness  of  her  face  accompanied  by 
exertional  dyspnea  and  paroxysmal  nocturnal 
dyspnea. 

Physical  examination  revealed  striking 
systemic  venous  congestion  with  both 
jugular  and  abdominal  veins  involved.  Blood 
pressure  was  150/80  mm  Hg  with  a 
significant  parodoxical  pulse  (i.e.,  greater 
than  15  mm  Hg).  On  auscultation  the  heart 
sounds  were  distant.  The  liver  was 
moderately  enlarged  and  tender.  A chest  x- 
ray  showed  an  enlarged  globular  cardiac 
silhouette. 

Echocardiographic  findings 

A large  pericardial  effusion  was  detected 
both  anterior  and  posterior  in  the  supine 
position  (Fig.  IB).  See  the  discussion  for 
more  complete  description  of  the  findings. 

Pericardiocentesis  removed  170  cc  clear 
fluid.  A repeat  pericardiocentesis  was  per- 
formed the  next  day;  two  days  later  a peri- 
cardial window  was  created  and  two  liters  of 
bloody  fluid  was  drained. 

Discussion 

Echocardiography  is  a noninvasive  tech- 
nique which  permits  accurate  definition  of 


STEVEN  KRUEGER,  B.S. 
and 

ALAN  D.  FORKER,  M.D. 

the  cardiac  walls  and  cavities.  By  directing 
the  ultra-sound  beam  inferior  and  lateral  to 
the  mitral  valve,  it  can  be  directed  through 
the  chest  wall,  right  ventricular  wall,  right 
ventricular  cavity,  interventricular  septum, 
left  ventricular  cavity,  left  ventricular 
posterior  wall,  and  posterior  pericardium, 
respectively  (Fig.  1A).  This  position  is 
routinely  used  to  assess  intracardiac  chamber 
sizes  and  wall  thickness,  as  well  as  for  the 
detection  of  pericardial  effusion.  Normally, 
the  posterior  pericardium  is  in  direct  contact 
with  the  left  ventricular  epicardium  and  only 
a potential  space  is  present.  In  the  presence 
of  pericardial  effusion,  this  potential  space 
becomes  a fluid  filled  space,  and  may  be  de- 
tected echocardiographically  (Fig.  IB).  If  the 
pericardial  effusion  is  large,  separation 
between  the  chest  wall  and  the  right  ven- 
tricular epicardium  can  also  be  detected 
echocardiographically. 

The  amount  of  fluid  required  to  be 
detected  echocardiographically  varies  de- 
pending on  the  heart  size  and  uniformity  of 
fluid  distribution.  Popp  et  al  have  recently 
reported  detecting  fluid  volumes  less  than  20 
ml.2  However,  in  our  experience,  approx- 
imately 100  ml  are  usually  required  for 
reliable  echocardiography  detection.  In  this 
patient  the  volume  of  approximately  2.2 
liters  of  fluid  removed  at  pericardiocentesis 
was  sufficient  to  be  detected  anteriorly  as 
well  as  posteriorly  (Fig.  IB).  Generally  at 
least  400  ml  of  anterior  effusion  is  necessary 
to  be  detected  by  echocardiography. 

In  conclusion,  presented  is  a patient  first 
thought  to  have  the  superior  vena  caval 
syndrome;  however,  a large  pericardial 

•From  the  noninvasive  cardiac  laboratory,  the  Cardiovascular 
Center,  University  of  Nebraska  Flospital,  Omaha,  Nebraska. 
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effusion  was  established  by  echocardio- 
graphy, and  confirmed  and  quantitated  at 
surgery.  Echocardiography  is  the  procedure 
of  choice  for  establishing  a diagnosis  of  peri- 
cardial effusion. 

Address  for  reprints:  Alan  D.  Forker, 
M.D.,  Division  of  Cardiovascular  Medicine, 


University  of  Nebraska  College  of  Medicine, 
Omaha,  Neb.,  68105. 
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Figure  1A.  Normal  echocardiogram  and  illustration,  with  transducer  beam  aimed  below  mitral  valve 
apparatus,  showing  predominately  interventricular  septum  and  posterior  wall.  T - transducer.  RV  - 
right  ventricle.  RVW  - right  ventricular  wall.  SEPT  - septum.  LV  - left  ventricle.  MV  - mitral  valve. 
PW  - posterior  wall.  CT  - chordae  tendinae.  ENDO  - endocardium.  EPI  - epicardium.  PERI  - peri- 
cardium. Note  there  is  no  significant  space  between  epicardium  and  pericardium. 


Figure  IB.  Echocardiogram  in  pericardial  effusion.  PF  - pericardial  effusion.  Note  the  clear  space 
between  non-moving  posterior  pericardium  and  the  epicardium.  Also,  note  space  between  anterior 
chest  wall  non-moving  echos,  and  right  ventricular  wall,  indicating  anterior  pericardial  effusion. 
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There  are  many  influences  at  work  to 
downgrade  the  physician  and  his  work.  Not 
the  least  of  these  is  the  apparently  accepted 
idea  that  the  training  of  a physician  can  be 
shortened  without  seriously  interfering  with 
his  effectiveness.  However,  a physician  is 
more  than  just  a computer  who  absorbs 
information  through  his  senses  and  spits  out 
a diagnosis  and  a prescription.  He  must  be 
human  in  the  most  exalted  sense  of  that 
term.  He  needs  to  be  a counselor,  a 
confidant,  and  a source  of  strength  to  those 
who  would  lean  upon  him.  The  time  spent  in 
the  humanities  is  not  wasted  in  the 
premedical  and  medical  curriculum.  It  may, 
in  fact,  be  some  of  the  most  important  time  a 
physician-in-training  will  ever  spend.  Ulti- 
mately, we  deal  with  people  acting  like 
people.  As  well  as  understanding  their 
disease,  we  must  understand  them.  Recently 
a cartoon  showed  a young  physician  speaking 
to  a patient,  sitting  on  the  edge  of  his 
examining  table.  The  caption  stated,  “I 
attended  a medical  school  where  our 
curriculum  was  mostly  electives,  so  I never 
learned  much  about  lungs  and  breathing.” 

We  should  be  considering  more  seriously 
how  much  physician  candidates  are  learning 
about  the  people  with  whom  they  will  spend 
the  rest  of  their  lives.  I believe  that  we 
should  again  emphasize  the  need  for 
knowledge  acquired  in  the  humanities  as  well 


as  in  the  medical  courses.  Perhaps  our 
schools  should  consider  returning  to  a more 
structured  curriculum,  prescribed  by  ex- 
perienced physicians  and  teachers  who  know 
better  than  this  new  physician  what 
he  will  need  to  know.  Let  us  not  apologize 
for  knowing  more  than  those  we  teach  — let 
us  instead  teach  well,  with  pride  in  our 
experience  and  knowledge. 

Warren  Bosley,  M.D. 
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Down  Memory  Lane 


1.  The  family  doctor  is  passing  with  the 
horse,  and  why? 

2.  It  is  found  that  the  total  population  of 
the  state  has  increased  18  per  cent,  while  the 
total  registration  of  physicians  has  only  in- 
creased 12.9  per  cent. 

3.  Part  of  the  surgeon’s  reluctance  to  be 
quoted  is  pure  self  defense. 

4.  Physicians  like  all  other  professions  or 
businesses  need  money,  and  the  question  of 
finance  is  most  important  and  must  be 
settled  first. 

5.  The  time  has  come  for  the  conscien- 
tious physician  to  ask  himself  the  question, 
“Am  I for  State  Medicine  or  am  I for  private 
medicine?” 

6.  Is  laboratory  instruction  unduly  empha- 
sized? 

7.  Group  medicine  has  come  into  prom- 
inence in  late  years  and  is  simply  an 
evolutionary  condition  in  the  progress  of  the 
medical  profession. 


8.  If  the  state  can  perform  Wassermann 
tests  today,  why  not  do  x-ray  or  fit  glasses, 
or  examine  chests  tomorrow? 

9.  Streptococcus  sore  throat  in  recent 
years  has  become  a commonly  recognized 
clinical  entity. 

10.  Dentistry  is  a special  field  of  medicine 
related  to  general  medicine  just  as  much  as 
any  of  the  other  specialties. 

11.  The  1916  epidemic  of  poliomyelitis 
preceded  the  influenza  of  1918  which  in  turn 
was  followed  by  epidemic  encephalitis  in 
1919-20. 

12.  Medical  museums  are  filled  with 
various  types  of  splints  and  devices  for 
reducing  and  treating  fractures,  dating 
almost  to  prehistoric  time  and  it  is  my  belief 
that  many  such  devices  now  in  use  could  be 
relegated  to  this  same  historical  scrap  heap. 

Nebraska  State  Medical  Journal 
June,  1925 
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Annual  State  Convention  Meeting 
April  28-30,  1975 

Report:  Resolutions  Committee 

WHEREAS,  we  consider  it  fitting  and 
proper  to  express  our  thanks  to  all  who 
have  contributed  to  the  success  of  the  con- 
vention and  the  accomplishments  of  our 
past  year’s  work;  therefore  be  it 

RESOLVED,  that  we,  the  members  of  the 
Woman’s  Auxiliary  to  the  Nebraska 
Medical  Association,  extend  our  grateful 
thanks  and  appreciation  to  the  officers  and 
other  members  of  the  Executive  Board  of 
our  organization,  who  have  so  ably  carried 
on  the  business  necessary  for  the  proper 
functioning  of  the  Auxiliary;  and  be  it 
further 
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RESOLVED,  that  our  thanks  and  apprecia- 
tion go  to  the  Woman’s  Auxiliary  to  the 
Lancaster  County  Medical  Society,  hostess 
to  this  Fiftieth  Annual  Meeting,  for  the 
welcome  hospitality  extended  to  all  of  us; 
and  be  it  further 

RESOLVED,  that  we  express  particular 
gratitude  to  Mrs.  Harry  D.  Shaffer,  Con- 
vention Chairman,  and  to  all  her  commit- 
tee chairmen,  for  their  work  and  thought- 
fulness in  planning  for  our  convenience  and 
entertainment,  and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical  As- 
sociation be  advised  that  we  appreciate 
their  leadership  and  assistance,  that  in 
particular  Dr.  James  H.  Dunlap,  President 
of  the  Nebraska  Medical  Association,  and 
the  Advisory  Committee,  be  informed  of 
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our  gratefulness  for  their  help  and 
guidance  throughout  the  year,  and  for  in- 
cluding us  in  the  Basic  Life  Support 
Course  organized  by  the  Scientific  Sessions 
Committee,  and  be  it  further 

RESOLVED,  that  Dr.  Frank  Cole,  Editor  of 
the  Nebraska  Medical  Journal,  Mrs. 
Warren  Bosley  and  Mrs.  Robert  Jones, 
Editors  of  the  NEWSLETTER,  Blue  Cross- 
Blue  Shield  for  their  continued  interest 
and  support  of  our  NEWSLETTER,  Mr. 
Kenneth  Neff,  Executive  Secretary  of  the 
Nebraska  Medical  Association,  Mr.  William 
Schellpeper,  Assistant  Executive  Secre- 
tary, the  office  assistants,  and  Susan 
Miller  for  her  help  in  preparing  materials 
and  mailing  the  NEWSLETTER,  be  ad- 
vised of  our  sincere  thanks  for  the  efficient 
way  they  have  handled  our  Auxiliary 
news,  and  for  their  ready  assistance  when- 
ever we  asked  for  it,  and  be  it  further 

RESOLVED,  that  we  express  our  thanks  to 
Dr.  James  H.  Gunnerson,  Director  of 
Morrill  Hall,  University  of  Nebraska 
Student  Union,  Dr.  Ian  Newman  and  Mr. 
Robert  Guthman  from  the  Health  Educa- 
tion Department,  Lincoln  Hilton  Hotel, 


Television  Station  “KOLN,”  Lincoln  Jour- 
nal, Lincoln  Star,  Omaha  World  Herald, 
Mrs.  M.  J.  Epp  and  members  of  Lancaster 
County  Medical  Auxiliary  who  are  a part 
of  “Styles  & Life  Styles’’  which  is  being 
presented  at  our  Golden  Anniversary 
Luncheon,  to  Mrs.  Phyllis  Blanke  of 
Nebraska  Wesleyan  University  for  her  as- 
sistance, to  Dariel’s  Hairstyling  Salon  for 
hair  styles  for  our  style  show,  and  to  the 
ladies  from  the  “Lincolnaire  Chapter  of 
Sweet  Adelines”  for  entertaining  us  at  the 
Post-Convention  Board  Meeting,  and  be  it 
further 

RESOLVED,  that  we  pledge  our  loyalty  and 
devotion  to  the  Woman’s  Auxiliary  to  the 
Nebraska  Medical  Association;  that  we 
continue  to  be  faithful  in  supporting  its 
activities;  promoting  its  projects  and  pro- 
tecting its  reputation  and  high  ideals,  and 
be  it  finally 

RESOLVED,  that  these  resolutions  be 
published  in  the  NEBRASKA  MEDICAL 
JOURNAL. 

Respectfully  submitted, 

Mrs.  Frank  H.  Tanner 

Chairman 
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Picture  Gallery 


At  the  Annual  Session,  1975,  of  the  Nebraska  Medical  Association. 


Policy  Committee  meeting  in  Norfolk  on  March  15,  1975. 


Board  of  Councilors  in  session. 


Doctor  K.  S.  J.  Hohlen  attending  the  Medicine  & Religion  Dinner 
on  Sunday.  April  27th  during  the  Annual  Session. 


House  of  Delegates. 


Rev.  Dr.  Kenneth  R.  Mitchell  addressing  the  Medicine  & Religion 
Dinner. 


Doctor  James  H.  Dunlap  presiding  at  the  Medicine  & Religion 
Dinner. 


NMA  President,  Doctor  James  H.  Dunlap,  presenting  plaque  of 
appreciation  to  R.  F.  Sievers,  M.D.,  who  completed  term  as 
Alternate  Delegate  to  the  AMA. 


The  plaque. 


Board  of  Councilors  in  session. 


House  of  Delegates. 


Picture  Gallery 


At  the  Annual  Session,  1975,  of  the  Nebraska  Medical  Association. 


House  of  Delegates. 


Bernard  Hall.  President  of  the  Minnesota  State  Medical 
Association,  addressing  House  of  Delegates. 


House  of  Delegates. 


Mrs.  Kenneth  T.  McGinnis,  Auxiliary  President,  addressing  House 
of  Delegates. 


Doctors  Carlyle  E.  Wilson,  Jr.  & Houtz  G.  Steenburg  between 
sessions  of  the  House  of  Delegates. 


Doctor  Harlan  L.  Papenfuss,  newly  elected  President-Elect  of  the 
NMA,  being  introduced  to  the  House  of  Delegates. 


Doctors  James  P.  Schlichtemier,  Charles  M.  Bressman,  and 
Scientific  Sessions  Committee  Chairman,  Herbert  E.  Reese,  M.D., 
during  House  of  Delegates  intermission. 


Frank  J.  Jirka,  Jr.,  M.D.,  Member  of  AMA  Board  of  Trustees, 
addressing  House  of  Delegates. 


Doctor  Harlan  L.  Papenfuss,  newly  elected  President-Elect  of  the 
NMA,  being  introduced  to  the  House  of  Delegates. 


Doctor  Harlan  L.  Papenfuss,  President-Elect,  addressing  the 
House  of  Delegates. 


Welcome  New  Members 


Gavle  H.  Bickers,  M.D. 

Radiology  Department 

University  of  Nebraska  Medical  Center 

Omaha,  Nebraska  68105 

Peter  W.  Bickers,  M.D. 

3925  Dewey  Avenue 
Omaha.  Nebraska  68131 

George  E.  Farley,  M.D. 

Radiology  Department 


University  of  Nebraska  Medical  Center 
Omaha,  Nebraska  68105 

Gale  F.  Larson,  M.D. 

University  Hospital 
Omaha,  Nebraska  68105 

Larry  Wilson,  M.D. 

Syracuse, 

Nebraska  68446 


Our  Medical  Schools 


Schools  need  bodies. 

Of  all  the  shortages  facing  America  today, 
there  is  one  that  could  affect  Nebraskans 
more  than  they  think:  the  shortage  of  donor 
bodies  for  medical  education. 

The  Nebraska  Anatomical  Board  needs  120 
bodies  a year  to  supply  the  state’s  two 
dental  and  medical  schools,  the  University  of 
Nebraska  and  Creighton  University.  Over 
the  last  few  years  they  have  averaged  57. 
This  has  meant  a doubling  of  the  number  of 
students  studying  a body  when  there  should 
be  no  more  than  four  at  a time.  Presently 
only  39  bodies  are  available. 

To  donate  your  body,  you  should  contact 
the  Department  of  Anatomy  at  the  Univer- 


sity of  Nebraska  Medical  Center.  They'll 
supply  the  proper  donor  forms  to  be  filled 
out  and  send  back  an  informational  brochure 
explaining  the  program.  The  Anatomical 
Board  will  issue  a donor  identification  card  to 
you. 

There  are  several  avenues  that  can  be 
taken  for  the  disposal  of  the  remains  after 
the  studies  are  finished.  Relatives  may  have 
the  body  returned  to  a funeral  home  for 
regular  burial  or  the  body  can  be  cremated 
and  the  ashes  sent  to  the  relatives  at  the 
expense  of  the  Anatomical  Board. 

If  the  relatives  do  not  wish  to  have  a 
burial,  then  the  remains  will  be  interred  in 
an  Omaha  cemetery  by  the  Medical  Center 
with  a proper  ceremony. 
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In  Memoriam 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


DR.  J.  DEWEY  BISGARD 

Doctor  J.  Dewey  Bisgard  was  born  on 
April  17,  1898  in  Harlan,  Iowa.  He  died  on 
April  24,  1975  at  the  age  of  seventy-seven. 

He  graduated  from  Harvard  Medical 
School  in  1922  and  completed  his  surgery 
training  at  the  University  of  Chicago  and  the 
University  of  Michigan. 

He  had  been  a board  member  of  Joslyn 
Art  Museum,  and  President  of  the  Central 
Surgical  Association  and  the  Clarkson 
Hospital  Staff. 

Doctor  Bisgard  practiced  in  Omaha  and 
was  a member  of  the  surgical  staff  at  the 
University  of  Nebraska  College  of  Medicine 
where  he  was  named  Professor  Emeritus  in 
1964.  He  retired  in  1973  and  moved  to 
Carmel,  California. 

He  is  survived  by  his  widow,  Mary 
Elizabeth;  two  daughters,  Mrs.  Robert 
O’Neal,  Ann  Arbor,  Michigan,  and  Mrs. 
Walter  Alexander,  Geneva,  Illinois;  and  six 
grandchildren. 


DR.  BARNEY  M.  KULLY 

Doctor  Barney  M.  Kully,  former  Omaha 
physician,  died  in  Los  Angeles,  California  at 
the  age  of  78. 

Doctor  Kully  was  a graduate  of  Creighton 
University  Medical  School,  and  was  an  ear, 
nose  and  throat  specialist.  He  moved  to 
California  in  1935,  and  retired  in  1960. 

He  is  survived  by  a son  Russell,  daughter 
Nancy  Dubois  of  Los  Angeles;  and  sisters 
Hannah  Shostak,  Los  Angeles;  Mrs.  Joseph 
(Bernice)  Wark,  Palm  Springs,  California; 
and  Mrs.  Morris  (Fannye)  Levey,  Omaha. 


DR.  ROY  J.  SMITH 

Doctor  Roy  J.  Smith  was  born  February  2, 
1919.  He  died  April  28,  1975  at  the  age  of 
fifty-six. 

Doctor  Smith  graduated  from  the  Univer- 
sity of  Nebraska  College  of  Medicine  in  1950 
and  took  residency  training  in  surgery  in 
Detroit,  Michigan.  He  established  his 
practice  in  Albion  in  1952,  practicing  there 
until  his  death. 

He  is  survived  by  his  widow,  Billie  Rogers 
Smith;  two  sons,  Roger  Martin  of  Hot 
Springs,  Ark.,  and  James  Kimberly  of 
Dallas,  Texas;  one  grandchild;  one  sister, 
Lydia  Smith  of  Albion;  and  one  brother,  Dr. 
Chauncey  Martin  Smith  of  Kalispell,  Montana. 
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Medicinew  s... 


Health  education  hearings 
scheduled. 

The  Senate  Health  Subcommittee  con- 
ducted hearings  May  7-8  on  two  bills 
designed  to  devise  a national  strategy  for 
health  education  in  elementary  and  second- 
ary schools,  promotion  of  healthful  life  styles 
and  development  of  preventive  medicine 
programs.  S 1467,  sponsored  by  Senator 
Kennedy  (D.,  Mass.),  would  create  two 
entities:  an  HEW-based  “Center  for  Health 
Education  and  Promotion"  and  a publicly 
chartered,  private  corporation  called  the 
“Institute  for  Health  Education  and  Promo- 
tion.” Spending  of  $141  million  would  be 
authorized  over  a three-year  period.  The  bill 
also  provides  that  the  Secretary  could  not 
approve  any  application  of  any  health  care 
facility  for  a grant  under  the  Public  Health 
Services  Act  or  the  Community  Mental 
Health  Centers  Act  in  any  fiscal  year 
beginning  after  the  passage  of  the  bill  unless 
the  facility  included  consumer  health 
education  programs  prescribed  through 
regulations  by  the  Secretary.  Similar 
legislation,  S 1521,  has  been  introduced  by 
Senator  Javits  (R.  N.Y.). 


VA  physicians  pay. 

The  House  Veterans  Affairs  Subcommittee 
on  Hospitals  held  four  days  of  hearings  on 
HR  6088  and  related  bills  regarding  the 
payment  of  VA  medical  staff.  The  proposals 
are  designed  to  increase  the  salaries  of  VA 
physicians  and  dentists  and  provide  yearly 
adjustments  to  make  such  salaries  com- 
parable with  the  non-federal  sector.  Tes- 
timony of  VA  medical  Director  John  D. 
Chase,  M.D.  and  the  VA  staff  spokesmen 
suggested  a decline  in  medical  care  in  VA 
facilities  attributable  to  the  loss  of  VA 
physicians  and  dentists.  The  Administration 
testified  against  the  provisions  of  HR  6088, 
which  would  raise  VA  salaries  from  the 
present  maximum  of  $36,000  up  to  $75,000 
per  year.  The  Administration  did,  however, 
endorse  a bonus  program  for  VA  physicians 
similar  to  the  program  applicable  to 
physicians  in  the  uniformed  services. 


Pro-Banthine® 

brand  of 

propantheline  bromide 

Indications:  Pro-Banthine  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-Banthine  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 


SEARLE 


212 


"Antiacid”  action 
for  ulcer  patients... 


one  of  the  many  things  you 
need  in  an  anticholinergic 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 
Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are: 

"Antiacid"  action  — Pro-BanthTne®1 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 
Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 


Pro-Banthfne 

(propantheline  bromide) 


a good 
option 
peptic 


in 

u 


cer 


DYAZIDE 

Trademark 

makes  sense 
in  edema: 


® Each  capsule  contains  50  mg.  of 

Dyrenium®  (brand  of  triamterene)  and 
25  mg.  of  hydrochlorothiazide. 


Neither  inconvenient, 
unpalatable,  expensive 
potassium  supplements  nor 
special  K+  rich  diets  are 
needed  as  a rule.  Just 
‘Dyazide’  once  or  twice 
daily  for  control  of  edema. 
Serum  K+  and  BUN  should  be 
checked  periodically 
(see  Warnings  section). 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDB  The  following 
is  a brief  summary. 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Indications:  Edema:  That  associated  with  conges- 
tive heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum 

potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic  dys- 
function or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  devel- 
ops or  dietary  potassium  intake  is  markedly  impaired. 
Enteric-coated  potassium  salts  may  cause  small 
bowel  stenosis  with  or  without  ulceration.  Hyper- 
kalemia 05.4  mEq/L)  has  been  reported  in  4%  of 
patients  under  60  years,  in  12%  of  patients  over  60 
years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  elderly  or  diabetics).  If 
hyperkalemia  develops,  substitute  a thiazide  alone. 
If  spironolactone  is  used  concomitantly  with 
'Dyazide’,  check  serum  potassium  frequently  — 


both  can  cause  potassium  retention  and  sometimes 
hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recom- 
mended dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored ).  Observe 
patients  on  'Dyazide'  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  pa- 
tients receiving  Dyrenium  (triamterene,  SK&F). 
Rarely,  leukopenia,  thrombocytopenia,  agranulo- 
cytosis, and  aplastic  anemia  have  been  reported 
with  the  thiazides.  Watch  for  signs  of  impending  coma 
in  acutely  ill  cirrhotics.  Thiazides  are  reported  to  cross 
the  placental  barrier  and  appear  in  breast  milk.  This 
may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metab- 
olism and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during  nregnancv 
or  in  women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 
Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hy- 
perglycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  'Dyazide'  in- 
terferes with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may 
indicate  electrolyte  imbalance),  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotiz- 
ing vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


Dyazide’  gets  excess  water  and  salt  out 
and  helps  keep  essential  potassium  in. 


i Found  useful  in  the  management  of  vertigo*  associated  with 
liseases  affecting  the  vestibular  system. 

3 Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 

: Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 
3 Also  available  as  Antivert  (meclizine  HC1)  12.5  mg.  scored 
ablets,  for  dosage  convenience  and  flexibility. 

3 Antivert/25  (meclizine  HC1)  25  mg.  Chewable  Tablets  for 
lausea,  vomiting  and  dizziness  associated  with  motion  sickness. 
BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


'INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx.  1,000  tons) 

CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children . Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done,  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications!’ 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on  Mvwlllvi 
request.  A division  of  Pfizer  Pharmaceuticals 


Antivert25 

(meclizine  HC1)  25  mg.Tablets 

for  vertigo* 


New  York,  New  York  10017 


FAIN  RELIEF 
FOR  THE  MAJORITY 


NO.  A “for  pain  intensity  below  the  need  for  injectables 

As  a rOle,  only  pain  that  requires  morphine  is  beyond  the  scope 
of  Empirin®  Compound  with  Codeine  No.  4.  That’s  because  it 
delivers  a full  grain  of  codeine.  (In  the  preferred  phosphate 
form.)  Its  ant  it  ussive  action  is  particularly  appreciated  by 
patients  with  fractured  ribs,  and  following  chest  or  abdominal 
surgery.  Its  low  addiction  liability  is  a bonus  for  all  patients  who 
require  potent  analgesia.  ^ 

NO,3“for  almost  all  other  kinds  of  lesser  pain  ™ 

Most  other  kinds  of  lesser  pain  respond  to  Empirin  Compound 
with  Codeine  No.  3— whether  musculoskeletal,  neurological, 
soft-tissue  or  visceral.  One  might  say  No.  3 is  an  “all-purpose” 
analgesic  — not  too  little,  not  „ , .....  _ 

too  much.  Just  right  for  your  /Research’ Tnangle  ParCk  ' 

out-patients  in  these  categories.  Wallcome  / North  Carolina  27709 


Wherever  it  hurts 

PIPIN'  COMPOUND  c CODE! 


No.3,  codeine  phosphate*(32. 4 mg)gry2  ■ No.4,  codeine  phosphate*(64.8  mg)  gr  1 

Warning  — may  be  habit-forming.  Each  tablet  also  contains  aspirin  gr  3V£,  phenacetin  gr  2 H>,  caffeine  gr  V?. 


I Remember 


THE  TIME  I CALLED  A SURGEON 

It  was  polio  season,  before  we  had  vaccine, 
and  we  had  a whole  ward  full  of  iron  lungs 
with  polio  victims  inside  them;  that  was 
when  we  had  wards.  I was  head  of  the 
anesthesia  department  of  the  hospital,  being 
the  only  anesthesiologist  there,  and  one  of 
my  tasks,  during  polio  season,  was  to  in- 
tubate polio  patients  while  they  were  in  the 
respirators.  As  you  will  understand,  this  was 
not  the  happiest  of  situations  for  tracheal 
intubation.  The  head  could  not  be  properly 
placed,  the  rubber  collar  was  in  the  way,  and 
these  patients  could  not  tolerate  even  slight 
periods  of  hypoxia  brought  about  by  the  act 
of  intubating,  especially  when  the  procedure 
was  difficult. 

Nevertheless,  I did  it,  until  one  day,  when 
I was  called  to  see  a patient  whose  neck  was 
the  exact  opposite  of  the  kind  I would  have 


Medicinews 

Reasonable  charge  regulations. 

The  AMA,  in  a letter  to  HEW  Secretary 
Caspar  W.  Weinberger,  called  for  an 
extension  of  time  for  comments  upon 
proposed  rules  for  the  determination  of 
reasonable  charges  under  Medicare  published 
earlier  in  May.  The  Association  characterized 
the  proposed  rules  as  “technical  in  nature” 
and  “complex  in  substance,”  and,  accordingly, 
observed  that  a 30  day  time  period  for 
comment  would  be  “unrealistic  for  adequate 
input  to  be  developed  by  interested 
persons.” 


Health  insurance  for 
the  unemployed. 

After  two  days  of  deliberations,  the  House 
Interstate  and  Foreign  Commerce  Committee 
has  concluded  its  review  of  HR  5970,  Rep- 


wished for,  being  exceptionally  short  and 
thick.  But  his  color  was  even  more  striking; 
it  was  bluer  than  blue;  it  was  black.  And  he 
did  not  respond.  I tried  once  or  twice  and 
gave  up.  He  needs  a tracheotomy,  I said  (we 
didn’t  say  tracheostomy  then),  and  his  doctor 
asked  if  there  was  a physician  in  the  house 
whom  I knew  to  be  an  expert  tracheotomist. 

I said  there  surely  was,  he  was  a general 
surgeon  and  a good  one,  I had  seen  him  do 
many  of  them,  and  I knew  he  was  in.  So  I 
called  him,  and  he  came  right  over  and  did 
it,  and  his  procedure  was  not  easy,  either. 

That  afternoon,  the  patient  was  awake, 
pink,  and  reading  a newspaper.  And  my 
surgical  friend  told  me  to  my  surprise  that 
this  was  his  first  tracheotomy.  And  I never 
saw  him  do  another  one. 

— F.C. 


resentative  Rostenkowski’s  proposal  to 
provide  health  insurance  for  the  unemployed. 
The  bill  was  referred  to  the  Commerce  Com- 
mittee after  the  Ways  and  Means  Committee 
had  reported  the  measure  favorably.  In  an 
increasing  jurisdictional  battle,  the  Com- 
merce Committee  now  ordered  the  bill 
reported  unfavorably.  The  Committee  recom- 
mended an  amendment  to  HR  5970  in  the 
nature  of  a substitute  bill,  and  if  the  Rules 
Committee  provides  for  open  debate  on  the 
original  measure,  the  Commerce  Committee 
will  offer  its  substitute  amendment  on  the 
floor  during  the  debate.  The  Commerce  sub- 
stitute measure  would  provide  a one-year 
program  of  health  insurance  coverage  for  the 
unemployed,  funded  through  a one-percent 
tax  on  insurance  premiums.  HR  5970’s 
permanent  program  of  health  insurance  for 
the  unemployed  would  not  be  contained  in 
the  Commerce  proposal.  The  Commerce  bill, 
however,  would  cover  those  unemployed 
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persons  who  did  not  receive  benefits  under 
their  previous  employment.  This  new 
coverage  would  be  provided  by  an  extension 
of  the  Medicaid  program.  For  those 
employees  who  had  been  previously  covered, 
benefits  would  be  the  same  as  they  received 
under  their  employer-employee  plan.  Qual- 
ification would  be  based  on  eligibility  for  un- 
employment compensation  benefits.  The 
estimated  total  cost  of  the  Commerce 
measure  is  2.1  billion  dollars  (which  does  not 
include  administrative  costs).  Action  on  the 
issue  of  unemployment  health  insurance 
benefits  now  proceeds  to  the  House  Rules 
Committee. 


National  health  care 
act  introduced. 

Representative  Burleson  (D.,  Tex.)  and 
Senator  McIntyre  (D.,  N.H.)  have  introduced 
the  National  Health  Care  Act  of  1975,  S 1438 
(HR  5990).  The  five-part  proposal  calls  for 
the  establishment  of  three  types  of  insuring 
plans:  one  for  employer/employee  group 

coverage;  one  for  individuals;  and  one  for  ad- 
ministration at  the  state  level  for  the  poor 
and  the  near  poor.  Health  care  benefits 
would  be  phased  in  in  two  stages.  The  first 
stage  by  1977  and  the  second  would  be 
completed  in  1985.  The  proposal  also  calls  for 


programs  to  increase  the  supply  of  health 
care  personnel,  financial  assistance  to 
ambulatory  health  care  centers  and  for  the 
creation  of  a three  member  Health  Policy 
Board.  The  Health  Policy  Board  would  assist 
and  advise  the  President  in  the  preparation 
of  an  annual  health  report  and  would  review 
and  appraise  health  programs  on  a 
continuing  basis. 


Professional  liability  hearings. 

Caspar  W.  Weinberger,  Secretary  of 
HEW,  testified  before  the  Senate  Health 
Subcommittee  recently  on  the  subject  of  pro- 
fessional liability  insurance.  On  behalf  of  the 
Administration  he  criticized  the  three  bills 
pending  before  the  Subcommittee:  S 188,  the 
Federal  Malpractice  Insurance  Act;  S 215, 
the  National  Injury  Compensation  Act  of 
1975;  and  S 482,  the  National  Medical  Mal- 
practice Insurance  and  Arbitration  Act  of 
1975.  Secretary  Weinberger  began  the  Ad- 
ministration’s testimony  with  the  statement 
that  “We  do  not  accept  the  premise  that  the 
drastic  increases  in  the  number  of  mal- 
practice claims  or  the  skyrocketing  level  of 
malpractice  insurance  premiums  are  signs  of 
deteriorating  level  in  the  quality  of  medical 
care.” 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS- 
June  21  — Hastings,  City  Auditorium 
June  28  — Ogallala,  Elks  Lodge 
July  19  — Chadron,  Elks  Lodge 

AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  June  15-19,  1975,  At- 
lantic City,  New  Jersey. 

FOR  OUR  CHESS-PLAYING  DOCTORS  - 
U.S.  Open  Chess  Championship;  August 
10-22,  1975;  Hilton  Hotel,  Lincoln.  Spec- 
tators and  players  are  welcome.  Bud 
Narveson,  1729  C Street,  Lincoln,  is  Presi- 
dent of  the  Lincoln  Chess  Foundation. 


61ST  ANNUAL  CLINICAL  CONGRESS  - 
Of  the  American  College  of  Surgeons;  Oct. 
13-17,  San  Francisco,  California.  The 
address  of  the  A.C.S.  is  55  East  Erie  St., 
Chicago,  Illinois  60611. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  October  17-19,  1975,  Holiday- 
Inn  — Old  Mill  Road,  Omaha,  Nebraska. 


OMAHA  MID-WEST  CLINICAL  SOCIETY- 
43rd  Annual  Postgraduate  Assembly, 
October  27,  28  and  29,  1975,  Omaha  Hilton 
Hotel,  Omaha,  Nebraska.  Write  to;  1040 
Medical  Arts  Building  Omaha,  Nebraska 
68102. 


MID-STATE  NEBRASKA  MEDICAL  MEET- 
ING — Sponsored  by  the  Buffalo  County 
Medical  Society;  Nov.  12,  1975.  This  is  a 
one-day  course  held  for  all  practicing 
physicians;  the  topic  this  year  will  be  “Com- 
mon Pediatric  Problems.’’  Write  to:  Kenton 
L.  Shaffer,  M.D.,  Director  of  Mid-State 
Meeting,  Kearney  Clinic,  211  West  33rd  St. 
Kearney,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  - 
29th  Clinical  Convention,  November  30- 
December  4,  1975,  Honolulu,  Hawaii. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  2-5,  1976,  Kearney, 
Nebraska. 
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WashingtoN otes 


Liability. 

The  AMA  has  told  Congress  that  federal 
legislative  remedies  for  the  professional 
liability  crisis  could  create  a worse  situation 
and  in  some  cases  result  in  even  higher 
liability  costs. 

Testifying  before  the  Senate  Health  Sub- 
committee headed  by  Sen.  Edward  Kennedy 
(D.-Mass.)  as  it  opened  hearings  on  the 
liability  issue,  AMA  President  Malcolm  C. 
Todd,  M.D.,  declared  “it  is  far  wiser  for  states 
to  enact  varied  innovative  legislative 
responses  to  the  problem  than  to  have  an  un- 
tested and  unproved  scheme  enacted  on  a 
nationwide  basis  by  the  federal  government, 
particularly  where  such  proposals  contain 
elaborate  provisions  for  federal  government 
regulation  of  the  practice  of  medicine.” 

One  of  the  bills  before  the  Subcommittee 
proposes  compulsory  arbitration  tied  to 
licensure  and  relicensure  of  physicians, 
review  of  all  physicians’  services  by  Profes- 
sional Standards  Review  Organizations 
(PSRO’s),  acceptance  of  federal  fee  schedules 
under  Medicare  and  required  consultation 
before  surgery. 

Sen.  Edward  Kennedy  (D.-Mass.)  has  en- 
countered a wall  of  opposition  from  the  major 
groups  involved  in  the  medical  liability  crisis 
with  respect  to  federal  intervention  as  a 
solution.  The  Administration  has  joined  the 
AMA,  the  American  Hospital  Association, 
and  the  American  Trial  Lawyers  Association 
in  urging  that  the  federal  government  keep 
out  of  the  liability  picture  at  least  for  the  time 
being. 

Most  of  the  suggested  remedies  so  far 
carry  bad  news  for  some  group,  either  in- 
creased governmental  controls  on  physicians 
and  hospitals,  loss  of  fee  income  for  lawyers, 
or  some  undermining  of  medical  consumers’ 
right  to  sue.  In  addition,  insurance  has  always 
been  very  much  a state  prerogative  in  this 
country  and  federal  legislation  that  infringes 
on  states’  powers  over  insurance  is  always 
difficult  to  enact. 

In  the  absence  of  a clear  and  unequivocal 
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call  from  some  segment  of  the  affected  public 
and  professions,  the  likelihood  of  Congres- 
sional action  this  year  on  a broad  liability  bill 
appears  remote.  An  under-current  of  opinion 
on  Capitol  Hill  seems  to  be  that  the  problem 
should  be  faced  when  a national  health  in- 
surance program  is  considered. 


National  health  insurance. 

The  AMA  has  introduced  a new  proposal 
for  national  health  insurance  into  the  U.S. 
Congress.  Key  lawmakers  on  both  sides  of  the 
aisle  in  the  House  of  Representatives  are 
sponsors  of  the  bill  — HR  6222. 

The  AMA  proposal  is  the  only  substantially 
new  approach  to  national  health  insurance 
(NHI)  presented  so  far  in  the  94th  Congress. 
Called  the  Comprehensive  Health  Care  In- 
surance Act,  the  bill  was  introduced  into  the 
House  by  Reps.  Richard  Fulton,  (D.-Tenn); 
Tim  Lee  Carter,  (R.-Ky.);  John  Duncan, 
(R.-Tenn.);  and  John  Murphy,  (D.-N.Y.). 

The  AMA’s  NHI  plan  builds  on  the 
structure  of  the  present  system  of  employer- 
employee  group  health  insurance  plans, 
mandating  each  employer  to  provide  compre- 
hensive and  catastrophic  benefit  coverage 
with  the  employer  picking  up  at  least  65  per- 
cent of  the  cost.  Employees  would  not  be 
compelled  to  participate.  The  self-employed 
as  well  as  the  non-employed  could  purchase 
qualified  private  health  insurance,  through 
pools  if  needed,  at  a cost  not  more  than  125 
percent  of  the  cost  of  group  plans.  They 
would  have  all  or  part  of  the  premium  paid 
for  by  the  federal  government  depending 
upon  their  income  tax  liability. 

Small  businesses  that  find  the  mandated 
plan  an  added  financial  burden  would  receive 
federal  assistance. 

Medicare  beneficiaries  could  purchase  sup- 
plemental insurance  to  bring  Medicare 
benefits  to  a par  with  those  offered  else- 
where, with  the  government  assisting  people 
with  limited  resources.  Medicaid  would  be 
eliminated  under  the  program. 
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After  a certain  level  of  co-insurance  is 
reached,  depending  upon  income,  insurance 
covers  all  remaining  costs  as  a complete  pro- 
tection against  catastrophic  costs. 

The  co-insurance  factor  would  deprive  no 
one  of  needed  care,  sponsors  said.  The 
absolute  maximum  that  any  individual  would 
have  to  pay  would  be  $1,500;  the  absolute 
maximum  for  any  family  would  be  $2,000  in 
any  given  year. 


Medicare. 

An  Administration  proposal  to  tie  physician 
reimbursement  for  Medicare  patients  to 
levels  related  to,  but  under  “cost-of-living” 
indexes,  has  drawn  an  angry  protest  from  the 
AMA. 

The  new  payment  plan  would  carry  out  a 
provision  of  the  Social  Security  Amendments 
law  passed  in  1972  which  tied  physicians’  re- 
imbursement under  Medicare  to  economic 
factors  geared  to  a cost-of-living  index. 
Health,  Education  and  Welfare  Department 
Secretary  Caspar  Weinberger  said  the 
proposed  regulations  were  drafted  “so  that 
Medicare  costs  will  follow  rather  than  lead  in- 
flationary trends.” 

Ford  appoints. 

President  Ford  has  nominated  Theodore 
Cooper,  M.D.,  as  Assistant  Secretary  for 
Health  at  the  HEW  Department.  The  post  is 
the  most  powerful  health  job  in  the  federal 
government. 

Dr.  Cooper  succeeds  Charles  C.  Edwards, 
M.D.,  who  resigned  January  5.  A native  of 
Trenton,  N.J.,  Dr.  Cooper,  46,  has  been 
serving  as  Acting  Assistant  Secretary.  He  is 
a physiologist,  pharmacologist,  and  surgeon. 

Ford  also  nominated  Donald  S.  Frederick- 
son,  M.D.,  as  Director  of  the  National 
Institutes  of  Health.  Dr.  Frederickson,  50, 
replaces  Robert  S.  Stone  who  resigned 
January  31. 


Dr.  Cooper  has  served  as  Chief  Deputy  to 
Dr.  Edwards  following  a stint  as  head  of  the 
National  Heart  and  Lung  Institute.  He  is 
regarded  as  a capable  administrator  whose 
close  ties  to  the  scientific-academic  com- 
munity will  help  him. 

Dr.  Frederickson  also  served  as  Director  of 
the  National  Heart  Institute  and  had  been  a 
member  of  the  NIH  scientific  staff  since  1953. 
He  is  an  authority  on  fat  transport  in  the 
circulation  and  on  the  disease  of  lipid 
metabolism. 

Medical  officers  pay. 

A measure  sponsored  by  the  AMA  to 
remove  inequities  and  confusion  over  incen- 
tive pay  bonuses  for  federal  medical  officers 
has  been  introduced  in  Congress. 

The  bill  would  amend  the  law  to  enable  all 
medical  officers  in  the  uniformed  services  to 
be  eligible  for  the  special  pay  bonus  upon 
entering  into  active  duty. 

The  incentive  pay  could  be  reduced  or  ad- 
justed to  reflect  amounts  that  the  federal 
government  had  already  paid  or  any  benefits 
which  have  already  been  received  by  medical 
officers  prior  to  the  commencement  of  their 
active  duty.  Introduced  by  Rep.  Thomas 
Downey  (D.-N.Y.),  the  bill  applies  to  the 
military  and  the  Public  Health  Service  Com- 
missioned Corps.  There  have  been  many 
complaints  that  the  bonus  provisions  have  led 
to  instances  where  junior  men  were  receiving 
higher  pay  than  veteran  superiors. 

Insurance  for  unemployed. 

Congressional  plans  for  quick  action  on 
health  insurance  for  the  unemployed  have 
bogged  down  in  a jurisdictional  argument 
between  the  House  Commerce  and  Ways  and 
Means  Committees.  Both  committees  have 
bills  — neither  of  which  call  for  Social 
Security  involvement  — but  rival  committee 
members  seem  determined  to  block  each 
other’s  bill  from  the  floor. 
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While  Making  Rounds 


Quote  Unquote  [1]. 

I was  not  sorrowful,  I could  not  weep, 

And  all  my  memories  were  put  to  sleep. 
From  "Spleen,”  by  Ernest  Dowson. 

Words  I Can  Do  Without. 

Derotate;  in  my  book;  by  any  means; 
supraimposed;  truism. 

Biweekly;  this  word  means  every  two 
weeks,  or  twice  a week. 

On  Acronyms. 

KISS  is  an  acronym  indicating  a method  of 
diminishing  the  complexity  of  informa- 
tion fed  to  a computer;  it  stands  for 
Keep  It  Simple,  Stupid. 

Things  I’m  Tired  Of. 

Ye  long. 

May  I ask  you  a question? 

O To  Be  In  England. 

The  cost  of  a private  bed  in  a British 
National  Health  Service  Hospital  will  in- 
crease fifty  percent  over  the  previous 
rate,  somewhat  explained  by  a 43  per- 
cent rise  in  costs  since  the  last  increase 
rates  of  25  percent  in  April,  1974. 


They  Mean  The  Same. 

Emphraxis=  obstruction. 

On  Retiring  [Mandatory]. 

Half  the  Supreme  Court  justices  are  over 
65. 

Things  We  Used  To  Think. 

The  breath  of  a posthumous  baby  has  been 
used  as  a cure. 

Section  On  Statistics. 

Heart  transplants  have  now  been  done  in 
nearly  250  people. 

That’s  What  It  Means. 

Glenoid:  pit,  socket. 

Quote  Unquote  [3]. 

When  a dog  has  fleas,  he  doesn’t  start 
drawing  up  an  indictment  against  the 
world.  He  starts  to  scratch. 

Anon. 

Our  Medical  Schools. 

First-year  students:  14,436 

Total  enrollment:  53,735 

To  graduate  this  spring:  12,857 

The  History. 

Patient  noted  a rolling  feeling. 


The  Physical  Examination. 

There  is  measurable  atrophy  or  hyper- 
trophy of  thigh  muscles. 

How  To  Get  Into  Medical  School. 

A new  method  of  selecting  first  year 
medical  school  students  has  been 
suggested.  It  consists  in  choosing  them 
by  lottery.  Well,  it  is  not  as  complicated, 
less  open  to  the  usual  forms  of  criticism, 
and  fair  in  a democratic  way.  But  I 
might  not  have  got  in. 

Quote  Unquote  [2]. 

“Why  should  every  medicine  be  given  by 
injection?” 

Solzhenitsyn:  Cancer  Ward. 


Quote  Unquote  [4]. 

Just  remember  that  our  biggest  hope  in 
life  is  that  there  will  be  a tomorrow. 

R.  Jessup:  The  hot  blue  sea. 

The  Diagnosis. 

Left  knee  pain. 

The  Recommendation. 

The  patient  is  not  to  resume  no  activities. 

Why  Do  We? 

Why  do  we  say  sole  of  the  foot?  The  sole 
is  the  bottom  of  the  foot. 


On  Butchering  The  English  Language. 

“Priorities  take  place.” 


— F.C. 
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Books  reviewed. 

Current  surgical  diagnosis  and  treatment;  edited  and 
written  by  J.  Englebert  Dunphy,  M.D.  and  Lawrence 
W.  Way,  M.D.;  1123  pages;  limp  cover  $15.00; 

published  1975  by  Lange  Medical  Publications,  Los 
Altos,  California. 

Dr.  Dunphy  is  Professor  of  Surgery  and  Chairman  of 
the  Department  of  Surgery;  and  Dr.  Way  is  Associate 
Professor  of  Surgery,  both  at  the  University  of 
California  School  of  Medicine.  This  is  the  second  edition 
of  this  book,  which  first  appeared  in  1973.  There  are  51 
chapters,  written  by  70  different  authors.  Each  chapter 
has  been  revised,  and  many  changes  have  been  made  in 
the  new  edition. 

The  print  is  good,  there  is  an  appendix  and  a good 
index.  The  book  is  of  course  up-to-date  and  is  readable. 
Translations  have  already  been  started  into  Spanish, 
Serbo-Croation,  Japanese,  Italian,  German,  and  Portu- 
guese. There  are  even  sections  on  transplanting  the 
lung,  liver,  pancreas,  and  heart. 

It  is  recommended. 

— F.C. 


The  Mental  Hospital  and  Human  Services;  by 
Herbert  C.  Schulberg  and  Frank  Baker;  385  pages; 
hard  cover;  published  1975  by  Behavioral  Publications, 
New  York. 

Both  authors  are  Ph.D.s,  they  are  not  M.D.s;  and 
both  are  associated  with  Harvard  Medical  School.  The 
book  is  divided  into  three  sections:  Community  mental 
health  and  mental  hospitals,  Program  transition  at  the 
mental  hospital,  and  Human  Services  and  mental 
hospitals;  and  further  into  11  subdivisions. 

There  is  a preface,  an  author  index,  and  a subject 
index;  there  is  an  extensive  list  of  references.  The  print 
is  good,  the  pages  seem  just  barely  off-white;  there  are 
of  course  no  illustrations,  and  the  writing  is  good. 

-F.C. 


The  Letter  Box 


Dear  Dr.  Cole: 

Let  me  thank  you  for  your  great  contribu- 
tion to  the  state  through  your  years  of  effort 
as  editor  of  the  Nebraska  Medical  Journal.  I 
am  sure  it  is  a thankless  job,  but  an 
important  and  a great  contribution. 

Yours  truly, 

Jerald  R.  Schenken,  M.D. 


Dear  Doctor  Cole: 

May  I say  how  much  I enjoy  your 
editorials  such  as  the  one  about  the  surgeon 
who  never  blamed  himself  or  the  student 
nurse  having  trouble  with  fractions. 

Yours  cordially, 

Michael  Crofoot,  M.D. 


Dear  Dr.  Cole: 

The  Nebraska  Medical  Auxiliary  wishes  to 
express  their  gratitude  for  your  continued 
interest  and  support  of  our  Newsletter. 

Sincerely, 

Vernelle  Horn  (Mrs.  H.R.) 
Corresponding  Secretary 
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Physicians'  Classified 

WESTERN  NEBRASKA  TOWN  on  180  and 
U.S.  30  needs  two  physicians  (G.P.  or  family 
practice).  Fully  equipped  hospital.  Help  available 
in  procuring  clinic  facilities.  An  ideal  community 
to  raise  families.  Agriculture  is  principal 
industry.  Contact:  Ronald  L.  Howerter  (308)  874- 
2292  or  (308)  874-2610. 

WANTED  — By  group  of  Specialists  and  G.P.s 
in  Southern  Missouri  town  of  10,000.  G.P., 

Internist,  or  OB-GYN.,  under  40,  willing  to  work 
hard  and  rotate  call.  Ample  time  off  (5-day  week), 
one-week  Postgraduate  Study,  4 weeks  vacation. 
Salary  $36,000  - 50,000,  double  this  after  2 years 
and  become  full  partner.  Reply  to  Box  #55, 
NEBRASKA  MEDICAL  JOURNAL,  1902  First 
National  Bank  Building,  Lincoln,  Nebraska  68508. 

"WANTED  FAMILY  PRACTITIONER  - For 
long-established  practice  in  Omaha.  Fully-equip- 
ped office  accommodating  two  doctors.  Excellent 
hospital  connections.  Guaranteed  income  with 
option  of  taking  over  practice  after  one  year. 
Good  place  to  raise  a family  with  good  schools 
and  universities.”  Contact:  Box  #54,  NEBRASKA 
MEDICAL  JOURNAL,  1902  First  National  Bank 
Building,  Lincoln,  Nebraska  68508. 

IMMEDIATE  OPPORTUNITY  - GENERAL 
PRACTICE  - NEW  CLINIC  - Spacious  offices, 
abundant  examining  rooms,  lab,  x-ray,  close  to 
30-bed  accredited  hospital,  mental  health  clinic, 
dentist’s  office.  Hospital  retains  pathologist  and 
radiologist,  has  coronary  and  intensive  care 
facilities  and  Dataphone  Electrocardiographic 
service;  82-bed  intermediate  care  facility.  Loup 
City,  Nebraska,  population  1,500,  county  seat, 
medical  service  area  — 8,000.  Sherman  Lake, 
rivers,  and  open  land;  good  hunting;  fishing; 
water  sports;  city  park;  swimming  pool;  tennis 
court;  private  airport;  golf  club.  Administrator, 
Sacred  Heart  Hospital,  Loup  City,  Nebraska 
68853,  308-745-0503  (Collect). 


N 

Norfolk  Printing  Company,  Inc 19 

North  Central  Medical  Conference  5 

P 

Pharmaceutical  Manufacturers  Association  14,  15 

R 

A.  H.  Robins  Company 7,  8 

Roche  Laboratories  2,  3,  23,  24 

Roerig  & Co.  212C 

S 

G.  D.  Searle  & Co 212,  212A 

Smith  Kline  & French  Laboratories 212B 

Systemedics/AMS  9 


CLINIC  AVAILABLE  — General  practice  in 
furnished  clinic.  County  seat  town,  SW  Nebraska. 
Three  nursing  homes  in  town,  good  territory. 
Equipped  office  available  for  dentist.  Write  Box 
8,  Beaver  City,  Nebraska  68926. 

PSYCHIATRIST  - DIRECTOR  OF  MENTAL 
HEALTH  CLINIC  — Psychiatrist  interested  in 
young  adults  in  a comprehensive  community 
mental  health  clinic  in  University  Health  Center. 
Work  as  team  member  of  excellent,  harmonious 
multidiscipline  staff.  Good  fringe  benefits.  Salary 
negotiable.  University  of  Nebraska  is  an  Affirm- 
ative Action-Equal  Opportunity  Employer.  If 
interested,  call  or  write  K.  O.  Hubble,  M.D., 
Medical  Director,  University  Health  Center, 
Lincoln,  Nebraska  68508. 

PHYSICIANS  NEEDED  — Still  recruiting  for 
Internal  Medicine,  General  Practice,  Adolescent 
Medicine,  or  Adolescent  Pediatrics.  Salaries 
negotiable.  Excellent  fringe  benefits  and  working 
hours.  Must  have  sincere  interest  in  working 
with  young  adults.  Presently  forming  very 
compatible  staff.  If  interested,  call  or  write  K.  O. 
Hubble,  M.D.,  Executive  Medical  Director, 
University  Health  Center,  Lincoln,  Nebraska 
68508.  The  University  of  Nebraska  is  an  Affirm- 
ative Action-Equal  Opportunity  Employer. 

DOCTORS  - THE  NEXT  MOVE  IS  YOURS 
— Midwest  Medical,  Inc.  will  provide  you  with 
more  information  about  each  opportunity  than 
you  have  ever  imagined  possible.  For  the  first 
time  you  can  visually  preview  the  Community 
and  Medical  Facilities  of  over  80  opportunities  in 
the  Upper  Midwest,  at  ONE  location.  Saves  you 
time,  expense,,  and  frustration.  For  a thorough 
appraisal  of  all  factors  involved,  please  accept  our 
invitation  to  call.  For  discreet  and  confidential 
assistance  contact  M.  A.  Cornwall,.  M.D.,  MMI’S 
Medical  Director,  or  write:  Midwest  Medical, 
Inc.,  Lakeland,  Minnesota  55043,  612/436-5161. 
Locum  Tenens  opportunities  always  available. 


In  patients  with  chronic  or 
frequently  recurrent  urinary 
tract  infections 

Bactrim 

outperforms 

ampicillin. 

In  new  multicenter  studies  a higher  percentage 
of  Bactrim-treated  patients  maintained  clear  cultures 
for  four,  six  and  eight  weeks. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATIONS:  Chronic  urinary  tract  infections  evidenced 
by  persistent  bacteriuria  (symptomatic  or  asymptomatic), 
frequently  recurrent  infections  (relapse  or  reinfection), 
or  infections  associated  with  urinary  tract  com  plications, 
such  as  obstruction.  Primarily  for  cystitis,  pyelonephri- 
tis or  pyelitis  due  to  susceptible  strains  of  E.  coli, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  Proteus 
vulgaris  and  Proteus  morganii. 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
these  urinary  tract  infections. 

The  recommended  quantitative  disc  susceptibility 
method  ( Federal  Register  37: 20527-20529,  1972) 
may  be  used  to  estimate  bacterial  susceptibility  to 
Bactrim.  A laboratory  report  of  “Susceptible  to  tri- 
methoprim-sulfamethoxazole” indicates  an  infection 
likely  to  respond  to  Bactrim  therapy,  "Intermediate 
susceptibility’’  also  indicates  a likely  response  and 
"Resistant’’  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or 
sulfonamides;  pregnancy;  nursing  mothers. 

Warnings:  Deathsfrom  hypersensitivity  reactions, agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias 
have  been  associated  with  sulfonamides.  Experience 
with  trimethoprim  is  much  more  limited  but  occa- 
sional interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombo- 
penia  in  elderly  patients  on  certain  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaun- 
dice may  be  early  signs  of  serious  blood  disorders. 
Frequent  CBC’s  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted.  Data  are  insufficient 
to  recommend  use  in  infants  and  children  under  12. 


See  charts  on  following  page  for  details  of  studies. 


For  chronic  cystitis  or  pyelonephritis 
evidenced  by  persistent  bacteriuria, 
frequently  recurrent  infections  or  infections 
associated  with  urinary  tract 
complications,  when  infection  is  due 
to  susceptible  organisms. 


Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
severe  allergy  or  bronchial  asthma.  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  he- 
molysis, frequently  dose-related,  may  occur.  During 
therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  exami- 
nation, and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported 
with  Bactrim.  Blood  dyscrasias:  Agranulocytosis, 
aplastic  anemia,  megaloblastic  anemia,  thrombopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  re- 
actions: Erythema  multiforme,  Stevens-Johnson 
syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photosen- 
sitization, arthralgia  and  allergic  myocarditis.  Gastro- 
intestinal reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuri- 
tis, mental  depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo,  insomnia,  apathy,  fatigue, 
muscle  weakness  and  nervousness.  Miscellaneous 
reactions:  Drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E. 
phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia  in  patients;  cross-sensitivity  with 
these  agents  may  exist.  In  rats,  long-term  therapy 
with  sulfonamides  has  produced  thyroid  malignancies. 


DOSAGE:  Not  recommended  for  children  under  12. 

Usual  adult  dosage:  2 tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Bactrim 

(80  mg  trimethoprim/400  mg  sulfamethoxazole) 


Supplied:  i ablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


In  new  multicenter  studies 
of  patients  with  chronic  or  frequently 
recurrent  urinary  tract  infections 

Bactrim^ 


outperforms  ampici 


Bactrim  vs  ampicillin.  10-day  therapy.  157  patients. 

4 weeks  of  clear  culture  6 8 


Bactrim  vs  ampicillin.  28-day  therapy.*  53  patients. 


4 weeks  of  clear  culture  6 
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Criterion  for  clear  culture:  1000  or  fewer  organisms/ml  of  urine. 
Numbers  in  parentheses:  No.  of  patients  evaluated  for  this  time  period. 


Criterion  for  clear  culture:  1000  or  fewer  organisms/ml  of  urine. 
Numbers  in  parentheses:  No.  of  patients  evaluated  for  this  time  period. 


17.5%The  Bactrim  plus. 

Patients  maintaining  clear  cultures  for8  weeks 

Bactrim:  70.3% 
ampicillin:  52.8% 


He 


37.1%  The  Bactrim  plus. 

Patients  maintaining  clear  cultures  for  8 weeks 
Bactrim:  76.0% 
ampicillin:  38.9% 


In  two  multiclinic,  double-blind  studies  of  pa- 
tients with  chronic  or  frequently  recurrent  urinary 
tract  infections,  Bactrim  maintained  a higher  rate  of 
clear  cultures  than  ampicillin.  All  patients  had  "sig- 
nificant bacteriuria"  (100,000  or  more  organisms/ml 
of  urine)  on  two  consecutive  pretreatment  cultures; 
many  had  previously  undergone  multiple  treatment 
programs  and/or  surgery.  Organisms  were  E.  coli  and 
Proteus  mirabilis. 

Side  effects  were  relatively  mild  (e.g.,  nausea, 


vomiting,  rash),  but  more  serious  side  effects  can 
occur  with  the  agents  studied.  Please  consult  the 
manufacturers'  product  information  for  all  warnings, 
precautions,  contraindications  and  adverse  reactions. 


’While  the  usual  therapy  regimen  for  Bactrim  is  10  to  14  days,  patients 
with  chronic  urinary  tract  infections  can  be  and  are  treated  for  sub- 
stantially longer  periods  with  standard  agents  such  as  ampicillin. 
These  studies,  therefore,  include  both  10-day  and  28-day  courses  of 
therapy.  In  both  studies  dosage  was  one  500-mg  ampicillin  capsule 
q.i.d.  or  two  Bactrim  tablets  b.i.d.  plus  placebos  to  make  each  drug 
regimen  appear  identical. 


Please  see  preceding  page  for  summary 
of  product  information. 
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Both  often 


Predominant 
• psychoneurotic 
anxiety 


Associated 
• depressive 
symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two.  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 

the  excessive  anxiety  and  asso  9_ma  ^-ma  10-mcr 

dated  depressive  symptoms  ^ 1 1 J A 1 1^,  1U  1 1 1£,  IdUlClb 

and  thus  encourage  a more 
restful  night’s  sleep. 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAM/!' 


INLAY-TABS 


Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg. 
aluminum  hydroxide  dried  gel,  150  mg. 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  1 0 grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ev 
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Medicinews  . . . 

S.S.I.  evaluation  group  appointed. 

The  appointment  of  a five-member  study 
group  of  specialists  in  public  administration 
to  evaluate  the  Supplemental  Security 
Income  program  was  announced  today  jointly 
by  HEW  Secretary  Caspar  W.  Weinberger 
and  James  B.  Cardwell,  Commissioner  of 
Social  Security. 

“The  study  group  will  concern  itself  not 
only  with  HEW’s  administration  of  SSI,  but 
will  also  conduct  a broad  assessment  of 
program  concepts,  including  the  role  of  the 
Federal  and  State  Governments,”  Secretary 
Weinberger  said.  “We  will  look  to  the  group 
to  recommend  administrative  and  legislative 
improvements  of  the  program’s  effectiveness 
and  its  fiscal  accountability.” 

Since  January  1,  1974,  the  Federal 

Government  has  been  paying  monthly  SSI 
checks  to  needy  people  65  and  over  and  to 
needy  people  of  all  ages  who  are  blind  or 
severely  disabled.  Recipients  received  a total 
of  $5.3  billion  in  1974,  including  $4  billion  in 
Federal  funds  and  $1.3  billion  in  State  funds. 
Supplemental  Security  Income  replaced  the 
former  State-administered  assistance  pay- 
ments to  the  needy  aged,  blind,  and  disabled. 


Court  upholds  PSRO  law. 

A three-judge  Federal  District  Court,' 
Thursday,  upheld  the  Professional  Standards 
Review  Organization  system  created  under 
the  Social  Security  Amendments  of  1972.  In 
a 36-page  opinion,  the  Court  rejected  the 
contentions  raised  by  the  Association  of 
American  Physicians  and  Surgeons  that 
PSRO  deprived  physicians  of  their  right  to 
practice,  interferred  with  the  physician- 
patient  relationship  and  invaded  the  privacy 
of  potential  patients.  Joining  in  the  lawsuit 
as  individual  plaintiffs  were  Doctors  Roy  A. 
Grinker,  Sr.;  George  E.  Shambaugh,  Jr.;  and 
Edward  A.  Wolpert.  The  suit  had  been 
pending  for  two  years.  In  dismissing  the  case 
the  Court  declined  to  rule  on  the  PSRO  law 
provision  purporting  to  grant  professional 
liability  immunity  when  norms  are  observed 
and  the  physician  acted  with  due  care. 


adjunctive 
therapy 
for  wound 
debridement 


HELPS  TO  REMOVE: 

• Necrotic  Tissue 

and  Associated  Odor 

HELPS  PREPARE 
WOUND  FOR: 

• Granulation/Healing 

• Granulation/Grafting 


CLEANSE  WOUND 

Thoroughly  cleanse  and 
irrigate  wound  area  with 
sodium  chloride  or  water 
solutions.  Wound  MUST 
be  cleansed  of 
antiseptics  or  heavy- 
metal  antibacterials. 


THOROUGHLY  MOISTEN 

Thoroughly  moisten 
wound  area  either 
through  tubbing, 
showering,  or  wet  soaks 
(e.g.,  sodium  chloride  or 
water  solutions). 


APPLY  ENZYME 

Apply  a layer  of  TRAVASE 
Ointment.  Assure  intimate 
contact  with  necrotic 
tissue  and  complete 
wound  coverage. 


APPLY  MOIST  DRESSING 

Apply  loose  moist 
dressings  (most 
important  with  dry 
leathery  eschar). 


CHANGE  DRESSINGS 

When  changing  dressing, 
gently  wipe  away  the 
dissolved  material. 

Repeat  the  procedure, 
including  application  of 
TRAVASE  Ointment, 

3 to  4 times  per  day  for 
best  results. 


Travase  Ointment 


brand  of  Sutilains 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Deerfield.  Illinois  60015 


Please  see  next  page  for  prescribing  information. 
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Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


After  nine  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 
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Before  treatment . . . 
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48  hours  following  treatment  with  TRAVASE 
Ointment  on  right  hand;  left  hand  is  control. 


Travase”  Ointment 

(brand  of  Sutilains) 

Indications:  For  wound  debridement,  TRA- 
VASE Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following 
lesions: 

Second  and  third  degree  burns, 

Decubitus  ulcers, 

Incisional,  traumatic,  and 
pyogenic  wounds, 

Ulcers  secondary  to  peripheral 
vascular  disease. 

Contraindications:  Application  of  TRAVASE 
Ointment  is  contraindicated  in  the  following 
conditions: 

Wounds  communicating  with  major  body 
cavities, 

Wounds  containing  exposed  major  nerves 
or  nervous  tissue, 

Fungating  neoplastic  ulcers, 

Wounds  in  women  of  child-bearing 

potential — because  of  lack  of  laboratory 
evidence  of  effects  of  TRAVASE  upon 
the  developing  fetus 


Warning:  Do  not  permit  TRAVASE  Ointment 
to  come  into  contact  with  the  eyes.  If  con- 
tact is  made,  immediately  rinse  with  copious 
amounts  of  water,  preferably  sterile. 

Precautions:  A moist  environment  is  essen- 
tial to  optimal  activity  of  the  enzyme.  En- 
zyme activity  may  also  be  impaired  by  cer- 
tain agents  (see  package  insert).  Although 
there  have  been  no  reports  of  systemic 
allergic  reaction  in  humans,  studies  have 
shown  that  there  may  be  an  antibody  re- 
sponse in  humans  to  absorbed  enzyme 
material. 

Adverse  Reactions:  Consist  of  mild,  tran- 
sient pain,  paresthesias,  bleeding  and  tran- 
sient dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  anal- 
gesics. Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally 
have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result 
of  the  application  of  TRAVASE  Ointment, 
therapy  should  be  discontinued.  No  systemic 
toxicity  has  been  observed  as  a result  of  the 
topical  application  of  TRAVASE  Ointment. 


DOSAGE  AND  ADMINISTRATION:  STRICT 

ADHERENCE  TO  THE  FOLLOWING  IS  RE- 
QUIRED FOR  EFFECTIVE  RESULTS  OF 

TREATMENT: 

1.  Thoroughly  cleanse  and  irrigate  wound 
area  with  sodium  chloride  or  water 
solutions.  Wound  MUST  be  cleansed  of 
antiseptics  or  heavy-metal  antibacterials 
which  may  denature  enzyme  or  alter 
substrate  characteristics  (e  g., 
hexachlorophene,  silver  nitrate, 
benzalkonium  chloride,  nitrofurazone, 
etc.). 

2.  Thoroughly  moisten  wound  area  either 
through  tubbing,  showering,  or  wet  soaks 
(e  g.  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer 
assuring  intimate  contact  with  necrotic 
tissue  and  complete  wound  coverage 
extending  'A  to  Vz  inch  beyond  the  area 
to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per 
day  for  best  results. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Deerfield.  Illinois  60015 


Medicinews  . . . 


Manpower  bill  ordered  reported. 

The  full  Committee  on  Interstate  and 
Foreign  Commerce  was  involved  in  a heated 
debate  over  aspects  of  the  pending  Health 
Manpower  Act,  H.R.  5546.  Two  crucial  votes 
came  Tuesday  when  Representatives  Byron 
(D.,  Md.)  and  Satterfield  (D.,  Va.)  moved  to 
strike  the  provisions  of  the  pending  bill 
which  would  require  medical  students  to 
repay  funds  which  were  paid  to  the  medical 
schools  but  not  the  students  themselves.  The 
amendment  was  defeated  9-20,  and  the 
Committee  thereupon  adopted  an  amend- 
ment proposed  by  Representative  Hastings 
(R.,  N.Y.)  which  would  require  all  students 
of  the  health  professions  whose  schools 
received  capitation  funding  under  the  bill  to 
be  responsible  for  the  repayment  of  such 
funds.  As  originally  written,  the  bill  would 
have  required  students  in  medicine,  osteo- 
pathy, and  dentistry  to  repay,  in  mandated 
service  or  money,  those  amounts  awarded  to 
their  medical  school  by  virtue  of  their 
attendance.  Under  the  Hastings  amendment, 
the  obligation  for  repayment  would  be 
extended  to  students  of  veterinary  medicine, 
optometry,  pharmacy  and  podiatry.  A second 
major  issue  was  debated  Wednesday  when 
Representative  Broyhill  (R.,  N.C.),  with 

strong  support  from  Representative  Lent 
(R.,  N.Y.),  moved  to  delete  title  VIII  of  the 
pending  bill  which  would  allow  the  federal 
government  to  control  the  allocation  of 
medical  residency  positions.  The  motion  was 
defeated  11-21,  with  Representative  Paul  G. 
Rogers  (D.,  Fla.),  Chairman  of  the  Sub- 
committee on  Public  Health  and  Environ- 
ment, casting  his  own  and  five  proxy  votes 
against  the  amendment.  The  key  amend- 
ments opposing  stringent  repayment  formu- 
las and  federal  control  of  residencies  were 
written  by  the  American  Medical  Association 
and  supported  by  state  and  specialty 
societies  as  well  as  student  groups  and  house 
staff  representatives.  The  amendments 
reflect  policy  determinations  voted  by  the 
AMA  House  of  Delegates  last  year.  Earlier 
this  year  AMA  presented  documentation 
that  50%  of  the  first  year  residency  positions 
are  now  being  devoted  to  primary  care 
specialties. 
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V*  Hospitals  Physicians 
Dentists 

State  Licensed  and  Bonded 
"FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

307  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475  6744 

FREMONT  OFFICE 

1941  East  8th  Street 
Phone  727-9244 
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Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley 


MEDICAL 


SUPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


Your  temperature’s  normal.  Disappointing,  isn’t  it?' 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing,  Michigan  48823 
American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec.,  Suite  1201, 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Office  of  the  Director 
One  E.  Wacker  Dr.,  Suite  2700, 

Chicago.  Illinois  60601 
American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

Ernest  M.  Frost,  Ed.D.,  Exec.  Vice  President 
One  West  48th  St.,  New  York,  New  York  10020 
American  Heart  Association 

Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
44  East  23rd  St.,  New  York,  New  York  10010 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 


American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Interned  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

535  The  Central  Tower  Bldg.,  3rd  at  Market  St., 
San  Francisco,  California  94103 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Exec.  Dir. 

1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 
International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South,  New  York,  N.Y.  10010 
National  Rehabilitation  Association 
1522  “K"  St„  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Robert  E.  Wise,  M.D.,  Pres. 

One  MONY  Plaza,  15th  Floor, 

Syracuse,  New  York  13202 
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Correlation  of  Immune  Reactivity  and 
Clinical  Status  in  Cancer  — P.  B.  Chretien 
et  al  (Surgery  Branch,  National  Cancer 
Institute,  NIH,  Bethesda,  MD  20014) 
Ann  Clin  Lab  Sci  4:331-338  (Oct)  1974. 

Callular  immune  competence  was  quanti- 
tated postoperatively  in  100  patients  with 
cancer  who  were  considered  clinically  free  of 
tumor  and  compared  with  preoperative 
values  in  200  patients  with  cancer  and  more 
than  400  normal  persons.  Immunity  was 
assessed  by  in  vitro  phytohemagglutinin- 
induced  lymphocyte  reactivity  and  in  vivo 
dinitrochlorobenzene  (DNCB)  contact  sensi- 
tivity. The  immune  reactivity  of  the  patients 
with  cured  cancer  correlated  with  the 
histological  stage  of  the  tumor  previously 
excised.  Patients  cured  of  squamous  car- 
cinomas had  high  incidences  of  impairment  of 
lymphocyte  reactivity  and  DNCB  contact 
sensitivity  similar  to  that  found  pre- 
operatively.  Patients  with  sarcomas,  mela- 
nomas, and  adenocarcinomas,  however,  had 
lymphocyte  reactivity  higher  than  both  their 
preoperative  counterparts  and  normal  sub- 
jects and  did  not  display  the  abnormalities  of 


PEDIATRICIANS 

INTERNISTS 

FAMILY  PRACTITIONERS 

Are  you  getting  just  a little  weary  of  the  pressures  of  private 
practice'?*  Are  there  not  enough  hours  in  the  day  to  leave  any- 
thing for  leisure  time9  Are  the  increasing  costs  of  running  your 
office  and  high  taxes  eating  up  your  actual  income?  If  so,  why 
don't  you  consider  hospital  practice  in  one  of  our  agencies  and 
solve  a lot  of  these  problems. 

We  offer  a regular  work  week,  salaries  up  to  $38,314 
depending  on  qualifications  and  job  responsibilities,  additional 
compensation  if  on  call  time  is  required  which  may  amount  to  as 
much  as  20%  of  base  salary,  and  an  excellent  fringe  benefit 
program  provided  through  Michigan  Civil  Service. 

The  agencies  where  we  currently  have  opportunities  are 
located  in  small  communities  where  the  pace  of  life  is  a little 
more  casual  and  where  you  will  be  able  to  enjoy  your  leisure 
time  in  the  excellent  recreational  facilities  our  state  has  to  offer. 

Why  not  send  us  a copy  of  your  up-to-date  curriculum  vitae 
and  see  what  can  be  worked  out. 

All  applicants  must  possess  or  be  eligible  for  a permanent 
license  to  practice  in  Michigan. 

Ivan  E.  Estes,  Personnel  Director 
Michigan  Department  of  Mental  Health 
Lewis  Cass  Building 
Lansing,  Michigan  48926 
AN  EQUAL  OPPORTUNITY  EMPLOYER 


DNCB  contact  sensitivity  present  in  the 
comparable  preoperative  groups.  A sup- 
pressant effect  on  lymphocyte  reactivity  of 
sera  studied  preoperatively  from  patients 
with  squamous  carcinomas  and  sarcomas  also 
occurred  with  sera  from  patients  with  cured 
squamous  carcinoma. 


Councilor  Districts  and  Counties 


NEBRASKA  MEDICAL  ASSOCIATION 


First  District:  Councilor:  Carlyle  E. 

Wilson,  Jr.,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District:  Councilor:  Louis  J. 
Gogela,  Lincoln.  Counties:  Lancaster, 
Otoe,  Cass. 

Third  District:  Councilor:  H.  C.  Stewart, 
Pawnee  City.  Counties:  Gage,  John- 
son, Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor.  James  G. 
Carlson,  Verdigre.  Counties:  Knox, 

Cedar,  Dixon,  Dakota.  Antelope, 
Pierce,  Thurston,  Madison,  Stanton, 
Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert  M. 

Sorensen,  Fremont.  Counties:  Burt, 
Washington,  Dodge,  Platte,  Colfax, 
Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz  G. 

Steenburg,  Aurora.  Counties:  Saun- 
ders, Butler,  Polk,  Seward,  York, 
Hamilton. 

Seventh  District:  Councilor:  Lyle  H. 
Nelson,  Crete.  Counties:  Saline,  Clay, 
Fillmore,  Nuckolls,  Thayer,  Jefferson. 

Eighth  District:  Councilor:  A.  Dean 

Gilg,  Bassett.  Counties:  Cherry,  Key- 
apana.  Brown,  Rock,  Holt,  Sheridan, 
Boyd. 

Ninth  District:  Councilor:  Hiram  R. 

Walker,  Kearney.  Counties:  Hall, 

Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties.  Gosper.  Phelps, 
Adams,  Furnas,  Harlan,  Webster, 
Kearney,  Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer,  Ogallala.  Counties:  Lincoln, 
Perkins,  Keith,  McPherson,  Garden, 
Arthur,  Logan,  Deuel. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  Scottsbluff.  Counties:  Scotts 

Bluff,  Banner,  Box  Butte,  Morrill, 
Kimball,  Cheyene,  Sioux,  Dawes. 


Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  SOCIETIES 


COUNTY 

Adams 

Antelope- Pierce 

Boone 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne- Kimball- Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha  Medical 

Otoe 

Perkins-Chase 

Phelps 

Platte-Loup  Valley 
Saline 
Saunders 
Scotts  Bluff 
Seward 

South  Central  Nebraska 
S.E.  Nebraska 
S.W.  Nebraska 
Washington- Burt 
York- Polk 


PRESIDENT 
Earl  J.  Dean,  Hastings 
R.  E.  Kopp,  Plainview 

Raymond  H.  Olson,  Alliance 
Ron  D.  Scott,  Kearney 
Joseph  R.  Byers,  David  City 
R.  J.  Dietz,  Plattsmouth 

C.  J.  Cornelius,  Jr.,  Sidney 
Leonard  J.  Chadek,  West  Point 
M.  L.  Chaloupka,  Broken  Bow 

B.  W.  Pyle,  Gothenburg 
Roger  A.  Dilley,  Fremont 
Henry  J.  Billerbeck,  Randolph 
Morris  D.  Mathews,  St.  Paul 
Patrick  C.  Gillespie.  Beatrice 
Charles  D.  McGrath,  Gr.  Island 
Houtz  G.  Steenburg,  Aurora 
Robert  W.  Waters,  O'Neill 

R.  G.  Hanisch,  St.  Paul 
Gordon  O.  Johnson,  Fairbury 
Douglas  M.  Laflan,  Creighton 
Herbert  E.  Reese,  Lincoln 
Miles  E.  Foster,  North  Platte 
R.  E.  Klaas,  Norfolk 
James  F.  Panzer,  Gordon 
Clarence  A.  McWhorter,  Omaha 

C.  R.  Williams,  Syracuse 
L.  C.  Potts,  Grant 

Frank  A.  Brewster,  II,  Holdrege 
Ronald  C.  Anderson,  Columbus 
Robert  E.  Quick.  Crete 
E.  J.  Hinrichs,  Wahoo 
Jerome  A.  Fuhrman,  Gering 
Van  E.  Vahle,  Seward 
Vincent  S.  Lynn,  Geneva 
Paul  M.  Scott,  Auburn 
James  E.  Monaghan,  Benkelman 
H.  Neal  Sievers,  Blair 
James  D.  Bell,  York 


SECRETARY-TREASURER 
Clyde  L.  Kleager,  Hastings 

D.  F.  Johnson,  Jr.,  Osmond 
Charles  L.  Sweet,  Albion 

F P.  Sucgang,  Alliance 
William  M.  Vosik,  Kearney 
Gerald  W.  Luckey,  David  City 
Glen  D.  Knosp,  Elmwood 
C.  J.  Cornelius,  Jr.,  Sidney 
Eugene  L.  Sucha,  West  Point 
Loren  H.  Jacobsen,  Broken  Bow 
John  H.  Worthman,  Cozad 
William  B.  Eaton,  Fremont 
Charles  G.  Muffley,  Pender 
Richard  M.  Fruehling,  St.  Paul 
Klemens  E.  Gustafson,  Beatrice 
Gordon  D.  Francis,  Gr.  Island 
Richard  O.  Forsman,  Aurora 
Don  D.  Bailey,  O’Neill 

E.  C.  Hanisch,  Sr.,  St.  Paul 
R.  A.  Blatny,  Fairbury 

D J.  Nagengast,  Bloomfield 
J.  Thomas  McGreer,  III,  Lincoln 
Lewis  B.  Harden,  North  Platte 

F.  Martin,  Norfolk 
Richard  A.  Savage,  Chadron 
Donald  J.  Pavelka,  Omaha 
Gary  L.  Rademacher,  Nebr.  City 
Paul  F.  Bottom,  Grant 

Rex  J.  Kelly,  Holdrege 

A.  H.  Liebentritt,  Columbus 
Lyle  H.  Nelson.  Crete 
John  E.  Hansen.  Jr..  Wahoo 
R.  Dan  Clark,  Gering 
David  C.  Krohn,  Seward 
Chas.  F.  Ashby,  Geneva 
Theo.  C.  Kiekhafer,  Falls  City 
Thomas  A.  Johnson,  Jr..  McCook 
Hans  Rath,  Omaha 

B.  N.  Greenberg.  York 
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the  weight  of  scientific  opinion 


If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 
was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

“...the  problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 


BIOEQUIVALENCE 


OFFICE  OF  I1CHNOCOOV  AMtJiBMtUt 
on  tm  BIOBOUIVAiBNCt  STUOV  PANft 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and  / or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.’’ 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription . . . 

Pharmaceutical  Manufacturers 
liMKl  Association 
15^731  U55  Fifteenth  Street,  N.W 

Washington,  D.C.  20005 

'Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


protecting  the 
integrity  of . 
your  prescription 


Nebraska  Medical  Association  Officers  and  Committees 


OFFICERS 


Warren  G.  Bosley.  Grand  Island 
Harlan  L.  Papenfuss,  Lincoln 
Russell  L.  Gorthey.  Lincoln 
Frank  Cole.  Lincoln 
Kenneth  E Neff.  Lincoln 


President 

President-Elect 

Secretary-Treasurer 

Editor 

Executive  Secretary 


AMA  Delegates  — C.  J.  Cornelius.  Jr..  Sidney;  John  R.  Schenken.  Omaha 
AMA  Alternates  — John  D.  Coe.  Omaha;  Louis  J.  Gogela.  Lincoln 


POLICY  COMMITTEE 

Warren  G.  Bosley.  Chm. 

Harlan  L Papenfuss 
James  H Dunlap 
John  D Coe 
Frank  P.  Stone 


ADVISORY  TO  AUXILIARY 


Y.  Scott  Moore,  Chm. 

Lincoln 

Warren  G.  Bosley 

Grand  Island 

James  G.  Carlson 

Verdigre 

John  D.  Coe 

Omaha 

J Whitney  Kelley 

Omaha 

Kenneth  T.  McGinnis 

Lincoln 

ALLIED  PROFESSIONS 

Warren  Q.  Bradley 

Lincoln 

Muriel  N.  Frank 

Omaha 

Loren  H.  Jacobsen 

Broken  Bow 

David  L.  Kutsch 

Lincoln 

John  H.  Worthman 

Cozad 

CANCER 

F.  William  Karrer,  Chm. 

Omaha 

John  B.  Davis 

Omaha 

William  T.  Griffin 

Lincoln 

Henry  M.  Lemon 

Omaha 

Frank  H.  Tanner 

Lincoln 

Wallace  J.  Vnuk 

Kearney 

CONSTITUTION  AND  BY-LAWS 

J.  P.  Schlichtemier,  Chm. 

Omaha 

R.  L.  Cassel 

Fairbury 

Earl  J.  Dean 

Hastings 

John  T.  McGreer.  Ill 

Lincoln 

Harold  M.  Nordlund 

York 

Robert  D.  Sidner 

Kearney 

EMERGENCY  MEDICAL  SERVICE 

Harris  B.  Graves,  Chm. 

Waterloo 

Stephen  W.  Carveth 

Lincoln 

V.  Franklin  Colon 

Friend 

William  H.  Gondring 

Lincoln 

Dean  A.  McGee 

Omaha 

Richard  B.  Svehla 

Omaha 

GERIATRICS 

Vernon  G.  W'ard,  Chm. 

Omaha 

Douglass  A.  Decker,  Jr. 

Lincoln 

Dwight  M.  Frost 

Omaha 

Clyde  A.  Medlar 

Columbus 

Frederick  F.  Paustian 

Omaha 

HEALTH  PLANNING 

Richard  A.  Cottingham,  Chm. 

McCook 

Stuart  D Campbell 

Scottsbluff 

James  G.  Carlson 

Verdigre 

C J.  Cornelius,  Jr. 

Sidney 

F.  H.  Hathaway 

Lincoln 

James  E.  Ramsay 

Atkinson 

Stanley  M.  Truhlsen 

Omaha 

HOSPITAL  AND  PROFESSIONAL 

RELATIONS 

Gordon  D.  Adams 

Norfolk 

Muriel  N.  Frank 

Omaha 

Arthur  L.  Larsen 

Omaha 

Leonard  R.  Lee 

Lincoln 

Kenneth  D.  Peters 

Plainview 

Jerald  R.  Schenken 

Omaha 

A.  Eugene  Van  Wie 

Grand  Island 

INSURANCE  AND  PREPAYMENT 


MEDICAL  CARE 


A.  L.  Smith,  Jr. 

Lincoln 

Harold  D.  Dahlheim 

Norfolk 

Russell  J.  Mclntire 

Hastings 

Frederick  F.  Paustian 

Omaha 

Blaine  Y Roffman 

Omaha 

Paul  M.  Scott 

Auburn 

Stanley  M.  Truhlsen 

Omaha 

Hiram  R.  Walker 

Kearney 

BOARD  OF  DIRECTORS 


Grand  Island 

Charles  F.  Ashbv 

Geneva 

Lincoln 

Robert  B Benthack 

Wayne 

Norfolk 

Dwight  W Burney.  Jr. 

Omaha 

Omaha 

Russell  L Gorthey 

Lincoln 

Lincoln 

Robert  J.  Morgan 

Alliance 

MEDICAL  EDUCATION 

SCIENTIFIC  SESSIONS 

John  W.  Smith.  Chm. 

Omaha 

Joel  T.  Johnson,  Chm. 

Kearney 

James  E Bridges 

Fremont 

Richard  A.  Cottingham 

McCook 

Wendell  L.  Fairbanks 

Auburn 

Randolph  M.  Ferlic 

Omaha 

Randolph  M.  Ferlic 

Omaha 

Russell  L.  Gorthey 

Lincoln 

R.  C.  Rosenlof 

Kearney 

Y.  Scott  Moore 

Lincoln 

Fred  J.  Rutt 

Hastings 

Jerry  A.  Reed 

Lincoln 

Robert  J.  Stein 

Lincoln 

Robert  M.  Stryker 

Omaha 

Interim : 

Joseph  M.  Holthaus 

Omaha 

AD-HOC  DRUG  ABUSE  EDUCATION 

Perry  G.  Rigby 

Omaha 

Marvin  E.  Holsclaw,  Chm. 

Lincoln 

MEDICAL  SERVICE 

Klemens  E.  Gustafson 

Beatrice 

Robert  F.  Shapiro,  Chm. 

Lincoln 

Jack  K.  Lewis 

Omaha 

William  A.  Doering 

Franklin 

James  I.  Wax 

Omaha 

Thomas  G.  Erickson 

Fremont 

AD  HOC  COMMITTEE  ON  HOUSE 

Herbert  D.  Feidler 

Norfolk 

ACTIONS 

Donald  F.  Prince 

Minden 

Harold  S.  Morgan,  Chm. 

Lincoln 

Frank  H.  Tanner 

Lincoln 

R.  E.  Garlinghouse 

Lincoln 

Eugene  M.  Zweiback 

Omaha 

Frank  H.  Tanner 

Lincoln 

MEDICINE  AND  RELIGION 

W D.  Wright 

Omaha 

John  C.  Goldner.  Chm. 

Omaha 

AD  HOC  COMMITTEE  ON  NATIONAL 

Kenneth  C.  Bagby 

Blair 

HEALTH  INSURANCE 

W Ray  Hill 

Lincoln 

Jerald  R.  Schenken,  Chm. 

Omaha 

T.  C.  Kiekhaefer 

Falls  City 

W'illiam  H.  Berrick 

Madison 

John  J.  Ruffing,  Jr.  Hemingford 

Louis  J.  Gogela 

Lincoln 

Merle  E.  Sjogren 

Omaha 

Arnold  W.  Lempka 

Omaha 

MEDICOLEGAL  ADVICE 

Robert  J.  Morgan 

Alliance 

John  P.  Gilligan,  Chm.  Nebraska  City 

W.  0.  Brown  Scottsbluff 

Donald  F.  Prince 
A.  L.  Smith,  Jr. 

Minden 

Lincoln 

Paul  Goetowski 

Lincoln 

Student  Member; 

William  L.  Rumbolz 

Omaha 

Patrick  S.  Dunlap 

Omaha 

STATE  PEER  REVIEW 

Milton  Simons,  Chm. 

K.  Don  Arrasmith 
John  D.  Baldwin 
Dwight  Wr.  Burney,  Jr. 

John  C.  Denker 
Henry  Kammandel 

AD-HOC  COMMITTEE  ON  PSRO 

Omaha 

Omaha 

Lincoln 

Omaha 

Valley 

Omaha 

Houtz  G.  Steenburg,  Chm. 
John  H.  Bancroft 
Warren  G.  Bosley 
James  H.  Dunlap 
Allan  C.  Landers 
Harlan  L.  Papenfuss 
Donald  J.  Pavelka 

Aurora 
Kearney 
Grand  Island 
Norfolk 
Scottsbluff 
Lincoln 
Omaha 

Harold  W'.  Keenan 

Ogallala 

Frank  P.  Stone 

Lincoln 

Kenneth  T.  Kimball 
Kenneth  T.  McGinnis 

Kearney 

Lincoln 

Carlyle  E.  Wilson.  Jr. 

Omaha 

J P.  Schlichtemier 

Omaha 

AI)  HOC  STEERING  COMMITTEE 

Richard  L.  Tollefson 

Wausa 

ON  PROFESSIONAL  LIABILITY 

Hobart  E.  Wallace 

Lincoln 

James  H.  Dunlap,  Chm. 

Norfolk 

Dean  C.  W'atland 

Omaha 

John  P.  Gilligan 

Nebraska  City 

Raymond  J.  Wyrens 

Omaha 

William  T.  Griffin 

Lincoln 

Robert  F.  Shapiro 

Lincoln 

PUBLIC  HEALTH 

A.  L.  Smith,  Jr. 

Lincoln 

Richard  F.  Brouillette,  Chm. 

York 

John  W.  Smith 

Omaha 

M.  D.  Bechtel 

Omaha 

Stanley  T.  Mountford 

Omaha 

SUB  COMMITTEE  ON  LEGISLATION 

Henry  D.  Smith 

Lincoln 

Herbert  E.  Reese,  Chm. 

Lincoln 

F.  Thomas  Waring 

Fremont 

V.  Franklin  Colon 

Friend 

PUBLIC  RELATIONS 

Muriel  N.  Frank 

Omaha 

William  T.  Griffin,  Chm. 

Lincoln 

Phillip  E.  Getscher 

Lincoln 

Richard  D.  Gentry 

Falls  City 

Blaine  Y.  Roffman 

Omaha 

Donald  Matthews 

Lincoln 

G P.  McArdle 

Omaha 

SUB  COMMITTEE  ON  PROFESSIONAL 

Dale  E.  Michels 

Lincoln 

EDUCATION 

John  C.  Sage 

Omaha 

Randolph  M.  Ferlic,  Chm. 

Omaha 

Frederick  F.  Paustian 

Omaha 

RELATIVE  VALUE  STUDY 

John  F.  Porterfield 

Lincoln 

Orin  R.  Hayes,  Chm. 

Lincoln 

Hiram  R.  W'alker 

Kearney 

John  A.  Haggstrom 

Omaha 

Bernard  L.  Kratochvil 

Omaha 

SUB  COMMITTEE  ON  ALTERNATIVES 

Lyle  H.  Nelson 

Crete 

A.  L.  Smith,  Jr.,  Chm. 

Lincoln 

Donald  F.  Purvis 

Lincoln 

C.  J.  Cornelius,  Jr. 

Sidney 

Carlyle  E.  Wilson,  Jr. 

Omaha 

Roger  D.  Mason 

Omaha 

RURAL  MEDICAL  SERVICE 
John  R.  Finkner  Minden 

Clarence  A.  McWhorter 
Robert  J.  Morgan 

Omaha 

Alliance 

Michael  J.  Haller 

Omaha 

SUB  COMMITTEE  ON  PUBLIC 

R.  L.  Tollefson 

Wausa 

EDUCATION 

John  H.  Worthman 

Cozad 

Public  Relations  Committee 

1 4-A 


o 


lfA_ 

half-ounce 
prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’sgood  medicine.  Whetherfor  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  contains  three  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin3  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS;  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer 
Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


DYAZIDE 

makes  sense 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


For  long-term  control  of  hypertension* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 


quently  — both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  ‘Dyazide’  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an’ additive  hypotensive  effect.  ‘Dyazide' 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  ( intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  ( >5.4  mEq/L)  has  been  reported  in 
4%  of  patients  under  60  years,  in  12%  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  ‘Dyazide’,  check  serum  potassium  fre- 


‘DYAZIDE’ 

Just  once  or  twice  daily  for  maintenance. 
1 lx  1 1’<  )<‘h  1<  >r<  >th utzic le  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 


ORGANIZATIONS,  STATE 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Room  217,  Lincoln  €8508 

American  Diabetes  Association  — Nebraska  Affiliate 

Beverly  F.  Di  Mauro,  Executive  Director 
921  Dorcas,  Room  221,  Omaha  68108 
American  Lung  Association  of  Nebraska 
Delmar  R.  Serafy,  Executive  Director 
406  W.O.W.  Building,  Omaha  68102 

American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 

The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Timothy  P.  Keyser,  Executive  Director 
7764  Dodge,  Sute  105.  Omaha  68114 

United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 

Charles  F.  Lemr,  Executive  Director 
5002  Davenport,  Omaha  68132 

Creighton  University  School  of  Medicine 

Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 

Cystic  Fibrosis  Foundation,  Nebraska  Chapter 

Mark  Dorcey,  Executive  Director 

Teri  Zimmerman,  Associate  Director 

8401  West  Dodge  Road,  Suite  17,  Omaha  68114 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman.  Director 
1047  South  Street.  Lincoln  68502 

Multiple  Sclerosis  Society,  Lincoln  Chapter 

Mrs.  Harold  R.  Stoehr.  Executive  Secretary 
Lincoln  Center  Bldg.,  Room  317,  Lincoln  68508 

Muscular  Dystrophy  Association  of  America 

Ken  Kontor,  District  Director 
1906  No.  90th  Street,  Om-aha  68114 

National  Foundation,  Inc.  (March  of  Dimes) 

Robin  B.  Fraser,  1620  “M"  St.,  Lincoln  68508 

National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  WOW  Bldg.,  1319  Farnam  St.,  Omaha  68102 

Nebraska  Academy  of  Ophthalmology 

Kazimirs  Stivrins,  M.D.,  President 
3145  ‘ O’’  St.,  Box  81009,  Lincoln  68501 

Nebraska  Academy  of  Otolaryngology 

Ray  O.  Gillies,  Jr..  M.D..  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 

Nebraska  Association  of  Pathologists 

Donald  A.  Dynek.  M.D..  Sec’y-Treas. 

5440  South  St.,  Suite  1300,  Lincoln  68506 

Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

William  A.  DeRoin,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 

Nebraska  Chapter  — American  Academy  of  Pediatrics 

K.  J.  Fijan,  M.D.,  State  Chairman 
630  North  Cotner,  Lincoln  68505 
Charles  G.  Erickson,  M.D.,  Sec’y-Treas. 

4701  Normal  Blvd.,  Lincoln  68506 

Nebraska  Chapter  — American  College  of  Radiology 

Robert  E.  Bodmer,  M.D..  Secretary-Treasurer 
622  The  Doctors  Bldg..  Omaha  68131 

Nebraska  Chapter  — American  College  of  Surgeons 

Herbert  E.  Reese,  M.D.,  Secretary-Treasurer 
5440  South  St.,  Lincoln  68506 

Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 

Nebraska  Dental  Association 

D.  W.  Edwards.  D.D.S..  Secretary 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
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MALPRACTICE  INSURANCE 

The  malpractice  insurance  problem  cannot 

become  a dilemma;  it  will  be  solved. 

What  should  be  done? 

Put  a limit  on  liability. 

Get  rid  of  res  ipsa  loquitur. 

Don’t  say  malpractice;  call  it  physician’s 
liability. 

Abolish  the  contingency-fee  arrangement. 

Arbitrate. 

Shorten  the  statute  of  limitations  period, 
and  the  discovery  rule  duration. 

Do  aw  ay  with  informed  consent. 

Require  insurance  companies  to  publish 
financial  reports. 

Disclose  legal  fees  in  all  cases. 

Use  binding  consent  forms. 

Eliminate  nuisance  suits. 

Defend  every  case. 

What  can  be  done? 

Avoid  guaranteeing  good  results. 

Talk  to  the  patient;  remember  that  angry 
patients  sue  their  doctors. 

Form  an  association  of  insurance  com- 
panies. 

Require  insurance  companies  to  insure. 

Have  doctors  form  their  own  insurance 
company. 

Insist  that  insurance  companies  keep  their 
rates  down. 

Have  no-fault  insurance. 

Let  the  state  underwrite  our  insurance 
company. 

Try  peer  review. 

Do  not  bring  medical  witnesses  from  other 
states  to  testify  against  the  doctor. 

Create  a fund  to  be  used  for  large 
settlements. 

Hold  the  doctor  responsible  only  for 
accepted  standard  medical  practice  in  his 
own  community. 

What  has  been  done? 

Use  university  and  government  hospitals. 

What  might  be  done? 

Lose  your  license  when  you  lose  a 


malpractice  suit.  Don’t  even  think  about 
it. 

What  is  being  done? 

They  have,  elsewhere: 

created  a state  insurance  fund, 
set  a ceiling  on  awards  ($500,000,  I have 
read), 

established  a 2-year  statute  of  limita- 
tions, and 

organized  a panel  to  weed  out  nuisance 
suits,  and 
to  screen  claims. 

What  is  happening? 

The  number  of  malpractice  suits  in  New 
York.  I have  read,  has  doubled  between 
1970  and  1974. 

What  will  solved  the  problem? 

Stamping  out  the  contingency-fee  practice 
rates  high.  Arbitration,  reduced  statute  of 
limitations  period,  putting  an  end  to 
informed  consent,  limiting  liability,  requiring 
the  patient  to  state  in  writing  that  he 
understands  the  consent  form  (while  we  do 
something  about  emergency  cases),  all  these 
will  help,  and  will  they  solve  the  problem? 
Handwringing  and  moaning  and  saying  there 
is  a problem  will  not  do  it,  but  soul-searching 
may. 

We  have  searched  our  souls;  we  are 
waiting  for  the  lawyers,  the  courts,  the 
insurance  companies,  the  government,  and 
the  public  to  search  theirs. 

It  has  got  to  be  solved,  it  is  going  to  be 
solved,  but  I hope  the  solution  is  a fair  one 
and  a lasting  one.  The  penalties  were  severe 
long  ago:  an  eye  for  an  eye  was  applied  to 
doctors.  But  it's  only  $60  a year  in  England 
right  now,  and  they  want  $14,000  or  even 
$18,000  in  California. 

The  problem  is  thousands  of  years  old.  We 
need  a new  solution. 

— F.C. 

GERMS  AND  PEOPLE 

When  the  germ  theory  came  out,  less  than 
a century  ago,  unbelievers  pointed  out  that 
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we  were  everywhere  surrounded  by  these 
little  beasts,  so  that  it  was  illogical  to 
suppose  that  they  could  bring  on  illness  and 
death.  We  are  encircled  by  them,  but  the 
threat  is  different  for  different  parts  of  us. 
The  skin  is  completely  exposed  to  micro- 
organisms, and  its  resistance  must  be  very 
high.  The  eye  and  ear  are  similarly  at  risk, 
but  there  is  some  small  degree  of  protection. 
The  mouth  and  throat  are  open  to  attack, 
but  slightly  less  so,  and  if  you  breathe 
through  your  nose,  the  filtering  will  help, 
and  will  help  the  lungs  as  well. 

The  heart,  brain,  kidneys,  spleen,  adrenals, 
pancreas,  and  thyroid  are  completely 
imbedded  within  the  body.  The  bladder  and 
the  uterus  are  in,  but  open  out.  And  so  is  the 
entire  gastrointestinal  tract;  whatever  is  in 
the  alimentary  tract  is  outside  the  body. 
There  is  no  sterility  associated  with  the 
mucosal  surface  of  the  gastrointestinal 
system,  and  the  lack  of  sterility  increases  as 
we  proceed  interiorly  from  the  one  opening 
to  the  other. 

How  is  the  skin  able  to  withstand  the 
onslaught  of  the  bacteria  and  viruses  it 
touches?  And  how  does  the  GI  apparatus  do 
it,  to  the  point  where  in  its  lower  half  it 
harbors  organisms  that  are  pathogenic  for 
other  parts  of  the  body?  Colon  bacilli  are 
ever  within  us,  and  do  no  harm;  they  abound 
near  to  an  easy  opening  into  the  bladder, 
where  they  are  immediately  harmful,  and  I 
can  only  wonder  at  the  complete  difference 
in  tissue  resistance. 

— F.C. 


HOW  WE  STAMP  OUT  DISEASE 

Aside  from  the  cutting  doctors,  we 
eliminate  people’s  illnesses  by  giving  them 
things  to  swallow,  like  capsules  and  pills,  and 
powders  (remember  powders?)  and  nasty- 
tasting liquids,  and  of  course  the  injections 
that  make  patients  feel  better  because  they 
are  so  impressive. 

But  the  names  we  give  these  things  are 
many  and,  being  so  many,  they  are 
interesting.  For  we  speak  of  medication,  and 
treatment,  and  drugs,  medicine,  agents, 
remedy,  medicame;  and  physic. 


Sometimes  we  say  cure. 

Remember  pink  pills  for  pale  people? 

-F.C. 

THE  DOCTORS,  POOR  THINGS 

Pity  the  poor  doctors;  I mean  it.  We  are 
getting  hit  over  the  head  from  all  directions, 
and  it  is  time  we  were  helped.  What  the 
federal  government  is  doing  to  us  is  easily 
recognized  as  madness.  They  take  money 
from  us  and  from  our  patients  and  then  they 
give  some  of  it  back  and  say,  as  long  as  we 
are  paying  the  bills,  we  will  be  in  charge. 
They  do  not  speak  of  national  insurance  for 
lawyers,  nor  is  national  insurance  for 
groceries  about  to  come,  nor  has  national 
insurance  for  rent  and  clothing  been 
suggested. 

If  a shoemaker  puts  heels  on  your  shoes 
and  the  heels  come  off,  you  do  not  sue  him. 
If  your  new  suit  wears  out,  you  do  not  ask 
the  tailor  for  more  money  than  he  has.  And 
if  you  are  unhappy  with  the  food  you  buy  at 
the  grocer’s,  you  do  not  seek  to  collect 
hundreds  of  thousands  of  dollars  from  him. 

Some  of  these  differences  have  been  thrust 
upon  us.  Everything  we  do  is  a matter  of  life 
and  death,  so  that  these  worrisome  burdens 
are  inevitably  to  be  borne  by  us.  For  as  it  is 
part  of  our  task  to  bear  the  patient’s  worries 
for  him,  so  that  we  become  concerned  and  he 
is  relieved  of  his  anguish,  we  have  come  to 
assume,  as  well,  the  monetary  aspect  of  his 
illness  and  of  its  consequences. 

We  cannot  help  it  that  a broken  leg  is 
more  serious  than  a torn  coat,  that  an 
injured  eye  is  more  severe  than  a bruised 
fruit  or  a leaking  roof.  We  have  chosen  to 
treat  these  problems  because  it  is  the 
overwhelming  desire  of  physicians  to  help 
people.  But  patients  and  their  legal 
representatives  should  remember  these 
things,  that  where  medical  treatment  is  not 
to  their  liking,  the  awesomeness  of  the 
problem  is  not  created  by  the  doctor.  The 
illness  is  the  patient’s,  and  where  success 
does  not  seem  to  the  patient  to  come  about, 
to  punish  the  doctor  and  not  the  carpenter  is 
not  logical. 

-F.C. 
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HELLO 

All  our  lives,  people  greet  us  with  the 
words  Hello,  Doctor,  sometimes  shortened  to 
Hi,  Doc.  It  is  convenient  when  someone 
recognizes  you  as  a doctor,  but  does  not 
remember  your  name. 

It  is  a sign  of  respect,  and  it  is  given  to 
few  others.  We  do  not  say  Hello  Lawyer, 
even  when  we  speak  to  lawyers,  and  we  do 
not  call  grocers  or  clothiers  by  their  trades. 

We  do  say  Hello  Senator,  or  Judge,  and 
Reverend,  and  Governor,  and  Mayor. 

We  say  Mr.  President. 

And  Your  Majesty.  Which  brings  us  back 
to  our  starting  point,  and  to  the  King’s 
touch,  since  the  King  was  practicing 
medicine,  so  that  Your  Majesty  is  about  the 
same  as  Hello  Doctor. 

— F.C. 


ARE  WE  RUNNING  OUT 
OF  DISEASES? 

We  die  of  just  so  many  things:  trauma, 
inflammation,  degeneration,  neoplasm,  and 
infection.  With  what  we  like  to  call  progress, 
new  things  have  come  along,  like  radiation 
sickness  and  transfusion  reactions.  But  it  is 
possible  that  most  of  the  diseases  have 
always  been  here,  and  wanted  only  for  us  to 
find  them. 

We  were  slow  to  diagnose  appendicitis, 
and  myocardial  infarction  was  only  a 
hypothesis  not  too  many  years  ago. 

But  I think  we  have  found  most  of  the 
diseases  by  now,  and  if  a few  are  still 
waiting  to  be  discovered,  there  are  not  many 
left.  If  the  number  of  diseases  is  fixed,  and  if 
we  keep  finding  them,  we  may  one  day  run 
out  of  diseases. 

-F.C. 


July,  1975 


221 


ORIGINAL  ARTICLES 


Heredity  and  Colon  Cancer  * 


PART  III 

Gardner’s  Syndrome 

In  1912,  Devic  and  Bussy 23  described  a 
woman  with  multiple  polyposis  of  the  colon, 
sebaceous  cysts  of  the  scalp,  subcutaneous 
lipomas,  and  osteomas  of  the  mandible. 
Several  isolated  cases  have  been  reported 
which  were  somewhat  similar  to  that  of 
Devic  and  Bussy.2426  Eldon  Gardner  was 
the  first  scientist  to  characterize  these  find- 
ings as  a disease 172627  and  to  show  that  it 
was  an  autosomal  dominantly  inherited 
disorder  which  included  polyposis  coli,  28  29 
osteomas,  30,31  and  cutaneous  manifesta- 
tions.17 By  1967,  approximately  118  cases  of 
this  syndrome  had  been  reported  in  the 
world  literature. 32 
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Watne  33  had  provided  some  of  the  most 
recent  descriptions  of  the  syndrome,  many  of 
these  having  been  based  upon  his  own  study 
of  several  large  unrelated  kindreds.  Figure  1 
depicts  the  genealogy  of  4 of  these  un- 
related families  with  Gardner's  syndrome. 

Diagnostic  features  of  the  syndrome  vary 
widely  when  families  are  carefully  studied. 
Incision  cysts  of  the  skin  represent  the  most 
common  soft-tissue  tumors  in  this  syndrome. 

‘Permission  for  publication  granted  by  Charles  C.  Thomas.  Publisher. 
Cancer  Genetics,  by  Henry  T Lynch.  M.D. 
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Figure  3 — Large  osteoma  of  the  femur. 


Figure  4 — Localized  cortical  thickening  of  metacarpal  and  phalange  of 
a patient  with  Gardner’s  syndrome.  Courtesy  of  Amer.  J.  Roentgen. 


Indeed,  Gardner  and  Richards17  have  em- 
phasized the  relationship  between  the  seba- 
ceous cysts  and  polyps  of  the  colon.  The  oc- 
currence of  large  cysts  around  the  face  and 
neck  are  considered  an  important  clinical 
characteristic  of  the  syndrome  (Fig.  2). 


The  most  frequently  observed  bone  abnor- 
malities in  Gardner’s  syndrome  are  benign 
osteomatoses.  These  comprise  dense,  bony 
proliferations,  variable  in  size,  which  may 
involve  almost  all  areas  of  the  skeletal 
system  (Figs.  3 and  4).  Localized  cortical 
thickening  of  the  long  tubular  bones  was  the 
most  common  abnormality  found  in  a bone 
survey  of  Gardner’s  syndrome  families. 34 
The  frontal  bone  was  the  most  frequent  site 
of  osteoma  in  the  skull.  Dental  abnormalities 
have  also  been  described  including  super- 
numerary teeth. 


Any  patient  who  develops  soft-tissue 
tumors  and/or  osteomas,  and  who  has  a 
family  history  of  Gardner’s  syndrome,  should 
undergo  a careful  evaluation  of  the  colon  for 
the  presence  of  polyps.  In  Watne’s 
experience,  polyps  in  adults  have  never  been 
diagnosed  by  barium  enema  which  were  not 
also  visible  at  proctoscopy.  However,  he  has 
observed  the  reverse  situation  in  children  in 
whom  polyps  have  been  identified  only  by 
barium  enema  after  the  identification  of  soft- 
tissue  and  bony  tumors.  On  the  other  hand, 
individuals  with  a family  history  of  Gardner’s 
syndrome  have  been  found  to  have 
soft-tissue  tumors  and  no  other  manifestation 
of  the  disease  when  they  reached  the  fourth 
and  fifth  decades  of  life.33 


Figure  2 — Typical  epidermal  inclusion  cysts  of  a patient  with 
Gardner’s  syndrome.  Courtesy  of  Medical  Examination  Publishing  Co., 
Inc.,  Lynch,  H.  T.  Skin,  Heredity  and  Malignant  Neoplasms. 
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Gardner’s  syndrome  should  be  searched 
for  in  children  of  an  affected  parent  since 
colon  polyps  have  been  identified  in  16 
patients  under  the  age  of  15.  In  one 
report,35  multiple  colon  polyps  were  ob- 
served in  a four  month  old  infant.  These 
polyps  showed  the  same  characteristics  in 
terms  of  biologic  behavior  and  location  as 
those  polyps  found  in  patients  with  simple 
familial  polyposis  coli.  Thus,  the  polyps  are 
most  prevalent  in  the  rectum,  but  they  may 
also  be  scattered  throughout  the  remainder 
of  the  colon  predominantly  at  one  or  both 
colon  flexures.  The  disease  may  start  with 
one  or  several  polyps  and  progress  to  carpet 
the  entire  colon  with  adenomatous  polyps. 
Figure  5 shows  a gross  specimen  of  the  colon 
from  a patient  with  Gardner’s  syndrome.  It 
is 'believed  that  there  is  a 100  percent 
potential  for  malignant  degeneration  of 
polyps  in  these  patients  if  they  are  untreated 
just  as  has  been  postulated  for  simple 
multiple  polyposis  coli.33  When  cancers 
develop,  they  are  typical  adenocarcinomas 
and  are  often  multiple.  One  such  patient7 
developed  five  synchronous  colon  carcinomas 
at  age  14  and  four  years  later  developed 
adenocarcinoma  of  the  Ampulla  of  Vater;  and 
13  years  following  his  initial  colon  surgery, 
he  developed  a transitional  cell  carcinoma  of 
the  bladder. 


Other  lesions  in  Gardner’s  syndrome  have 
included  anaplastic  carcinoma  of  the  mandi- 
ble, 37  and  fibrous  tumor  of  the  parotid  gland 
in  a 9-year-old  patient.  3«  Camiel  and  as- 
sociates39 reported  pigmented  nevi  in  one  of 
their  patients  with  the  syndrome  who  had 
developed  thyroid  carcinoma  nine  years  prior 
to  the  diagnosis  of  Gardner’s  syndrome.  This 
patient’s  father  had  colorectal  polyposis  and 
a brain  tumor.  Retroperitoneal  fibrosis  and 
fibrodysplasias  have  also  been  described  in 
Gardner’s  syndrome.33  The  retroperitoneal 
fibrosis  and  development  of  desmoid  tumors 
and  fibrosarcomas  following  colon  surgery 
have  posed  a serious  complication  and  are  a 
significant  aspect  of  Gardner’s  syndrome.33 
Surgery  is  the  treatment  of  choice  for  these 
tumors;  radiation  has  not  proved  to  be  of 
any  value.40  To  treat  colonic  polyposis, 
Watne  recommends  subtotal  colectomy  with 
ileoproctostomy  immediately  upon  diagnosis, 
dependent,  of  course,  upon  the  degree  of 
involvement  and  the  dependability  of  the 
patient.  Watne  has  never  observed  spon- 
taneous regression  of  the  colon  polyps 
without  some  type  of  surgical  intervention.  33 
When  the  rectum  is  extensively  involved 
with  polyps  and/or  cancer,  or  there  is  no  re- 
gression of  rectal  polyps  following  ileoproc- 
tostomy, total  protocolectomy  with  ileostomy 
is  strongly  recommended. 


Figure  5 — Gross  specimen  of  abdominal  colon  of  patient  with  Gardner’s  syndrome.  The 
cobblestone  appearance  of  the  mucosal  polyps  is  the  usual  type  of  colon  polyposis  seen  with  the 
syndrome.  Courtesy  of  Medical  Examination  Publishing  Co.,  Inc.,  Lynch,  H.  T.  Skin  Heredity  and 
Malignant  Neoplasms. 
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Sexual  Deviation-Diagnosable  Disorder 
Or  Variant  of  Normal  Behavior 


IS  there  such  a thing  as  sexually 
deviant  behavior,  or,  as  in  the 
case  of  homosexuality  and  the 
current  controversy  surrounding  its  classi- 
fication, are  all  “sexual  deviances”  simply 
varieties  of  “normal”  sexual  behavior?  Is 
it  like  being  left  handed  rather  than  right 
handed?  If  so,  deviancy  is  left  to  be  de- 
fined only  in  terms  of  standard  deviations 
from  the  mean.  Certainly  the  classifica- 
tion or  categorization  of  groups  of  people 
by  their  type  of  behavior  is  under  attack, 
especially  with  the  recent  emphasis  on  equal- 
ity and  individual  rights  for  minorities.  Min- 
ority groups  have  come  to  include  all  groups, 
including  what  has  been  classified  as  the 
sexually  deviant,  who  are  organized  enough 
to  be  identified  and  vocal  enough  to  be 
heard.  Yet  in  the  labyrinth  of  controversy 
the  practitioner,  like  Theseus,  must  find  Ari- 
andne’s  thread  to  help  him  define  and  clas- 
sify what  is  sexually  deviant.  Perhaps  an 
attempt  can  be  made  here  to  provide  that 
thread. 

Since  1968  the  American  Psychiatric  Asso- 
ciation has  defined  a sexual  deviant  as  “an 
individual  whose  sexual  interests  are  direct- 
ed primarily  toward  objects  other  than  peo- 
ple of  the  opposite  sex,  toward  sexual  acts 
not  usually  associated  with  coitus,  or  to- 
ward coitus  performed  under  bizarre  circum- 
stances as  in  necrophilia,  pedophilia,  sexual 
sadism  and  fetishism.”1  There  are  other 
ways  that  one  can  define  deviant  sexual 
behavior  and  thus,  classify  it.  It  can  be  de- 
fined as: 

1.  Any  sexual  behavior  that  is  contrary 
to  the  sexual  mores  of  the  society  in 
which  it  occurs,  or 

2.  Sexual  behavior  contrary  to  existing 
statutes  or  laws  prohibiting  certain 
types  of  sexual  behavior,  or, 

3.  A sexually  motivated  act  indicative  of 
a mental  and/or  emotional  defect  or 
maladjustment. 
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These  classifications  then  are  cultural, 
legal,  and  psychiatric  or  medical  definitions 
of  sexual  deviancy.  While  generally  the 
practitioner  is  concerned  with  the  psychi- 
atric definition  of  deviancy,  because  of  his 
influence  in  the  community  he  must  often 
consider  the  legal  and  cultural  aspects  of 
sexual  deviancy  as  well. 

In  any  society  where  individuals  must  live 
together  they  must  define  a set  of  behaviors 
and  values  which  are  more  or  less  accepted 
by  the  members  of  that  society.  These  codes, 
rules,  and  ethics  are  shaped  by  many  as- 
pects of  society  including  religious,  economic, 
ethnic,  and  traditional.  Often  these  values 
are  related  to  and  defined  by  geographical 
areas  and  are  based  for  the  most  part  on  a 
balanced  way  a group  of  people  may  exist 
together,  each  member  considerate  of  and 
respecting  the  rights  of  others.  Religions 
have  fulfilled  this  role  of  defining  moral  and 
cultural  values  in  various  societies  and  this 
is  especially  so  for  ethnically  homogeneous 
societies.  In  highly  organized  and  technical 
societies  composed  of  heterogenous  ethnic 
and  religious  groups,  cultural  attitudes,  es- 
pecially sexual  behavior,  become  difficult 
to  assess.  This  difficulty  is  well  reflected 
for  our  general  population  here  in  the  Unit- 
ed States  by  the  recent  Supreme  Court  deci- 
sion on  defining  pornography  laws.  Recog- 
nizing the  difference  and  problems  of  defin- 
ing norms,  this  court  has  ruled  that  one  must 
return  to  regional  and  local  definitions  of 
sexual  values  if  one  is  to  equitably  reflect 
the  true  values  of  that  area. 

When  a society  becomes  more  organized 
and  develops  a system  of  written  laws,  par- 
ticular types  of  behavior  such  as  sexual  be- 
havior are  defined.  Associated  with  the 
laws  and  statutes  are  penalties  for  infrac- 
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tions  of  these  laws.  In  Nebraska,  for  ex- 
ample, under  the  revised  statutes  deviant 
sexual  behavior  is  defined  as  offenses  against 
public  morals.1 2  This  section  of  the  law 
describes  adultery,  bigamy,  incest,  prosti- 
tution, and  crimes  against  nature  as  sexual 
offenses.  The  phrase  “crimes  against  na- 
ture” has  become  widely  defined  as  “carnal 
copulation  with  a beast  or  an  opening  of  the 
body  except  sexual  parts.”  Indecent  expo- 
sure is  also  included  under  offenses  against 
public  morals.  A section  of  the  law  defines 
age  and  sex  of  the  offender  and  differen- 
tiates mental  illness  from  criminality.  The 
Nebraska  Statutes  define  the  sexual  psycho- 
path as  “any  person  who  lacks  the  power 
to  control  his  sexual  impulses  and  as  a re- 
sult is  likely  to  attack  or  otherwise  produce 
injury,  loss,  pain,  or  other  evil  upon  the 
subject  of  their  uncontrolled  and  uncon- 
trollable desires.”  Mental  illness  is  defined 
here  as  lack  of  rational  control. 

These  statutes  are  often  quite  vague  and 
can  be  applied  rather  generally.  Homosex- 
uality, for  example,  has  been  defined  in  the 
past  as  a crime  against  nature  since  it  is 
assumed  that  homosexuals  engage  in  anal 
intercourse,  “carnal  copulation  with  ...  an 
opening  of  the  body  except  sexual  parts,” 
and  therefore  offended  public  morals.  The 
laws  here  in  Nebraska  are  not  unique  but 
rather  are  taken  from  the  laws  of  other 
states. 

In  Nebraska  as  in  other  places  in  the 
United  States,  sexual  crimes  make  up  a very 
small  percent  (less  than  one  percent)  of 
all  arrests  for  crime.  Of  the  52,163  total 
arrests  for  all  crimes  in  Nebraska  during 
1972, 3 there  were  346  arrests  for  sexual  of- 
fenses, 979  arrests  for  forcible  rape  and  75 
arrests  for  prostitution.  In  Nebraska  as 
in  other  states,  forcible  rape  is  divided  off 
into  a category  and  associated  with  other  of- 
fenses such  as  assault  and  murder  because  of 
the  physical  assault  associated  with  the  of- 
fense. Clearly,  the  law  defines  sexual  devia- 
tion into  two  categories: 

1.  Offenses  against  public  morals  — sex- 
ual behavior  which  is  contrary  to  pre- 
vailing sexual  mores  of  society,  and 

2.  Sexual  psychopath  — a person  com- 


mitting a sexually  motivated  act  which 
is  indicative  of  mental  and/or  emo- 
tional maladjustment. 

In  trying  to  pick  up  that  thread  that  can 
lead  us  through  the  labyrinth,  just  what  are 
indications  of  a sexual  behavior  that  is  in- 
dicative of  a psychiatric  illness?  The  law  in 
Nebraska  has  described  only  the  compulsive 
lack  of  rational  control  as  indicative  of  a 
mental  illness  while  there  are  many  other 
aspects  one  may  consider.  Using  the  fol- 
lowing criteria  one  can  establish  the  diag- 
noses of  a psychiatric  abnormality  more  pre- 
cisely : 

1.  The  sexually  deviant  act  is  not  the  re- 
sult of  an  organically  damaged  central 
nervous  system,  in  other  words,  not 
the  result  of  brain  damage,  or  other 
pathology  including  mental  deficiency. 

2.  The  sexually  deviant  act  is  not  the  re- 
sult of  a psychotic  disorder,  a dis- 
order in  which  the  person  is  so  gross- 
ly confused  and  disorganized  that  he 
has  no  way  of  accurately  perceiving 
what  he  is  doing  or  the  result  of  his 
act. 

3.  That  this  is  a habitual  way  of  respond- 
ing and  has  occurred  for  some  time 
and  is  the  result  of  abnormal  person- 
ality development. 

4.  As  a part  of  a personality  pattern, 
the  deviant  act  is  an  uncontrollable, 
driven  behavior  which  may  take  the 
form  of  a compulsion  to  repeat  the 
deviant  act  whenever  the  person  is 
under  stress  or  experiences  anxiety. 

5.  In  performing  the  deviant  act  the 
person  does  so  to  obtain  relief  from 
anxiety  and  escape  from  stress.  Al- 
though various  types  of  foreplay  and 
types  of  sexual  activity  may  at  times 
resemble  deviant  behavior,  in  the  per- 
son who  is  sexually  deviant,  there  is 
an  absolute  preference  for  the  per- 
verse behavior  apart  and  separate 
from  heterosexual  activity.  The  devi- 
ant act  itself  then  becomes  an  end 
point  rather  than  simple  forepleasure 
that  goes  on  before  and  is  used  to  in- 
tensify orgasm. 
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6.  As  a part  of  the  gratification  gained 
in  deviant  sexual  behavior  there  seems 
to  be  an  element  that  the  deviancy 
must  be  forbidden  in  some  way  or  an- 
other. That  is,  the  more  forbidden 
the  behavior  is,  the  more  pleasurable 
it  seems  to  be.  The  excitement  and 
pleasure  seems  to  be  proportionate  to 
the  risk  taken.  This  can  be  illustrat- 
ed quite  easily  by  considering  the  ex- 
hibitionist who  while  perfectly  free  to 
join  and  expose  himself  in  a nudist 
colony  or  choose  another  accepting 
group  or  willing  partner,  forces  his 
nudity  uninvited  on  the  unsuspecting 
stranger. 

7.  In  spite  of  the  fact  that  persons  who 
engage  in  deviant  behavior  are  usual- 
ly intelligent  and  do  understand  that 
their  behavior  is  deviant  and  unaccept- 
able socially,  they  have  an  uncontroll- 
able desire  to  repeat  the  behavior, 
experiencing  guilt  and  needing  to  be 
caught  or  punished  for  their  behavior. 
This  need  to  be  caught  or  punished 
often  will  cause  them  to  repeat  the 
deviant  behavior  even  when  it  is  clear 
that  they  will  be  arrested  and  con- 
victed. Often  it  seems  as  if  this  is 
the  only  way  their  behavior  can  be 
controlled.  It  seems  apparent  that 
the  more  forbidden  the  behavior,  the 
more  risk  involved  and  more  the  ele- 
ment of  getting  away  with  something 
forbidden  the  more  intensely  pleasur- 
able the  act  is  as  well  as  the  feel- 
ings associated  with  the  behavior  for 
the  deviant  person.4- 5 

It  seems  to  be  a misconception  that  is 
often  perpetuated  with  those  who  deal  with 
sexual  deviant  behavior  that  the  deviant  dis- 
plays this  behavior  as  a replacement  for  sex- 
ual intercourse.  Since  they  display  this 
behavior  in  place  of  sexual  intercourse  they 
are  not  well  adjusted  sexually  and  have  little 
pleasure  or  success  in  heterosexual  activity. 
In  an  actual  experience  with  patients  this 
is  not  generally  true.  In  contrast  the  wives 
of  sexual  deviants  will  report  normal  sexual 
adjustment  and  performance.  Frequently 
the  person  who  actually  has  an  overwhelming 
drive  for  deviant  sexual  behavior  is  indeed 


quite  heterosexually  active  and  may  try  to 
control  his  deviant  behavior  by  engaging  in 
almost  compulsive  heterosexual  behavior. 
This  heterosexual  activity  often  will  increase 
in  frequency  especially  when  the  person  feels 
the  overwhelming  need  to  commit  the  devi- 
ant act.  In  spite  of  an  active  heterosexual 
life  this  intercourse  does  not  seem  to  re- 
place the  tremendous  thrill  and  excitement 
experienced  by  the  sexual  deviant  and  as- 
sociated with  his  deviant  behavior.  The  sex- 
ually deviant  behavior  takes  on  a special 
pleasure  and  excitement  that  is  totally  in- 
dependent of  the  pleasure  and  excitement 
associated  with  heterosexual  intercourse  and 
orgasm. 

Most  social  concern  in  punishing  the  devi- 
ant focuses  on  the  assaultiveness  of  the  devi- 
ant act,  whether  visual  invasion  of  the  vic- 
tim’s privacy  as  with  the  exhibitionist,  or 
actual  physical  assault  as  with  the  rapist. 
The  danger  of  the  person  is  usually  correlat- 
ed with  the  degree  to  which  the  public  views 
this  person  as  physically  assaultive  or  not. 
With  the  voyeur  or  Peeping  Tom  there  is  a 
minimal  degree  of  “assaultiveness”  in  con- 
trast to  the  rapist  whose  pleasure  — in  fact 
ability  — to  have  an  erection  is  derived  from 
the  physical  domination  and  painful  submis- 
sion of  his  victim.6-7  Voyeurism,  exhibition- 
ism, transvestism,  bestiality,  fetishism,  and 
homosexuality  are  all  deviant  sexual  behavi- 
ors that  are  rarely,  if  ever,  associated  with 
direct  physical  assault  of  one  person  on  an- 
other.8 

The  sexual  deviations  that  can  be  classified 
as  major  sexual  deviations  not  only  fulfill 
all  the  criteria  listed  above  as  a deviation, 
that  is  legal,  cultural,  and  psychiatric,  but 
usually  have  a clear  element  of  assault  of 
the  deviant  upon  his  victim.  Incest,  sad- 
ism, masochism,  pedophilia,  and  rape  are  all 
categories  of  sexual  deviation  where  there 
is  a victim  whose  person  may  be  attacked 
and  actual  physical  injury  involved. 

Conclusions 

Diagnosis  of  sexual  deviation  is  difficult, 
especially  against  a changing  backdrop  of 
social  and  cultural  values  and  attitudes.  Psy- 
chiatrically,  however,  one  is  able  to  diag- 
nose this  disorder  if  several  of  the  following 
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criteria  are  met.  Sexual  deviation  is  a per- 
sonality disorder,  therefore,  usually  demon- 
strates a lifelong  pattern  of  reacting  with 
stereotyped  behavior.  It  is  impulsive  and 
has  a given  pattern  to  it  that  the  person  af- 
fected by  this  deviation  is  seldom  able  to 
escape  by  himself.  The  deviant  behavior  is 
so  intensely  pleasurable  that  it  takes  on  a 
pleasure  much  separate  from  any  type  of 
pleasure  derived  from  heterosexual  orgasm 
and  intercourse.  Usually  the  deviant  be- 
havior follows  a period  of  stress  when  the 
person  becomes  anxious.  The  deviant  be- 
havior acts  as  a relief  valve  allowing  the 
person  to  obtain  relief  from  the  anxiety. 
Even  with  more  acceptable  sexual  outlets  or 
acceptable  sexual  behaviors  available,  such  as 
the  exhibitionist  joining  a nudist  camp,  the 
deviant  behavior  is  preferred.  Ruling  out 


any  organic,  psychotic,  or  neurotic  factors 
will  substantiate  the  diagnosis. 
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Child's  Response  to  Death  Loss 


DEATH  represents  not  only  the 
termination  of  suffering  for 
the  patient,  but  the  beginning 
of  suffering  for  those  left  to  mourn.  How  do 
you  explain  the  death  of  a sibling  to  a child  ? 
How  do  you  explain  the  death  of  a parent  to 
a child?  How  do  you  explain  death  to  a 
child?  Physicians,  clergy,  and  family  mem- 
bers have  grappled  with  this  problem  for 
ages. 

The  age  at  which  death  is  comprehended1 
by  children  is  still  somewhat  controversial, 
but  most  experts  in  the  field  of  child  develop- 
ment feel  that  little  is  understood  about  the 
subject  until  the  age  of  eight  or  beyond. 
Even  then  the  concept  is  largely  fantasy,  and 
it  is  not  unusual  to  see  this  carried  through 
to  early  adolescence.  Young  children  see 
death  only  as  a separation,  and  because  of 
their  lack  of  understanding  of  the  real  im- 
pact of  death,  grieve  briefly,  not  as  long 
perhaps  as  they  would  over  a missing  toy 
or  pet.  Occasionally  a child  will  perceive  the 
loss  of  a parent  or  a brother  or  sister  as 
punishment,  but  even  this  is  worked  through 
very  rapidly.  Their  grief  is  focused  on  the 
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adults  in  the  family,  wondering  why  Mommy 
cries  a lot,  and  why  she  doesn’t  laugh  and 
play  any  more.  Adults  are  not  so  fortunate 
to  have  the  built  in  defenses  of  children. 

What  role  does  the  physician  and  clergy 
have  to  play  in  the  drama  of  a child’s  ac- 
ceptance and  adjustment  to  the  death  of  a 
sibling  or  parent  ? How  does  a parent  re- 
construct the  world  for  this  child? 

The  physician,  in  the  child’s  eyes,  is  the 
guardian  of  his  health  and  life,  so  why 
couldn’t  he  make  his  brother  well  ? The 
clergy  teaches  that  God  is  love,  but  how 
can  a child,  struggling  to  comprehend  the 
mystery  of  God,  possibly  accept  his  loss  as 
an  act  of  love?  The  parent  represents  the 
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security  so  necessary  for  development,  so 
why  was  this  allowed  to  happen? 

The  physician  cannot  feel  that  his  obli- 
gation was  fulfilled  with  the  completion  of 
the  death  certificate.  He  needs  to  talk  to 
the  child  to  assure  him  that  doctors  are  only 
human  and  many  times  are  not  able  to  stop 
the  disease  process. 

When  a loved  one  is  taken  from  a child 
by  death  he  becomes  suspicious  of  any  ill- 
ness. He  wonders,  does  everyone  die  who 
gets  sick?  Will  he  die  too  if  he  becomes 
ill  ? Was  the  doctor  responsible  for  the 
death  ? These  questions  are  never  easy, 
sometimes  impossible,  to  answer.  Neverthe- 
less the  childs  needs  reassurance  to  prevent 
his  concept  of  illness  from  becoming  dis- 
torted. 

Frequently  the  doctor  has  a problem  con- 
cerning the  death  of  patients.  Total  denial 
by  the  physician  that  death  is  inevitable 
is  not  uncommon  in  the  medical  profession. 
The  doctor  is  not  immune  to  the  feeling  of 
failure  when  he  is  unable  to  save  the  life 
of  a patient,  nor  to  the  feeling  that  he  has 
lost  a friend.  He  may  feel  his  responsibility 
has  been  discharged  when  the  patient  dies, 
or  he  may  feel  the  family  blames  him  for  the 
death. 

A child,  especially,  needs  to  be  comforted 
and  consoled  by  the  doctor.  It  may  be  help- 
ful if  the  doctor  can  explain  that  in  spite 
of  the  enormous  advancement  in  medicine, 
illness  often  does  result  in  death.  The  child 
seems  to  be  able  to  accept  the  fact  that  a 
broken  toy  can  rarely  be  mended,  or  a favor- 
ite pet,  run  over  by  a car,  died. 

The  confidence  a child  has  been  taught  to 
have  in  his  physician  needs  reinforcement 
at  this  time.  The  child  must  maintain  good 
rapport  with  the  medical  profession,  but 
the  death  of  a parent  or  sibling  can  seri- 
ously damage  or  even  create  a fear  of  the 
doctor  within  the  child. 

The  clergy  has  the  difficult  task  of  pro- 
viding the  spiritual  support,  in  addition  to 
the  burial  services.  If  the  child  is  to  con- 
tinue to  regard  God  as  love  and  retain  his 
beautiful  image  of  religion,  he  needs  more 
than  quotes  from  scripture  and  Sunday 


school  hymns.  He  needs  the  life  and  death 
process  explained  frankly,  but  with  tender- 
ness. At  best  it  is  difficult  for  a child  to 
equate  a just  God  with  the  crippling  dis- 
abilities and  physical  handicaps  of  people 
around  him.  Loss  of  a sibling  or  parent 
through  death  cannot  place  God  in  a very 
kindly  light  in  the  child’s  mind. 

Religious  emphasis  on  rejoicing  that  the 
deceased  has  gone  to  claim  his  heavenly  re- 
ward is  a beautiful  philosophy.  Perhaps  for 
an  adult  this  concept  can  be  understood  and 
accepted,  but  a child  has  difficulty  comput- 
ing this.1  He  finds  little  comfort  in  being 
told  his  loved  one  has  gone  to  heaven  to 
live  with  God.  He  is  only  beginning  to  leam 
about  God  and  is  laboring  with  the  fact  that 
God  is  real  and  not  a myth.  His  knowledge 
of  heaven  is  vague;  he’s  been  told  it’s  a 
beautiful  home  and  no  one  experiences  pain 
there,  everyone  is  happy.2  Separation  from 
his  loved  one  is  painful  for  him,  he  can’t 
understand  why  his  loved  one  who  died 
wouldn’t  be  hurt  by  the  separation  from  him. 

It  is  extremely  difficult  to  express  your 
grief  verbally  when  a death  has  occurred. 
The  frequently  heard  comment  “What  do 
you  say  at  a time  like  this?”  attests  to  this. 
Few  adults  understand  death  — how  much 
more  perplexing  it  must  be  to  a child.  Avoid- 
ing conversation  about  death  because  of  the 
discomfort  it  causes  can  deny  a child  a 
healthy  outlet  for  his  emotions.  Concern 
over  preoccupation  with  death  can  be  a real 
concern,  but  generally  ventilation  permits 
the  child  to  turn  his  thoughts  to  the  living- 
world  which  surrounds  him. 

Death  is  incomprehensible  to  a child.  His 
first  experience  with  death  prompts  numer- 
ous questions:  w-hat  happens  when  you  die? 
Why  do  young  people  die?  Where  do  you 
go  when  you  die?  Why  did  this  happen  to 
us  rather  than  someone  else?  Helping  the 
child  to  understand  death  without  bitter- 
ness can  accomplish  much  more  than  merely 
easing  his  hurt. 

The  parent,  because  of  the  close  relation- 
ship to  the  child,  must  be  the  one  on  whom 
the  major  responsibility  of  consoling  the 
child  falls.  Too  often  the  grief  of  the  parent 
is  so  great  that  little,  if  any,  consideration 
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is  given  to  the  child’s  emotional  needs.  The 
depth  of  the  relationship  between  siblings 
is  not  always  known  by  the  parents.  And 
who  can  say  how  deeply  a child  feels  the 
loss  of  a parent? 

A sudden  surge  of  attention  from  family 
and  friends  toward  a child  who  has  experi- 
enced the  loss  of  a sibling3  can  do  little  to 
help  the  child.  The  shock  of  the  loss,  the 
unreality  of  the  situation  and  the  confusion 
immediately  following  a death  seems  to  carry 
the  bereaved  through  the  ordeal  of  the 
funeral  and  burial.  When  the  influx  of  fam- 
ily and  sympathetic  friends  has  subsided, 
when  the  burial  has  been  accomplished  and 
life  returns  to  its  normal  pattern,  that  is 
when  the  full  realization  of  the  actual  loss 
is  felt.  The  emptiness  begins  to  be  felt 
and  the  finality  that  death  produces  per- 
vades the  conscious.  The  subconscious  is 
slower  to  adapt;  the  momentary  thought  of 
sharing  an  event,  an  experience  or  an 
achievement,  and  suddenly  the  realization 
that  this  is  no  longer  possible.  The  quarrel- 
ing with  the  sib  which  was  such  a healthy 
part  of  their  relationship  is  stilled.  The 
camaraderie  of  naptime,  the  early  morning 
hours  when  the  house  was  quiet,  the  pillow 
fights,  the  built-in  playmate,  the  reluctant 
sharing  of  toys,  all  of  these  are  gone. 

The  child  knows  only  that  the  pattern  of 
his  daily  living  is  unchanging.  Recognition 
of  this  and  a compassionate  understanding 
of  the  child’s  manifestation  of  loss  can  be 
extremely  important  at  this  time. 

The  loss  of  a parent4  requires  an  even 
greater  effort.  The  child  has  experienced  an 
upheaval  of  his  whole  world.  The  family 
structure  is  shattered,  his  security  is  threat- 
ened. his  whole  environment  is  changed  over- 
night. The  perfect  balance  in  his  life  pro- 
vided by  two  parents  now  must  be  main- 
tained by  one.  The  duties  previously  clear- 
ly defined  as  belonging  to  one  parent  or  the 
other  now  become  a singular  responsibility. 
Physical,  emotional  and  recreational  needs 
continue.  Assuming  the  role  of  the  absent 
parent  is  paramount  in  helping  the  child  to 
adjust  to  a new  life  style. 

The  reaction  of  the  remaining  parent  will 
influence  greatly  the  reaction  of  the  child. 


Excessive  mourning  can  offer  little  comfort 
to  the  child.  It  is  not  easy  or  particularly 
healthy  to  supress  grief  for  the  lost  spouse 
or  offspring.  A normal  display  of  grief  or 
outpouring  of  emotions  by  the  parent  can 
help  the  child  express  his  own  emptiness  and 
loneliness  also.  He  can  learn  that  sad  feel- 
ings are  as  normal  as  happy  feelings. 

The  remaining  parent  must  be  constantly 
on  guard,  however,  because  when  the  parent 
is  preoccupied  with  grief  the  child’s  main 
source  of  strength,  courage  and  understand- 
ing is  unavailable.  His  loneliness  is  inten- 
sified and  often  fosters  a feeling  of  aban- 
donment. 

A child’s  mourning  for  the  deceased  par- 
ent requires  a good  deal  of  understanding 
and  patience.  It  can  be  manifested  in  many 
ways  — withdrawal,  resentment,  rebellion, 
running  away,  clinging.  Reassembling  his 
shattered  world  and  restoring  normalcy  as 
soon  as  possible  will  do  much  to  help  the 
child  accept  a life  that  has  suddenly  assumed 
a different  dimension  — one  that  he  can- 
not fathom  alone. 

Financial  deprivation  often  accompanies 
the  loss  of  a parent.  If  it  is  the  father  who 
is  taken  in  death,  the  mother  has  the  respon- 
sibility of  becoming  the  breadwinner  of  the 
family.  The  child  has  taken  for  granted  her 
presence  with  him  constantly  and  suddenly 
her  loving  care  is  replaced  by  a sitter  or 
housekeeper.  This  can  be  very  disturbing 
to  a child.  Add  the  fact  that  the  eight  hours 
at  work  is  only  part  of  the  change  occa- 
sioned by  the  death  of  his  father;  the  house- 
hold duties  must  be  accomplished  upon  re- 
turn from  work.  Where  the  child  once  had 
the  companionship  of  one  or  the  other  of  his 
parents  at  all  times,  he  now  has  only 
budgeted  time  with  one  parent  to  enjoy. 
His  loss  becomes  more  profound  and  deepens 
his  feelings  of  aloneness.  Firstly,  he  can’t 
understand  why  his  father  had  to  die;  sec- 
ondly, he  can’t  understand  why  his  mother 
can  no  longer  devote  full  time  to  him.  A 
gradual  easing  into  the  new  pattern  of  life 
can  make  it  much  more  acceptable  to  the 
child.  The  investment  of  the  time  and  effort 
can  be  beneficial  to  the  child’s  adjustment 
and  can  serve  as  a deterrent  to  behavior 
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problems  which  frequently  stem  from  this 
type  event. 

The  sudden  motherless  home  can  be  even 
more  devastating.  The  personal  involvement 
of  the  mother,  the  bathtime  fun,  the  bed- 
time ritual,  the  comforting  of  distress  calls, 
are  not  graciously  accepted  from  a sub- 
stitute mother.  The  plaintive  plea  of  the 
child  “if  I be  good  will  Mommy  come  back?” 
is  difficult  to  handle  and  also  indicative  of 
the  child’s  inability  to  accept  the  finality 
of  death. 

Erratic  behavior  in  a child  frequently  fol- 
lows a death  loss  and  is  better  understood 
when  the  occurrence  prompting  it  is  known, 
Although  financial  deprivation  may  force  a 
move  to  another  neighborhood  or  city,  such 
a move  should  be  taken  only  after  deep  con- 
sideration. The  compassion  of  friends  and 
playmates  is  important  to  a child’s  adjust- 
ment to  his  new  family  situation.  The 
friendly  environment  of  a familiar  neigh- 
borhood can  offer  a great  deal  of  comfort  and 
stability  to  a child  who  has  suffered  the  loss 
of  a parent.  The  families  around  him  are 
intact  and  this  provides  a buffer  for  him. 
The  daily  routine  with  his  neighborhood  pals 
makes  him  know  that  not  everything  is 
changed. 

A move  to  new  surroundings  could  make 
the  child  feel  that  the  tragedy  that  occurred 
would  remain  behind.  It  is  not  unusual  today 
for  a home  to  be  minus  one  parent,  but  the 
assumption  generally  is  that  the  absence 
of  the  other  parent  is  because  of  divorce. 
When  his  new  neighbors  learn  that  death 
is  responsible  for  his  broken  home  he  may 
have  to  make  explanations  that  are  painful 
for  him. 

A normal,  emotionally  healthy  child  can 
ermerge  appropriately  from  the  experience 


of  losing  a sibling  or  a parent  through 
death.  The  patience  and  consideration  re- 
quired are  well  worth  the  investment.  The 
child  needs  special  consideration  in  many 
areas,  e.g.,  an  opportunity  to  talk  about  his 
loss,  a realization  that  life  around  him  con- 
tinues and  he  must  contribute  to  it  in  spite 
of  his  loss.  His  life  style  may  be  changed, 
but  with  the  proper  help  he  can  adapt  to  the 
changes.  The  suffering  inflicted  on  a child 
by  the  death  of  a family  member  can  be  a 
growth  experience. 

Children’s  attitudes  toward  death  and 
grieving  vary  immensely  from  those  of 
adults.  They  have  no  fear  of  death  and 
they  see  losses  of  people  around  them  as  only 
temporary,  totally  replaceable  in  a short 
time.  Their  reaction  to  death  is  only  a re- 
flection of  the  adults  around  them.  The 
ability  to  have  fears  and  even  the  ability 
to  grieve  is  really  a learned  process.  It  does 
not  occur  until  the  onset  of  concept  forma- 
tion comes  about,  which  really  begins  in  late 
childhood  or  early  adolescence.  While  this 
executive  ego  function  is  essential  in  the 
maturation  process,  would  it  not  be  wonder- 
ful if  it  could  be  more  selective  and  allow 
only  concepts  of  joy  and  happiness?  This 
continues  to  remain  the  exclusive  property 
of  children  and  protects  them  from  the 
stresses  and  concerns  of  adults.  Perhaps 
it  is  best  left  that  way. 
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Barium  Sulphate  is  the  Contrast  Agent  of 
Choice  in  Diagnosing  Obstruction 
Of  the  Small  Intestine 


THE  diagnosis  of  a small  bowel 
obstruction  continues  to  remain 
a challenge  for  the  family 
physician,  surgeon,  and  radiologist.  Symp- 
toms and  clinical  findings  may  be  vague. 
Roentgen  findings  on  the  plain  film  abdom- 
inal studies  yield  a definite  diagnosis  in  only 
50-60  percent  of  cases.3  During  the  past  four 
years  we  have  consistently  used  the  oral 
barium  examination  in  difficult  diagnostic 
cases  of  small  bowel  obstruction.  The  pur- 
pose of  this  paper  is  to  present  a summary 
of  7 cases  representing  a cross-section  of 
25  such  patients. 

Summaries  of  Seven  Case  Reports 
Case  #1 

Age  and  Sex  — 20  year  old  male. 

Past  Medical  History  — Previous 
gunshot  wound  in  abdomen.  Recurrent 
small  bowel  obstructions  with  multiple 
surgical  procedures. 

Presenting  Symptoms  — Abdominal 
pain,  atypical  for  small  bowel  obstruc- 
tion. 

Plain  Film  Studies  — Not  diagnostic 
for  small  bowel  obstruction. 

Indications  for  Barium  Study  — To 
determine  if  a small  bowel  obstruction 
was  actually  present.  The  clinicians 
wished  to  avoid  unnecessary  surgery  on 
a patient  who  had  previously  under- 
gone multiple  surgical  procedures. 

Barium  Study  Findings  — Incomplete 
obstruction  of  midjejunum  due  to  ad- 
hesion. (Figure  4). 

Celiotomy  Findings  — Midjejunal  ob- 
struction due  to  adhesion. 

Case  #2 

Age  and  Sex  — 16  year  old  male. 
Past  Medical  History  — Left  hemi- 
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colectomy  due  to  adenocarcinoma  of  the 
colon,  now  receiving  5FU  therapy. 

Presenting  Symptoms  — Acute  ab- 
dominal pain. 

Plain  Film  Studies  — Not  diagnostic 
for  small  bowel  obstruction. 

Indications  for  Barium  Study — To  de- 
termine presence  of  a small  bowel  ob- 
struction. If  obstruction  is  present  is 
it  due  to  adhesions  or  recurrent  neo- 
plasm. If  tumor  present,  surgery  prob- 
ably would  not  be  indicated. 

Barium  Study  Findings — Incomplete 


Figure  4 — Case  1.  Complete  obstruction  of  the  mid- 
jejunum secondary  to  adhesions.  Again  note  the  clubbed 
configuration  of  the  obstructed  loop. 
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obstruction  of  distal  ileum  due  to  ad- 
hesions. (Figure  2). 

Celiotomy  Findings  — Obstruction  of 
distal  ileum  due  to  adhesions. 

Case  #3 

Age  and  Sex  — 31  year  old  female. 

Past  Medical  History  — Previous  ab- 
dominal hysterectomy. 

Presenting  Symptoms  — Vague  ab- 
dominal discomfort. 

Plain  Film  Studies  — Not  diagnostic 
for  a small  bowel  obstruction.  (Figure 
1A). 

Indications  for  Barium  Study  — To 
determine  if  a small  bowel  obstruction 
was  present. 

Barium  Stiuly  Findings  — Incomplete, 
distal  jejunal  obstruction  due  to  adhe- 
sions. (Figures  IB  and  C). 

Celiotomy  Findings  — Distal  jejunal 
obstruction  due  to  adhesions. 

Case  #4 

Age  and  Sex  — 19  year  old  male. 


Figure  2 — Case  2.  Close  ud  view  of  an  adhesion  caus- 
ing ileal  obstruction.  Note  the  discrepancy  in  lumen 
caliber  between  the  dilated  proximal  loop  and  normal 
appearing  distal  loop.  The  narrowed,  angulated  segment 
between  the  proximal  and  distal  loop  indicates  the  pres- 
ence of  an  adhesion. 


Past  Medical  History  — Total  colec- 
tomy for  familial  multiple  polyposis. 

Plain  Film  Studies  — Diagnostic  for 
small  bowel  obstruction. 

Indications  for  Barium  Study  — To 
determine  if  obstruction  was  due  to  ad- 
hesions or  to  ileostomy  dysfunction. 

Barium  Study  Findings  — Complete 
distal  jejunal  obstruction  due  to  adhe- 
sions. (Figure  3). 

Celiotomy  Findings  — Obstruction  of 
distal  jejunum  due  to  adhesions. 

Case  #5 

Age  and  Sex  — 73  year  old  female. 

Past  Medical  History  — No  signifi- 
cant past  history. 

Presenting  Symptoms  — Nausea, 
vomiting  and  abdominal  distention  after 
eating. 

Plain  Film  Studies  — No  abnormali- 
ties. 

Indications  for  Barium  Study  — To 
find  evidence  of  gastric  or  small  bowel 
obstruction. 

Banum  Study  Findings  — Incomplete 


Figure  3 — Case  4.  There  is  complete  obstruction  of  the 
distal  jejunum.  The  club  shaped  appearance  of  the  ob- 
structed segment  usually  indicates  the  presence  of  an 
adhesion. 
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FIGURE  1 - CASE  3 (A) 


FIGURE  1 - CASE  3 (B)  FIGURE  1 - CASE  3 (C) 

Figure  1 — Case  3.  (A)  Supine  view  of  the  abdomen  showing  a non-specific  ileus  pattern.  (B)  Oral  barium 

study  showing  the  clubbed  appearance  of  the  dilated  segment  of  obstructed  jejunum.  (C)  Close  up  view  demonstrating 
the  narrowed,  kinked  intestinal  lumen  between  dilated  proximal  loop  and  normal  distal  loop.  This  appearance  is  charac- 
teristic of  an  adhesion. 
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obstruction  of  proximal  jejunum  secon- 
dary to  primary  adenocarcinoma. 

Celiotomy  Findings  — Primary  adeno- 
carcinoma of  proximal  jejunum. 

Case  #6 

Age  and  Sex  — 46  year  old  female. 

Past  Medical  History  — Bilateral 
oophorectomy  for  ovarian  adenocarcino- 
ma. Now  receiving  radiation  and  chemo- 
therapy. 

Presenting  Symptoms  — Cramping, 
abdominal  pain. 

Plain  Film  Studies  — Suggestive  of 
small  bowel  obstruction. 

Indications  for  Barium  Study  — To 
determine  if  obstruction  was  due  to  ad- 
hesions or  recurrent  neoplasm.  If  tu- 
mor present,  surgery  probably  would  not 
be  performed. 

Barium  Study  Findings  — Obstruction 
of  distal  jejunum  due  to  neoplasm. 

Celiotomy  Findings  — Jejunal  ob- 
struction due  to  diffuse  metastases  to 
mesentery. 

Case  #7 

Age  and  Sex  — 37  year  old  female. 

Past  Medical  History  — Abdominal 
hysterectomy. 

Presenting  Symptoms  — Cramping, 
abdominal  pain. 

Plain  Film  Studies  — Suggestive  of 
small  bowel  obstruction.  A soft  tissue 
mass  was  seen  in  the  pelvis. 

Indications  for  Barium  Study  — To 
determine  relation  of  pelvic  soft  tissue 
mass  to  the  obstruction. 

Barium  Study  Findings  — Obstruc- 
tion of  distal  ileum  due  to  adhesions. 
No  detectable  relationship  to  the  pelvic 
mass. 

Celiotomy  Findings  — Large  ovarian 
cyst.  Distal  ileal  obstruction  due  to  ad- 
hesions. 

Discussion 

The  superiority  and  safety  of  oral  barium 
over  water-soluble,  iodine-containing  com- 


pounds in  the  diagnosis  of  small  bowel  ob- 
struction has  been  well  established  by  Nelson 
and  his  coworkers  from  their  experimental 
and  clinical  work  during  the  1960’s.4’ 5 • 7- *• 9 
Nelson’s  conclusions  regarding  the  advant- 
ages of  barium  over  water-soluble  compounds 
are  briefly  summarized  below. 

One  of  the  objections  to  the  use  of  oral 
barium  frequently  raised  by  clinicians  is 
that  barium  will  inspissate  in  the  intestinal 
lumen  proximal  to  an  obstruction.  In  his 
controlled  studies,  Nelson  found  no  basis  for 
this.  Impaction  of  barium  in  the  obstruct- 
ed small  bowel  is  unlikely  because  the  ac- 
cumulation of  large  quantities  of  intralum- 
inal fluid  proximal  to  the  obstruction  acts 
to  keep  the  barium  in  suspension.  Further- 
more, modern  barium  suspensions  do  not 
settle  out  readily,  and  peristaltic  activity  of 
the  bowel  proximal  to  the  obstruction  tends 
to  keep  the  barium  and  fluid  contents  well 
mixed.5 

There  is  a remote  possibility,  however, 
that  oral  barium  might  inspissate  in  the 
colon  proximal  to  an  obstruction.  If  there  is 
a problem  differentiating  between  a small 
bowel  obstruction  or  a distal  colon  obstruc- 
tion we  first  perform  a barium  enema  to 
exclude  the  latter.  Oral  barium  probably 
should  not  be  administered  if  there  is  a le- 
sion obstructing  the  distal  colon.  Barium 
examination  is  also  contraindicated  if  a sus- 
pected perforation  of  the  colon  or  small  bowel 
exists. 

Because  of  their  hyperosmolar  properties, 
water-soluble  iodinated  compounds  have 
been  shown  by  Nelson  to  cause  further  de- 
leterious changes  in  the  obstructed  patient’s 
already  altered  fluid  and  electrolyte  balance.5 
These  iodinated  compounds  also  have  the 
undesirable  property  of  becoming  easily  di- 
luted as  they  pass  through  the  voluminous, 
intraluminal  fluid  of  the  obstructed  small 
intestine.  Barium,  however,  maintains  its 
density  much  better  and  allows  for  a more 
accurate  definition  of  the  exact  point  of  ob- 
struction. 

We  certainly  do  not  use  the  barium  exam- 
ination on  patients  with  a straight  forward 
small  bowel  obstruction.  The  diagnosis  in 
these  cases  can  be  made  from  the  clinical 
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and  plain  film  abdominal  findings.  Our  in- 
dications for  the  use  of  the  oral  barium  ex- 
amination in  cases  of  suspected  small  bowel 
obstruction  are  as  follows:  when  the  clinical 
and  plain  film  roentgen  findings  are  not  diag- 
nostic, to  distinguish  between  obstruction 
due  to  adhesions  or  neoplasm  and  to  differ- 
entiate between  adynamic  ileus  and  mechan- 
ical obstruction. 

The  method  of  examination  is  not  com- 
plicated. We  give  the  patient  approximately 
400-500  ml  of  60  percent  weight/volume  ba- 
rium and  expose  the  first  abdominal  film 
within  15  minutes.  Examination  of  the 
esophagus,  stomach  and  duodenum  is  per- 
formed in  the  usual  method  prior  to  this 
study.  The  supine  position  is  used  on  the 
first  film  to  demonstrate  the  ligament  of 
Treitz  area.  The  remaining  films  are  taken 
in  the  prone  position  at  intervals  designated 
by  the  radiologist.  The  prone  position  al- 
lows for  better  separation  of  small  bowel 
loops.  The  radiologist  must  keep  close  ob- 
servation on  progress  of  the  barium  through 
the  small  bowel  and  utilize  fluoroscopic  ex- 
amination whenever  necessary  to  separate 
intestinal  loops  or  to  obtain  a more  accurate 
evaluation  of  a specific  area. 

The  roentgen  characteristics  indicating  ob- 
struction that  we  have  found  most  useful  in 
our  series  are  as  follows: 

1.  A sudden  change  in  caliber  from  a di- 
lated proximal  intestinal  loop  to  the  near 
normal  caliber  of  distal  loops.  Usually  we 
have  been  able  to  identify  the  narrowed, 
kinked  lumen  between  proximal  and  distal 
loops  indicating  the  presence  of  adhesions. 
(Figs.  1C  and  2).  However,  there  may  be 
so  much  overlapping  of  contrast  filled  loops 
that  the  discrepancy  in  caliber  may  be  all 
that  can  be  defined.  Nevertheless,  this 
abrupt  change  in  caliber  alone  is  diagnostic 
of  a partial  mechanical  obstruction.8 

2.  In  the  case  of  complete  obstruction, 
there  will  be  a clubbed  or  cobra  head  appear- 
ance to  the  loop  of  bowel  immediately  prox- 
imal to  the  obstruction.6  (Fig.  4). 

3.  In  adynamic  ileus,  the  entire  small 
bowel  is  dilated  down  to  the  colon,  and  bari- 
um will  eventually  pass  into  the  right  colon. 


The  transport  of  barium  through  the  intes- 
tine may  be  very  slow  and  can  take  up  to 
24  - 72  hours. 

4.  Adjacent  inflammatory  or  neoplastic 
disease  will  often  cause  an  extrinsic  pressure 
defect,  accompanied  by  distortion  and  pleat- 
ing of  the  involved  valvulae  conniventes. 

5.  It  is  beyond  the  scope  of  this  paper 
to  discuss  the  roentgen  findings  of  primary 
or  metastatic  small  bowel  neoplasms.  Usual- 
ly they  can  be  identified  specifically  as  neo- 
plastic lesions  with  characteristics  quite  dif- 
ferent from  those  of  adhesions.  These  char- 
acteristics have  been  described  in  previous 
papers.1- 2 

The  value  of  this  type  of  approach  is  best 
demonstrated  by  case  number  three.  This 
young  lady  was  troubled  by  abdominal  pain 
for  two  years  and  had  been  shuttled  in  and 
out  of  a number  of  hospitals.  Our  plain  ab- 
dominal films  were  nondiagnostic  showing 
only  an  adynamic  ileus  pattern.  (Fig.  1A). 
Clinical  examination  and  laboratory  studies 
were  inconclusive.  Finally,  we  did  a small 
bowel  examination  and  found  the  tell-tale 
club-shaped,  dilated  proximal  loop  (Fig.  IB) 
followed  by  a narrowed,  kinked  lumen  char- 
acteristic of  an  incomplete  obstruction  sec- 
ondary to  adhesions.  (Fig.  1C). 

Summary 

Seven  problem  cases  of  mechanical  small 
bowel  obstruction  are  presented.  Oral  bari- 
um studies  of  the  small  intestine  were  per- 
formed in  each  case  to  establish  the  diag- 
nosis. The  advantages  of  barium  sulphate 
over  water-soluble  iodinated  contrast  com- 
pounds are  briefly  discussed  along  with  our 
indications  for  performing  oral  barium 
studies  in  cases  of  suspected  small  bowel  ob- 
struction. 
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Physiological  Stress  Testing  in  the 
Detection  of  Latent  Ischemic 
Heart  Disease* 


The  occurrence  of  aircraft  fatali- 
ties directly  related  to  an  acute 
incapacitating  myocardial  event 
in  the  person  of  the  pilot  has  led  to  an 
attempt  to  identify  the  high  risk  subject  prior 
to  such  an  event. 14  Such  attempts  are 
spurred  by  the  knowledge  that  preinfarction 
symptoms  may  be  masked,  unrecognized,  or 
subconsciously  denied  by  the  person  involved. 
Yet,  to  initiate  profession-wide  surveillance 
for  relative  risk,  in  which  the  outcome  may 
have  lasting  impact  on  the  career  of  an 
individual  found  to  have  a suggested 
increased  risk,  requires  that  the  positive  find- 
ings be  as  nearly  unequivocal  as  possible.  5 6 
Thus  it  is  well  that  discussions  of  the  nature 
of  this  being  held  here  today  be  carried  out  in 
order  that  all  facets  of  this  problem  be 
thoroughly  evaluated. 

Physiological  stress  testing  by  means  of 
progressive  incremental  work  load  increases 
to  maximum  physical  tolerance  or  to  onset  of 
abnormal  physical  or  monitored  signs  is  of  rel- 
atively recent  appearance.  The  hardware  for 
doing  the  test,  e.g.,  the  electrocardiographs, 
bicycle  ergometers,  treadmills,  and  other 
such  equipment,  have  been  with  us  for  a long 
time.  It  was  only  with  the  advent  of  the 
transistor,  when  dynamic  physiologic  testing 
really  came  of  age,  that  this  means  of  assess- 
ing cardiovascular  competence  became  an 
integral  part  of  the  total  physical  assessment. 
When  used  as  a tool  to  determine  relative 
degree  of  cardiopulmonary  fitness,  the 
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treadmill  and  bicycle  ergometric  tests  are 
without  peer,  particularly  if  the  determina- 
tion of  oxygen  consumption  is  included  in  the 
parameters  measured.  However,  the  validity 
of  this  methodology  when  used  as  a predictor 
of  future  cardiac  events  is  still  a matter  of 
some  debate.  It  would  be  helpful,  therefore, 
to  consider  briefly  some  of  the  recent 
information  concerning  methods  currently 
used  as  predictors  of  future  heart  attacks  and 
judge  them  in  comparison  to  the  physical 
stress  test. 

First  of  all,  what  is  meant  by  a cardiac 
event?  In  the  context  of  the  aviation  industry, 
it  would  seem  to  me  that  we  are  talking  about 
sudden  death  from  a heart  attack.  Although  a 
nonlethal  myocardial  infarction  is  important 
to  the  person  and  also  to  the  industry,  it  is 
sudden  and  totally  incapacitating  death  at  the 
controls  that  is  of  primary  concern.  Thus  our 
interest  should  be  directed  towards  predict- 
ors of  sudden  cardiac  death.  Lown  and  Wolf 7 
and  James8  have  recently  considered  this 
question.  They  point  out  the  obvious  fact  that 
sudden  myocardial  death  is  caused  by  electrical 
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derangement  in  cardiac  rhythm  leading  to 
ventricular  fibrillation,  and  that  ventricular 
premature  beats  precede  and  identify  the 
patient  susceptible  to  sudden  cardiac  death. 
Similarly  the  hypertensive  patient  with 
severe  coronary  atherosclerosis,  ST  depres- 
sions in  an  ECG  and  bradycardia,  particularly 
if  he  also  experiences  chest  pain,  smokes 
heavily,  and  has  an  elevated  serum 
cholesterol,  will  be  at  high  risk  for  sudden 
coronary  death.1'  It  remains  to  identify  these 
risk  factors  for  sudden  death  in  a subject 
undergoing  testing. 

On  the  assumption  that  obstruction  of  a 
coronary  artery  or  arteries  with  the  resulting 
decrease  in  blood  supply  to  the  myocardium 
served  is  the  primary  cause  of  myocardial  in- 
farction and  presumably  sudden  coronary 
death,  it  would  seem  that  identification  of 
such  obstruction  would  give  all  the  needed 
answers.  Yet  about  50%  of  hearts  from 
patients  suffering  sudden  death  from  acute 
myocardial  infarction  show  no  evidence  of 
antemortem  occlusion. 10  Baroldi  " and  others 
recently  have  reported  that  of  those  hearts 
showing  obstruction  associated  with  myo- 
cardial infarction,  all  but  about  4%  have 
thrombotic  lesions  of  lesser  age  than  that  of 
the  infarcts  supposedly  resulting  from  that 
obstruction.  The  infarct  preceded  the 
obstruction  in  other  words.  It  is  clear  that  ob- 
struction per  se  is  not  the  only  factor  in  myo- 
cardial infarction  and  sudden  coronary  death. 

There  are  numerous  reports  in  the 
literature  recording  angina,  myocardial  in- 
farction, and  sudden  coronary  death  in 
patients  with  normal  arteriograms. 12  14  On 
the  other  hand,  Vlodaver  et  al,  studying  134 
arterial  segments  from  10  patients  dying  from 
coronary  heart  disease  found  33%  had  been 
given  false  negative  angiographic  reports, 
The  coronary  angiograms  had  not  revealed 
existing  arteriosclerotic  heart  disease.  Cor- 
onary angiography  is  highly  predictive  of 
myocardial  infarction  in  patients  with  major 
obstructions  (greater  than  50%  obstruction  of 
one  or  more  major  coronary  arteries),  but 
loses  its  sensitivity  in  the  presence  of  lesser  or 
no  obstruction.  Thus,  in  addition  to  pure 
anatomic  information,  means  for  the  identifi- 
cation of  electrophysiological  changes  which 
might  aid  in  the  prediction  of  abnormal  heart 
functions  are  important. 


The  traditional  Master’s  2-step  test,  atrial 
pacing,  submaximal  and  maximal  exercise 
tests,  and  continuous  monitoring  all  have 
their  proponents.  In  a highly  selected  cohort 
of  patients  with  chest  pain  Cohn  et  al  found  a 
high  frequency  of  positive  Master's  tests 
(100%  ) in  patients  with  two-vessel  or  more 
disease  when  the  criterion  of  greater  than  2 
mm  segmental  deflection  was  used.  In  lesser 
degrees  of  involvement,  the  correlation  fell 
off.  16 

Atrial  stimulation  by  a pacing  catheter 
placed  in  the  coronary  sinus  or  in  the  right 
atrium  can  be  carried  out  in  conjuction  with 
other  cardiac  catheterization  procedures.  r 
Cardiac  anoxia  is  produced  by  increasing 
contraction  rate  to  levels  comparable  to  those 
induced  by  physical  exercise.  We  know  from 
working  with  exercising  epileptic  patients 
that  the  abnormal  brain  waves  stimulated  by 
hyperventilation  at  rest  do  not  appear  with 
comparable  hyperventilation  during  treadmill 
exercise  to  maximum  work  load.  The 
metabolic  acidosis  and  electrolyte  changes  as- 
sociated with  physical  work  modify  the 
development  of  abnormal  electrical  output 
from  the  brain.  It  is  reasonable  to  presume 
that  similar  variations  might  be  seen  in  atrial 
pacing  vs  exercise  testing.  In  fact,  Khaja  and 
coworkers  found  that  “when  angina  is  not 
provoked,  only  exercise  demonstrates  ab- 
normal ventricular  function  since  the 
response  to  pacing  is  indistinguishable  from 
that  of  the  normal  group.”  17  Thus  atrial 
pacing  is  a good  tool  to  study  the  relatively 
pure  effect  of  cardiac  anoxia  in  an  experi- 
mental situation,  free  from  the  interference  of 
hemodynamic  and  arterial  substrate  changes 
attending  exercise,  as  Forrester  et  al  pointed 
out.™  Since  we  are  concerned  here  with 
identification  of  risk  in  the  intact  functioning 
man  it  would  seem,  therefore,  that  electro- 
physiological  changes  attending  atrial  pacing 
would  not  give  the  entire  answer. 

Maximal  physical  stress  testing  by  means 
of  graded  exercise  on  a treadmill  or  bicycle 
ergometer  appears  to  be  the  most  practical 
noninvasive  method  for  assessing  presence  of 
ischemic  heart  disease  available  at  the 
present  time.  As  Friesinger  and  Smith 
pointed  out  “coronary  arteriography  gives  the 
most  specific  anatomic  information  in  patients 
with  ischemic  cardiac  pain,"  but  “the  lowest 
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error  percentage  is  achieved  by  utilizing  rate- 
standardized  exercise  tests  and  multiple  leads 
with  loads  that  produce  heart  rate  responses 
of  80  to  90%  of  the  expected  maximum.”21 
Redwood  and  Epstein22  reviewed  the  results 
of  11  studies  encompassing  852  patients  in 
whom  comparison  was  made  between 
exercise  testing  and  coronary  arteriography. 
Sensitivity  (true  positive  tests)  of  graded 
exercise  tests  varied  from  71  to  88%  while 
specificity  (true  negative  tests)  varied  from 
69  to  97% . As  these  authors  conclude, 
“Patients  manifesting  or  developing  a positive 
exercise  test  have  a much  higher  probability 
of  experiencing  coronary  events  (angina 
pectoris,  myocardial  infarction,  or  sudden 
coronary  death)  than  those  individuals  with 
normal  stress  tests.”  This  is  the  type  of  in- 
formation needed. 

Other  correlates  of  abnormal  cardiac 
function  are  being  reported  in  patients  with 
positive  near-maximal  physical  stress  tests. 
Kattus  and  coworkers2.3  noted  a positive 
relationship  between  ischemic  ST  depression 
during  near-maximal  stress  testing  and 
elevated  serum  cholesterols,  abnormal  resting 
electrocardiograms  and  history  of  cardiac 
symptoms  in  35  of  314  male  insurance  under- 
writers. Martin  and  McConahay-’4  found  an 
abnormal  incrase  in  left  ventricular  filling 
pressure  in  90%  of  their  100  patients  with 
positive  ( > 1.0  mm  ST  depression)  maximal 
stress  tests:  a hemodynamic  abnormality 
associated  with  myocardial  ischemia.  Al- 
though long  term  follow-up  studies  are  not 
available  in  patients  having  maximal  stress 
tests,  short  term  (2.5  years)  studies  have 
shown  a decided  preponderance  of  sudden 
coronary  death  and  myocardial  infarction  in 
those  with  positive  tests. 2i-’~’ 

There  is  another  aspect  of  physical  stress 
testing  that  may  be  of  even  greater  im- 
portance in  predicting  sudden  coronary  death 
than  does  ischemic  ST  deflections  with  ex- 
ercise. I refer  to  the  development  of  pre- 
mature ventricular  contractions  during  ex- 
ercise. Whereas  PVCs  were  once  considered 
“normal”  in  the  absence  of  demonstrable 
heart  disease,  their  importance  as  possible 
warning  signs  of  future  electrophysiological 
disturbances  in  the  heart  is  now  recognized. 
As  Lown  and  Wolf  stated,  7 “Ventricular  pre- 
mature beats  may  identify  subjects  suscepti- 


ble to  sudden  coronary  death.”  In  seeking  a 
predictor  of  sudden  coronary  death,  a cardiac 
event  of  greatest  importance  in  aviation 
medicine,  it  is  necessary  that  this  ECG  ab- 
normality be  considered.  Kasowsky  et  al2(> 
compared  maximal  stress  testing  on  a tread- 
mill with  long  term  (up  to  14  hours) 
monitoring  with  an  on-subject  Holter 
Avionics  ECG  monitor.  They  found  arrhyth- 
mias in  27%  of  monitored  patients,  but  in  39% 
of  exercised  patients.  Since  the  cohort  of  81 
contained  53  with  known  coronary  heart 
disease,  20  with  suspected  heart  disease  and 
only  8 with  no  known  heart  disease  or  ar- 
rhythmia, the  appearance  of  this  degree  of  ar- 
rhythmia is  a significant  prognostic  finding. 
Beard  and  Owen37  , testing  248  clinically 
healthy  NASA  manned  space  center  execu- 
tives, observed  some  form  of  arrhythmia  in 
34%  at  some  time  and  13%  or  more  than  one 
occasion.  PVCs  accounted  for  110  or  71%  of 
the  total  arrhythmias.  Of  these,  3 were  multi- 
focal and  4 paired,  while  5 had  bigeminal  and 
2 had  trigeminal  rhythm.  They  advised 
caution  in  exercising  patients  with  these 
changes,  indicating  risk  of  fatal  arrhythmia. 

Goldschlager  and  associates  reported  on  a 
study  of  exercise  induced  arrhythmias  in  170 
patients. 3»  Among  their  conclusions,  three 
stand  out  as  very  important.  They  observed 
that  PVCs  occurred  more  commonly  in  those 
patients  with  two  or  three  vessel  disease  and 
hypocontractility.  Furthermore,  abolition  of 
PVCs  by  exercise  did  not  necessarily  signify  a 
benign  arrhythmia.  This  was  often  seen  in 
patients  with  three-vessel  disease.  Lastly,  ar- 
rhythmias were  most  commonly  seen  in  the 
post-exercise  period.  Again,  PVCs  were 
considered  indicators  of  possible  fatal  ar- 
rhythmia. 

In  the  over  300  physical  stress  tests  we 
have  accomplished  in  our  laboratory  thus  far 
occurrence  of  arrhythmias  of  any  sort  are 
rare.  Those  encountered  are  predominantly 
post-exercise  supraventricular  irregularities 
associated  with  rapidly  changing  potassium, 
calcium,  and  pH  levels  of  the  immediate  (2-7 
minute)  post-exercise  period. 2<)  Since  our  test 
subjects  are  largely  healthy  young  adults, 
this  is  understandable.  This  type  of  arrhythm- 
ia is  physiological  and  is  seen  in  the  physically 
sedentary  subjects  but  not  in  the  trained 
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athlete.  Ventricular  premature  beats,  espe- 
cially those  that  encroach  upon  the  preceding 
T wave  or  occur  in  bursts  of  two  or  more,  are 
another  story.  Although  the  precise  relation- 
ship of  exercise  induced  PVCs  to  future 
serious  cardiac  events  awaits  further 
epidemiological  study,  the  fact  that  they  do 
occasionally  appear  during  maximal  stress 
testing  enhances  the  value  of  this  technique 
in  assessing  abnormal  electrophysiologic 
events  in  a given  subject.  Concensus  seems  to 
be  that  they  are  not  always  benign  but  are 
often  predictors  of  future  fatal  events. 

Cardiologists  involved  in  maximal  stress 
testing  are  of  the  general  concensus  that  this 
technique  is  the  best  and  most  predictive  of 
all  the  available  means  for  assessing  the  pos- 
sibility of  an  acute  cardiac  emergency. 

Four  cases  will  be  presented  to  illustrate 
the  use  of  exercise  stress  testing  in  detection 
of  latent  cardiovascular  abnormalities. 


Case  No.  1 

We  were  requested  to  do  a physio- 
logical stress  test  on  a 52  year  old 
medical  missionary,  who  although  com- 
pletely asymptomatic,  had  promised  his 
children  he  would  climb  Kilimanjaro  with 
them  upon  his  return  to  Kenya.  After  a 
normal  double  Master’s  ECG,  he  was  ex- 
ercised to  maximum  with  a Bruce  multi- 
stage treadmill  test.  The  test  was  termin- 
ated as  a pulse  rate  of  190  because  of 
significant  ST  depression  appearing  in 
monitored  electrocardiogram.  The  series 
of  tracings  appear  in  Figure  1.  Ischemic 
type  depression  began  to  appear  at  a 
pulse  of  104  and  became  pronounced  at  a 
pulse  of  190  with  occasional  premature 
ventricular  contractions.  The  electro- 
cardiogram returned  to  completely 
normal  within  15  minutes  after  cessation 
of  exercise.  This  being  his  first  hint  of  a 
masked  cardiopulmonary  problem,  fur- 
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ther  studies  were  undertaken.  His  pul- 
monary function  tests  revealed  hyper- 
aeration while  his  FEV  i was  only  67%  of 
normal,  i.e.  he  had  classical  evidence  of 
chronic  obstructive  lung  disease.  His 
serum  cholesterol  was  found  to  be  291 
mg%  at  rest  3 hours  postprandial,  and 
rising  to  341  mg%  post-exercise.  His 
serum  triglycerides  were  elevated,  and 
his  lipoprotein  electrophoresis  revealed 
Type  IV  hyperlipoproteinemia.  His  eye- 
grounds  revealed  moderately  advanced 
arteriosclerosis. 

This  case  is  a classic  example  of  arteri- 
osclerotic heart  disease  in  the  absence  of 
hypertension  discovered  on  physiological 
stress  testing.  In  the  current  United 
States  medical  climate,  the  risk  factors  of 
typical  Type  IV  hyperlipoproteinemia 
would  have  been  discovered  much  earlier 
than  the  age  of  52,  and  the  patient  would 
not  be  as  high  a risk  for  myocardial  in- 


farction as  he  was  at  the  current  time. 
The  antecedent  normal  standard  and 
double  Master’s  electrocardiogram  tests 
reflect  the  common  knowledge  that 
significant  physiological  stressing  must 
be  accomplished  in  order  to  explore  hid- 
den myocardial  ischemia. 

Case  No.  2 

At  the  age  of  50  (in  1968)  this  patient 
was  on  an  admittedly  psychologically 
stressful  business  trip  to  Georgia  and 
Illinois.  He  developed  multiple  pre- 
mature ventricular  contractions  and 
symptoms  of  breathlessness.  He  was 
checked  by  a cardiologist  in  Illinois,  who 
found  multiple  premature  ventricular 
contractions  increasing  with  exercise  and 
an  otherwise  abnormal  electrocardio- 
gram. The  patient  was  told  that  he 
probably  had  had  a myocardial  infarction 
but  since  he  was  on  his  way  home 
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nothing  further  was  accomplished.  The 
patient  states  he  was  fully  recovered  in  6 
weeks.  He  now  denies  chest  pain  but  had 
a positive  Master's  test,  which  was  con- 
firmed by  a bicycle  physiological  stress 
test  in  another  laboratory.  This  patient 
can  interval  jog  and  walk  IV2  miles,  but 
cannot  do  sustained  exercise  without  un- 
due breathlessness  and  a feeling  of  weari- 
ness. The  patient  is  very  nervous  and  be- 
comes easily  upset  at  work. 

These  segmental  ECG  changes  shown 
in  Figure  2 are  not  precisely  in  the  form 
of  accepted  ischemic  depression,  but  they 
do  develop  with  exercise  of  a mild  sort, 
are  reversible  with  rest,  and  have  been 
confirmed  by  the  previous  laboratory. 
Note  the  increased  systolic  blood  pres- 
sure greater  than  200  mm  and  the 
diastolic  pressure  which  has  dropped  to 
77  mm  at  the  termination  of  the  test.  I 
interpret  this  history  and  stress  test  find- 
ings as  evidence  of  physiological  dysfunc- 


tion of  the  heart.  With  one  previous 
episode  of  arrhythmia  this  patient  must 
be  considered  at  significantly  increased 
risk  for  an  acute  episode  of  arrhythmia 
and  possible  sudden  death. 

Case  No.  3 

(Figure  3)  This  50  year  old  professor 
denies  symptoms  of  any  kind.  He  ex- 
ercises daily  at  the  YMCA,  primarily  jog- 
ging about  their  small  indoor  track.  His 
resting  pulse  was  75  and  resting  blood 
pressure  128/88,  while  his  electrocardio- 
gram at  rest  was  normal.  Within  two 
minutes  of  commencing  bicycle  exercises 
at  a very  minimal  stress  level  of  25  watts 
occasional  premature  ventricular  con- 
tractions began  to  appear.  They  became 
increasingly  frequent  until  the  test  was 
discontinued  at  a pulse  of  110  BPM  and  a 
blood  pressure  of  152/77.  This  was  done 
even  though  the  patient  had  progressed 
in  three  minutes  stages  only  to  stage  four 
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at  a stress  level  of  100  watts.  The  fre- 
quency of  the  premature  ventricular  con- 
tractions had  decreased  by  3 minutes 
rest  but  they  persisted  throughout  8 
minutes  of  post  exercise  rest.  No  other 
electrocardiographic  changes  were  ob- 
served. 

The  appearance  of  premature  ventric- 
ular contractions  with  exercise  encroach- 
ing on  the  downslope  of  the  preceding  T 
wave  and  persisting  after  such  minimal 
exercise  makes  this  man  a significant  risk 
for  an  acute  cardiac  event,  arrhythmia. 

Case  No.  4 

Case  No.  4 is  that  of  a healthy  19  year 
old  male  who  had  observed  what  he 
thought  was  an  unusual  amount  of 
breathlessness  when  he  ran  during  his 
exercise  program.  He  requested  evalua- 
tion. His  pulmonary  volumes  and 
mechanics  were  normal  although  he  had 
a moderate  pectus  excavatum.  Because  of 
exercise  symptoms  a double  Master’s 
electrocardiogram  was  accomplished  pri- 
or to  stress  testing.  This  also  was 
normal.  He  underwent  a Bruce  Multi- 
stage Treadmill  test  to  90%  of  predicted 
maximum  heart  rate  at  which  time  the 
test  was  discontinued.  His  pulse  rate 
then  was  182  and  his  VO  j was  43.5 
ml/kg/min. 

His  stress  electrocardiogram  shown  in 
Figure  4 reveals  a bundle  branch  block 
developing  at  a pulse  rate  greater  than 
132  and  disappearing  on  a resting  return 
to  a pulse  rate  less  than  136. 

Bundle  branch  block  developing  during 
strenuous  exercise  indicates  a relative 
myocardial  ischemia  probably  caused  by 
a defective  septal  branch,  most  likely 
from  the  left  anterior  descending 
coronary  artery.  This  individual  must  be 
considered  at  some  increased  risk  for  a 
cardiac  event,  either  infarction  or  ar- 
rhythmia, but  in  a person  of  19  years  of 
age  the  course  is  usually  benign.  I know 
of  no  prospective  study  to  the  contrary, 
but  then  intermittent  block  developing  at 
a pulse  rate  of  over  135  is  a rare  event. 
This  patient  was  encouraged  to  continue 
his  exercise  program  but  to  keep  his  ex- 
ercise pulse  below  130,  although  this 
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recommendation  was  entirely  empirical.  I 
would  not  give  him  a first-class  certif- 
icate without  more  extensive  examina- 
tion. 

These  four  cases  illustrate  the  usefulness  of 
this  noninvasive  physiological  cardiovascular 
stress  testing  technique  in  identifying 
persons  who  are  at  risk  for  a subsequent  myo- 
cardial event.  I believe  this  technique  reflects 
more  accurately  than  the  standard  ECG,  the 
Master’s  2-step  test,  or  atrial  pacing  the 
response  of  the  cardiovascular  system  to 
physiological  stress.  Whether  or  not  the 
results  obtained  by  this  method  are  more  pre- 
dictive, parallel,  or  are  less  predictive  than 
coronary  angiography  with  its  associated 
hemodynamics  studies  is  not  really  germaine, 
because  the  latter  is  quite  complex  and  not 
applicable  to  mass  screening. 

I know  of  no  specific  test  which  can 
positively  identify  the  patient  with  the  un- 
stable conduction  system  whose  heart  may 
fibrillate  or  arrest  from  stress  catecholaminia 
and  the  patient  thereby  suffer  an  “electrical 
death”  in  the  absence  of  coronary  heart 
disease.  Prolonged  monitoring  may  be  such  a 
method. 

The  proof  of  any  technique  depends  upon 
how  simply  and  accurately  it  fulfills  the  task 
it  has  been  assigned.  In  this  instance  it  is  to 
identify  high  risk  personnel  in  aircraft  crews 
whose  seizure  with  an  incapacitating  cardiac 
event  might  endanger  crew  and  passengers. 
In  this  respect,  sub-maximal  and  maximal 
physiological  stress  testing  is  better  than 
most  available  techniques. 
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Echocardiographic  Diagnosis  of  Mitral 
Valve  Prolapse  (Midsystolic  Click  — 
Late  Systolic  Murmur  Syndrome)* 


THE  clinical  suspicion  for  mitral 
valve  prolapse  is  usually  based 
upon  the  auscultatory  findings 
of  a mid-systolic  click  with  or  without  a 
crescendo  late  systolic  murmur.  Besides 
these  typical  auscultatory  findings,  three 
other  associated  problems  may  bring  these 
patients  to  the  attention  of  physicians:  1) 
atypical  chest  pain,  2)  abnormal  resting 
electrocardiogram,  and  3)  a history  of  palpi- 
tations and/or  cardiac  arrhythmias.  Echo- 
cardiography has  become  a reliable  noninva- 
sive  technique  to  confirm  the  diagnosis  of 
mitral  valve  prolapse.1  A typical  example  is 
as  follows: 

Case  History 

Thirty-year -old  white  female  was  referred 
for  evaluation  of  a heart  murmur  and  history 
of  palpitations.  Family  history  was  negative 
for  cardiovascular  disease  or  sudden  death. 

Physical  examination  revealed  a well-de- 
veloped. well-nourished  white  female  with  a 
normal  body  build.  Blood  pressure  was 
125/75  mm  Hg;  pulse  68  per  minute  and 
regular.  Jugular  venous  pressure  and  carotid 
pulses  were  normal.  On  palpation  of  the 
chest,  the  heart  size  was  normal  with  a 
mildly  hyperdynamic  apex.  On  auscultation, 
a loud  midsystolic  click  was  audible  at  the 
apex  and  was  followed  by  a high-pitched, 
crescendo,  grade  2/6,  late  systolic  murmur. 
The  murmur  at  times  had  a "honking” 
quality.  The  remainder  of  the  physical 
examination  was  normal. 

The  chest  x-ray  was  normal  except  for  a 
mild  dorsal  scoliosis.  Resting  electrocardio- 
gram was  normal.  A treadmill  stress  test  to 
90%  of  maximal  capacity  was  negative  for 
evidence  of  myocardial  ischemia  or  signifi- 
cant cardiac  arrhythmias. 

Echocardiographic  findings 

Normally,  the  mitral  valve  leaflets  move 
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slightly  anterior  during  systole  (figure  1A). 
With  prolapse  of  the  mitral  valve,  the  re- 
dundant anterior  and/or  posterior  leaflets 
move  posterior  during  mid-to-late  ventricular 
systole.  This  movement  can  be  visualized  on 
the  echocardiogram,  as  seen  in  our  patient 
(Fig.  IB).  No  additional  echocardiographic  ab- 
normalities were  detected.  The  systolic  click 
coincides  with  maximum  mitral  valve  pro- 
lapse, and  is  probably  due  to  sudden  tensing 
of  the  sail-like  valve  with  its  chordal  attach- 
ment, just  as  a sail  with  its  ropes  in  a sail- 
boat snap  when  the  wind  billows  the  sail. 
The  latter  finding  can  also  be  documented  by 
phonocardiography. 

No  therapy  was  advised  except  for 
bacterial  endocarditis  prophylaxis. 

Discussion 

The  clinical  diagnosis  of  mitral  valve 
prolapse  is  based  upon  the  auscultatory  find- 
ings of  a midsystolic  click  with  or  without  a 
crescendo  late  systolic  murmur.  Echocardio- 
graphy is  the  diagnostic  method  of  choice  to 
establish  the  diagnosis  of  mitral  valve  pro- 
lapse, often  obviating  the  need  for  cardiac 
catheterization. 1 

Females  outnumber  males  2-1  in  the  mitral 
valve  prolapse  syndrome.  Since  frequently 
females  are  less  than  40  years  of  age,  they 
have  been  called  the  "click  chicks.”  The 
typical  pathological  findings  are  large, 
voluminous  mitral  leaflets  with  myxomatous 
degeneration.  - The  chordae  tendinae  may  or 
may  not  be  redundant. 

I rom  the  noninvasive  cardiac  laboratory,  the  Cardiovascular 
Center.  University  of  Nebraska  Hospital,  Omaha,  Nebraska. 
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Several  large  series  reported  since  1966 
attest  to  the  prevalence  of  this  syndrome.  It 
is  often  genetically  determined  as  an 
autosomal  dominant  form  of  inheritance, 
although  manifestations  usually  do  not 
appear  in  childhood. 2 Chest  pain  atypical  of 
angina  pectoris  is  the  most  common 
symptom.  Many  of  these  patients  have  now 
been  shown  to  have  normal  coronary 
arteries  by  arteriography.  2 The  exact 
etiology  of  pain  is  at  this  time  conjectural.  It 
is  of  interest  that  in  more  than  50%  of  these 
patients,  the  resting  electrocardiogram  is  ab- 
normal, typically  due  to  nonspecific  ST-T 
wave  changes  in  leads  II,  III,  and  AVF  and 
sometimes  in  the  lateral  precordial  leads. 
Changes  of  transmural  myocardial  infarction 
are  not  present. 

Premature  ventricular  contractions  are  fre- 
quent and  sudden  death  in  the  absence  of 


coronary  artery  disease  has  been  occasionally 
reported.-’3  Treadmill  stress  testing  is  in- 
dicated to  unmask  ventricular  irritability, 
and  assess  the  risk  of  an  exercise-induced 
serious  arrhythmia.2 4 If  ventricular  irrita- 
bility is  unmasked,  anti-arrhythmic  therapy, 
especially  with  Propranolol,  is  advisable. 

These  patients  are  susceptible  to  bacterial 
endocarditis2  and  deserve  antibiotic  coverage 
whenever  there  is  likelihood  of  bacterial  in- 
vasion of  the  blood  stream,  i.e.,  dental  work, 
surgical  procedures,  bacterial  infections,  and 
childbirth. 

Cardiac  catheterization  is  usually  unneces- 
sary in  the  face  of  typical  clinical-echocardio- 
graphic  findings  and  an  asymptomatic 
patient.  The  main  indications  for  cardiac 
catheterization  are  hemodynamically  severe 
mitral  valve  insufficiency,  sufficient  to 
consider  mitral  valve  replacement  (which  is 


Fig.  1A.  Normal  echocardiogram  with  associated  illustration.  T - transducer  on  anterior  chest 
wall.  RV  - right  ventricle.  IVS  - interventricular  septum.  AML  - anterior  mitral  leaflet.  PML  - pos- 
terior mitral  leaflet.  AO  - aorta.  LA  - left  atrium.  Note  the  slight  anterior  motion  of  mitral  valve  be- 
tween points  C and  D.  Rapid  early  diastolic  opening  of  anterior  mitral  leaflet  between  points  D and  E. 
Partial  early  diastolic  closure  of  anterior  mitral  leaflet  between  points  E and  F.  Partial  reopening  of 
anterior  mitral  leaflet  during  late  diastole  at  point  A (i.e.,  atrial  kick).  Posterior  mitral  leaflet  is  mirror 
image  of  anterior  mitral  leaflet  during  diastole.  Anterior  and  posterior  leaflets  join  together  at  point  C 
and  remain  together  during  systole  between  points  C and  D. 
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unusual);  or  uncertainly  regarding  the 
etiology  of  chest  pain,  which  is  usually 
atypical  for  angina  pectoris. 

In  summary,  a definitive  cardiac  diagnosis 
of  the  mitral  valve  prolapse  syndrome  is 
important  for  three  reasons:  1)  provides  an 
explanation  for  confusing  chest  pain,  ab- 
normal electrocardiographic  and  auscultatory 
findings;  2)  recognize  the  potential  risk  of 
serious  cardiac  arrhythmias,  even  sudden 
death,  and  3)  recognize  the  need  for 
bacterial  endocarditis  prophylaxis. 

Address  for  reprints:  Alan  D.  Forker, 
M.D.,  Division  of  Cardiovascular  Medicine, 


University  of  Nebraska  College  of  Medicine, 
Omaha,  Neb.,  68105. 
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Fig.  IB.  Echocardiogram  in  mitral  valve  prolapse.  Arrows  outline  the  posterior  deviation  of  both 
the  anterior  and  posterior  mitral  leaflets  during  the  latter  half  of  systole.  Phonocardiogram  above 
demonstrates  a midsystolic  click  (SC)  and  late  systolic  murmur. 
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FEATURES 


President's  Page 


I have  hoped  that  this  Page  might  be  more 
than  a political  and  economic  commentary, 
but  events  continue  to  press  upon  us  and  I 
believe  I should  try  to  present  to  you  a note 
about  what  is  going  on. 

One  of  the  resolutions  at  our  annual 
meeting  urged  the  formation  of  a "medical 
alliance,"  which  might  give  the  Association 
increased  effectiveness  in  the  socio-economic 
area.  The  State  of  Wisconsin  has  already 
done  this,  and  at  its  recent  meeting  the 
Minnesota  State  Medical  Association  also 
included  a strong  committee  in  its  structure 
to  deal  with  this  aspect  of  medical  practice. 
Necessarily,  they  also  proposed  a $50  dues 
increase  to  be  devoted  to  this  activity  alone. 

Perhaps  our  most  critical  concern  is  with 
adequate  insurance  coverage  for  medical 
liability  at  a reasonable  cost.  At  the  Annual 
Session  the  House  of  Delegates  directed  that 
an  Ad-Hoc  Committee  be  appointed  to 
consider  this  problem  in  Nebraska  and 
develop  appropriate  legislation,  together 
with  other  solutions  as  possible.  This 
committee  has  been  appointed.  The  Steering 
Committee  consists  of  a Chairman,  with  the 
members  being  the  Chairmen  of  the 
following  committees:  Insurance  and  Pre- 
payment, Medical  Education,  Public  Rela- 
tions. Medical  Service,  and  Medicolegal 
Advice.  Under  this,  four  committees  have 
been  appointed  to  deal  with  four  specific 
area:  Medical  Legislation,  Professional  Ed- 
ucation, Public  Education,  and  Alternatives. 
Each  of  these  committees  will  deal 
intensively  with  its  own  subject,  and  their 
work  will  be  coordinated  through  the 
Steering  Committee,  whose  recommenda- 
tions will  then  be  forwarded  to  the  Policy 
Committee  and  later  the  House  of  Delegates 
for  specific  action.  These  committees 
represent  the  membership  across  the  State, 
for  as  broad  an  expression  as  possible  of 
concerns  and  ideas  in  the  field  of  medical 
liability  and  insurance  coverage.  In  addition 
to  this,  contact  has  been  made  with  the  Bar 
Association,  the  Attorney  General,  and  the 
Chief  Justice  of  the  Supreme  Court,  asking 
for  their  cooperation  and  assistance  in  our 
studies  and  recommendations.  An  Interim 


Study  Committee  has  been  appointed  by  the 
Legislature,  with  members  from  the  Public 
Health  Committee  and  the  Judiciary  Com- 
mittee, and  we  shall  be  working  very  closely 
with  the  Legislature  throughout  the  summer 
and  fall.  We  hope  that  through  this  very 
wide  effort  we  shall  be  able  to  develop  a 
legislative  program  that  might  be  considered 
with  a minimum  of  heated  controversy. 

Emerson  has  said  that  "every  reform  was 
once  a private  opinion.”  We  would  urge  that 
every  member  of  the  Association  express  his 
ideas  on  this  matter,  so  they  can  be 
considered  by  the  appropriate  special 
committee.  Your  comments  may  be  directed 
to  the  President  or  to  the  Office  of  the 
Association.  By  the  time  you  read  this,  these 
committees  will  be  hard  at  work  in  the 
interest  of  the  Association  and  its  members. 

One  of  our  Presidents  has  said,  “There  are 
no  problems,  only  opportunities.”  Certainly, 
we  have  an  opportunity  to  develop  a good 
legislative  program,  taking  advantage  of 
steps  that  have  been  taken  in  other  states 
and  other  ideas  which  our  members  will 
develop  here.  I believe  that  this  effort, 
involving  other  professions  as  well  as  our 
own,  will  permit  us  to  take  long  steps  in 
improving  our  image  and  our  relationships 
with  those  who  should  become  our  friends. 

Warren  Bosley,  M.D. 
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PRE-CONVENTION  AND 
ANNUAL  MEETING 
WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  MEDICAL  ASSOCIATION 
STUDENT  UNION  — UNL  CAMPUS 
LINCOLN,  NEBRASKA 

April  28,  1975 

The  50th  Annual  Meeting  was  brought  to 
order  by  Mrs.  Kenneth  McGinnis,  President 
of  the  Woman’s  Auxiliary  to  the  Nebraska 
Medical  Association.  The  Chaplain,  Mrs. 
Palmer  Johnson,  gave  the  invocation.  The 
group  then  repeated  the  Auxiliary  Pledge. 
The  President  declared  if  there  was  no 
objection  the  Pre-Convention  Board  Meeting 
and  the  Annual  Meeting  would  be  combined. 


and  allowed.  They  were  $5.00  for  the 
Corresponding  Secretary,  $4.50  for  the 
Nominating  Committee,  $3.60  for  the 
Newsletter,  and  $10.00  for  the  new  Com- 
munication Committee. 

President:  Mrs.  McGinnis  gave  the  annual 
report  of  the  President  and  President-Elect. 
The  report  was  accepted. 

First  Vice-President:  Mrs.  Denham  Harman 
reported  a total  membership  as  of  April  15th 
of  824  which  gives  the  Auxiliary  an  extra 
delegate  to  the  National  Meeting  in  June. 

Second  Vice-President:  Mrs.  Robert  Stryker 
announced  the  total  number  of  members-at- 
large  was  73  (23  new  and  50  renewals).  She 
also  recommended  that  if  at  all  possible 
woman’s  dues  should  be  collected  with  their 
husband’s  dues  for  the  State  Medical 
Association. 


Mrs.  Malachi  Sloan,  II  from  Dayton,  Ohio 
was  introduced.  Mrs.  Sloan  is  a National 
Director  and  also  the  National  Communica- 
tions Chairman.  She  will  be  our  speaker  at 
the  luncheon  on  Tuesday  and  will  install  the 
new  officers.  Mrs.  William  McPhee,  Presi- 
dent of  the  Missouri  Auxiliary,  and  Mrs. 
Joseph  VeVerka,  President-Elect  from  the 
Iowa  Auxiliary,  were  also  guests  of  the 
meeting. 

Thirty-eight  members  recorded  their 
attendance. 

The  minutes  of  the  Mid-Winter  Board 
Meeting  were  mailed  to  all  Board  members. 
The  minutes  were  approved  as  printed.  The 
minutes  of  the  49th  Annual  Meeting  were 
mailed  to  all  Board  members  last  fall  and 
were  approved. 

The  Reading  Committee  members  ap- 
pointed by  the  President  were  Mrs.  Gordon 
Francis,  Mrs.  James  Carlson,  and  Mrs.  Frank 
Tanner. 

OFFICERS  REPORTS 
Treasurer:  Mrs.  Gordon  Francis  reported  the 
balance  on  hand  April  28,  1975  was  $4,096.58. 
The  Savings  account  balance  April  28,  1975 
is  $2,386.59.  The  books  will  be  audited  after 
they  are  closed  June  30.  1975.  Mrs.  Francis 
suggested  that  all  chairmen  present  any 
outstanding  bills.  Several  bills  which  were 
not  allowed  in  the  budget  were  presented 


Historian  and  Parliamentarian:  Mrs.  George 
Robertson  was  happy  to  report  that  the 
History  is  finished. 

The  President  thanked  all  Board  members. 
It  was  moved  and  seconded  to  accept  all 
officer's  reports. 

STANDING  COMMITTEES 
Budget  and  Finance:  Mrs.  Y.  Scott  Moore,  in 
the  absence  of  Mrs.  John  Brown,  Chairman, 
presented  the  proposed  budget  for  1975-76. 
Questions  concerning  the  Communication 
Committee  were  answered  by  the  Chairman, 
Mrs.  Warren  Bosley.  Mrs.  George  Robertson 
moved  we  accept  the  budget  as  printed  with 
philanthropic  contributions  to  be  made  at  the 
Post-Board  Meeting  after  the  final  report  is 
given.  It  was  seconded  and  carried. 

By-Laws  and  Revision:  Mrs.  George  Robert- 
son reported  that  the  by-law  revisions  were 
read  at  the  Mid-Winter  Board  Meeting  and 
printed  in  the  Newsletter. 

Resolutions:  Mrs.  Frank  Tanner  read  the 
resolutions  thanking  all  those  who  con- 
tributed to  making  the  convention  and  the 
year  successful.  The  resolutions  were 
approved  and  it  was  moved  and  seconded 
that  they  be  printed  in  the  Nebraska  Medical 
Journal. 

PROGRAM  EXTENSION  COMMITTEES 
AMA-ERF:  Mrs.  J.  Whitney  Kelley,  Chair- 
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man,  reported  that  the  state  total  for  the 
year  at  this  time  is  $10,884.22. 

Health  Education:  Mrs.  J.  M.  Stemper 

reported  that  she  attended  the  NMA  Health 
Education  in  School  and  Colleges  Committee 
meeting.  Mrs.  Stemper  recommended  con- 
centrating efforts  in  one  or  two  school 
districts  as  a start  in  bringing  better  health 
education  to  Nebraska  children  who  are 
rated  below  average  in  this  subject. 

Family  and  Community  Health:  Mrs.  Guy 
Matson  gave  her  report  on  the  Talking 
Books  service.  Five  auxiliaries  have  partici- 
pated. In  Hall  County  the  Telephone 
Pioneers  repair  the  machines  free  of  charge. 
She  remarked  that  doctors’  wives  are 
involved  in  many  services  such  as  blood 
donors,  friendly  visitations,  Meals  on  Wheels, 
Gems,  and  hospital  volunteers  in  their 
communities.  Mrs.  McGinnis  remarked  that 
she  will  give  her  oral  report  at  the  National 
Convention  on  the  Talking  Books  project. 

International  Health:  Mrs.  Keay  Hachiya 
reported  that  $54.00  had  been  donated  to 
SKIP  and  hopes  that  the  Auxiliary  can 
continue  with  this  project.  $100.00  was  sent 
to  the  Mothercraft  project  in  Haiti.  Eye 
glasses  and  audio  tapes  were  also  collected. 

Legislation:  Mrs.  Robert  Lovgren,  Chairman, 
gave  her  report  that  the  Auxiliary  members 
and  the  State  Board  had  attended  a morning 
session  of  the  Legislature  and  had  had 
members  of  the  Committee  of  Public  Health 
and  Welfare  as  guests  at  the  luncheon  at  the 
Mid-Winter  Board  Meeting.  She  strongly 
recommends  to  the  Board  that  a sizeable 
budget  be  allowed  for  legislation.  She 
believes  it  would  be  helpful  to  be  an 
assistant  chairman  for  a year  and  then  take 
the  chairmanship,  giving  much  more  con- 
tinuity and  leadership  in  our  stand  against 
government  intervention. 

Communication:  Mrs.  Warren  Bosley  re- 

ported that  there  had  been  four  issues  of  the 
Newsletter  printed  and  sent  out  this  year. 
There  will  be  a follow-up  issue  after  the 
convention.  1500  copies  of  each  issue  were 
mailed.  NMA  mailed  all  the  Newsletters  and 
also  helped  financially.  Blue  Cross  con- 
tributed $200.00.  Mrs.  Bosley  encouraged  all 
County  Auxiliaries  to  have  a Newsletter 
correspondent. 


AD-HOC  APPOINTMENTS 
Convention:  Mrs.  Harry  D.  Shaffer,  Chair- 
man, thanked  all  the  chairmen  and 
committees  who  have  been  involved  with  the 
convention. 

Health  Gallery:  Mrs.  O.  R.  Hayes  remarked 
that  the  members  will  see  the  location  of  the 
proposed  Health  Gallery  on  the  tour.  This  is 
a “before”  picture  of  the  planned  project. 
There  will  be  a Workshop  at  the 
Post-Convention  Board  Meeting  with  an 
"idea  factory”  on  how  to  promote  funds.  The 
Gallery  will  cost  about  $100  per  square  foot. 

Loans  and  Scholarships:  Mrs.  James  Dunlap 
reported  that  she  had  contacted  all  County 
Auxiliaries  and  now  has  a complete  list  of 
available  minor  scholarships. 

Nebraska  MEDPAC:  Mrs.  Leland  Olson 

encouraged  all  present  to  buy  the  “member- 
ship special"  during  Convention  of  $45.00  for 
both  doctor  and  wife.  She  will  again  request 
the  State  office  add  the  wife’s  name  to  the 
annual  NEB-PAC  billing  of  the  men. 

Publicity:  Mrs.  E.  D.  Zeman  reported  that 
Mrs.  Malachi  Sloan,  II  will  be  a guest  on 
Mike  Seacrest’s  TV  show.  Articles  have  been 
in  both  the  Lincoln  Journal  and  the  Lincoln 
Star  and  the  Omaha  World-Herald  concern- 
ing the  convention. 

50-Year  History:  Mrs.  George  Robertson  was 
happy  to  report  that  a copy  of  the 
“Highlights  in  50-Year  History”  would  be 
presented  to  all  members  at  the  Tuesday 
luncheon. 

Auxiliary  Liason  to  WA-SAMA:  There  will 
be  a style  show  on  May  17,  1975  at  12:00 
noon  at  the  Hilltop  House  in  Omaha  and 
auxiliary  members  are  invited  to  attend. 

Reports  of  the  county  auxiliaries  were 
given.  Madison-Six  Counties  will  now  be 
known  as  Northeast  Nebraska  Counties 
Auxiliary.  Mrs.  McGinnis  gave  her  sincere 
thanks  to  all  members  who  have  given  many 
hours  this  year  to  make  our  auxiliary  more 
meaningful. 

Mrs.  George  Robertson  moved  that  we 
accept  the  amendments  to  the  By-Laws.  It 
was  seconded  and  approved.  For  the  sake  of 
conformity,  Mrs.  Robertson  asked  for  the 
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privilege  to  make  any  change  if  a conflict 
arises  with  the  National  By-Laws. 

Mrs.  Harry  Shaffer,  Mrs.  Howard  Dinsdale, 
and  Mrs.  Bowen  Taylor  were  appointed  to 
serve  on  the  Auditing  Committee. 

Mrs.  Warren  Bosley,  Chairman  for  the 
Nominating  Committee,  presented  the  fol- 
lowing slate  of  officers: 

President:  Mrs.  Y.  Scott  Moore  (Lincoln) 

President-Elect:  Mrs.  Gordon  Francis 
(Grand  Island) 

1st  Vice-President:  Mrs.  Robert  Stryker 
(Omaha) 

2nd  Vice-President:  Mrs.  Harry  Shaffer 
(Lincoln) 

Treasurer:  Mrs.  Joseph  Rogers  (Lincoln) 

Director  - One  Year:  Mrs.  John  Ashley 

(North  Platte) 

Mrs.  Clifford  Hadley 
(Lyons) 

Director  - Two  Years:  Mrs.  James  Carlson 
(Verdigre) 

Mrs.  Stanley  Bach 
(Omaha) 

It  was  moved,  seconded,  and  passed  that 
the  nominative  ballot  become  the  elective 
ballot  and  these  officers  were  duly  elected. 
Mrs.  Moore  introduced  her  Recording 
Secretary,  Mrs.  Palmer  Johnson,  and  her 
Corresponding  Secretary,  Mrs.  Howard 
Dinsdale.  both  from  Lincoln.  These  officers 
will  be  installed  Tuesday  by  Mrs.  Malachi 


Sloan.  II  at  the  Golden  Anniversary 
Luncheon. 

The  National  AMA  and  Auxiliary  Conven- 
tion will  be  held  in  Atlantic  City.  New 
Jersey,  June  15-18,  1975.  We  have  been 
notified  that  our  membership  entitles  us  to 
three  delegates  plus  the  Presidential 
Delegate.  Mrs.  Moore  would  like  to  know'  of 
anyone  who  is  planning  to  go  to  the  National 
Convention. 

Mrs.  Y.  Scott  Moore  reported  that  there 
probably  wmuld  be  an  increase  in  dues  next 
year.  She  urged  all  to  become  acquainted 
with  the  Program  Bank  Project. 

Mrs.  Sloan  congratulated  the  Nebraska 
Auxiliary  for  its  warmth  and  friendship  she 
received  here  in  Lincoln.  She  commended 
our  membership  and  all  of  our  AMA-ERF 
efforts. 

Mrs.  Palmer  Johnson  gave  a beautiful 
memorial  service.  Those  remembered  were: 
Mrs.  David  Black,  Mrs.  Hamilton  Morrow, 
Mrs.  John  Gedgoud,  Mrs.  Richard  Svehla, 
Mrs.  Maurice  Stoner,  Mrs.  H.  S.  Tennant, 
Mrs.  Laurence  Morrow,  Mrs.  Aziz  Anis,  Mrs. 
George  Covey,  Mrs.  Wm.  LeWorthy,  and 
Mrs.  E.  S.  Wegner. 

The  meeting  was  adjourned  at  12:00  noon. 
Luncheon  wras  served  in  an  adjourning  room 
before  the  tour  of  the  Health  Gallery. 

Recording  Secretary, 

Mrs.  Bowen  E.  Taylor 
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Picture  Gallery 


At  the  Annual  Session,  1975,  of  the  Nebraska  Medical  Association. 


NMA  President,  Doctor  James  H.  Dunlap,  opening  the  107th 
Annual  Session. 


Annual  Distinguished  Luncheon. 


Doctor  George  B.  Salter  of  Norfolk  presenting  the  Necrology 
Listing  at  the  Opening  Ceremonies. 


Annual  Distinguished  Luncheon. 


Scientific  Sessions  Committee  Chairman,  Doctor  Herbert  E.  Reese, 
opening  the  first  scientific  symposium. 


Speakers  for  the  Symposium  on  Lymphoma,  “A  Common  Nebraska 
Disease”  from  left  to  right:  F.  William  Karrer,  M.D.,  Omaha;  John 
R.  Feagler , Omaha;  Jerald  R.  Schenken,  M.D.,  Omaha;  Katharine  E. 
Chapman,  M.D..  Denver,  Colorado. 


Doctor  Robert  D.  Sidner,  Co-Moderator  of  the  Symposium  on 
Fat  - Facts,  Fads  & Fancies,  opening  that  session. 


Doctor  Herbert  E.  Reese  presiding  at  the  Annual  Distinguished 
Luncheon. 


Doctor  James  H.  Dunlap  and  Professor  Neil  A.  Armstrong  at 
Annual  Distinguished  Luncheon. 


Doctor  Herbert  E.  Reese  and  Doctor  Warren  G.  Bosley  at  Annual 
Distinguished  Luncheon. 


Picture  Gallery 


At  the  Annual  Session,  1975,  of  the  Nebraska  Medical  Association. 


Doctor  James  H.  Dunlap  addressing  the  Annual  Distinguished 
Luncheon. 


Newly  elected  NMA  President,  Doctor  Warren  G.  Bosley, 
addressing  the  Annual  Distinguished  Luncheon. 


Doctor  James  H.  Dunlap  addressing  the  Annual  Distinguished 
Luncheon. 


Doctor  James  H.  Dunlap  presenting  President’s  Medallion  to 
Doctor  Warren  G.  Bosley  during  Installation  Ceremonies  during  the 
Annual  Distinguished  Luncheon. 


Doctor  James  H.  Dunlap  presenting  gavel  to  Doctor  Warren  G. 
Bosley  during  Installation  Ceremonies  during  the  Annual 
Distinguished  Luncheon. 


Doctor  James  H.  Dunlap  and  Doctor  Warren  G.  Bosley  at  Annual 
Distinguished  Luncheon. 


Professor  Neil  A.  Armstrong  presenting  gift  from  Doctor  James 
H.  Dunlap  to  Mrs.  Dunlap. 


Professor  Neil  A.  Armstrong  addressing  Annual  Distinguished 
Luncheon. 


Presentation  of  fifty-year  certificate  to  Walter  W.  Carveth,  M.D., 
Lincoln. 


Presentation  of  fifty-year  certificate  to  Harley  E.  Anderson.  M.D., 
Omaha. 


I Remem  ber 

THE  OLD  LADY  AND 
THE  COLLES  FRACTURE 

I was  making  an  ambulance  call,  and  my 
patient  was  a little  old  lady  who  had  fallen 
and  had  an  obvious  Colies  fracture.  We 
reduced  them  on  the  spot  in  those  days.  She 
was  sitting  on  a bench  just  outside  a drug 
store,  which  was  still  open.  It  was  late  in  the 
evening,  but  a street  lamp  was  close  and 
bright  enough  for  me  to  examine  and  make 
the  diagnosis. 

I told  her  I could  reduce  it  in  the  drug 
store  if  she  would  endure  a few  seconds  pain, 
and  we  could  take  x-rays  later,  when  she 
could  come  to  the  hospital.  And  she  said  that 
would  be  all  right. 


In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


DR.  WALDRON  A.  CASSIDY 

Doctor  Waldron  A.  Cassidy  died  December 
27,  1974  at  the  age  of  seventy-nine.  He  was 
born  in  Shelby,  Iowa  in  1895  on  April  12th. 

He  graduated  from  the  University  of 
Denver  in  1916  and  the  University  of 
Nebraska  College  of  Medicine  in  1918. 

He  was  one  of  the  founders  of  the  Omaha 
Hearing  School  for  Children  in  1952  and 
served  that  organization  as  both  President 
and  Chairman  of  the  Board.  Doctor  Cassidy 
practiced  otolaryngology  until  his  retirement 
in  March  of  1965. 

Survivors  include  his  widow,  Katherine;  a 
daughter,  Mrs.  William  A.  Sawtell,  Jr.  of 
Santa  Fe,  New  Mexico;  and  two  grandsons. 


So  we  went  inside,  and  I sat  her  down, 
and  asked  her  not  to  say  anything  until  I 
was  done.  I have  long  since  forgotten  my 
orthopedics,  but  I knew  how  to  reduce  a 
Colles  fracture  when  I was  an  intern.  And  I 
think  you  have  to  hyperextend  it  first, 
before  you  reduce  it,  and  while  it  is  quick,  it 
hurts. 

So  I reduced  it  in  a second  or  two. 

And  then  she  said  softly,  “Is  it  all  right  if  I 
speak  now?”  And  I said  it  was. 

And  she  recited  the  Lord’s  Prayer  from 
the  beginning  to  the  end. 

And  I never  forgot  her. 

— F.C. 


DR.  JOHN  C.  CLYNE 

Doctor  John  C.  Clyne  died  February  25, 
1975  at  the  age  of  fifty-three.  Doctor  Clyne 
was  born  in  Muncie,  Indiana  on  May  18, 
1921. 

He  served  as  President  of  the  Lancaster 
County  Medical  Society  and  was  a Past 
President  of  St.  Elizabeth’s  Community 
Health  Center’s  Medical  Staff. 

Doctor  Clyne  graduated  from  Notre  Dame 
University  in  1944  and  Loyola  Medical  School 
in  Illinois  in  1947. 

He  is  survived  by  his  wife,  Marilynn;  nine 
children;  and  two  grandchildren. 


DR.  THEODORE  DRDLA 

Doctor  Theodore  Drdla  died  December  30, 
1974  at  the  age  of  sixty-nine.  Doctor  Drdla 
was  born  in  Omaha  on  August  3,  1905. 

He  was  graduated  from  the  University  of 
Omaha  in  1927  and  received  his  medical 
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degree  from  the  University  of  Nebraska 
College  of  Medicine  in  1929. 

Doctor  Drdla  practiced  general  practice  in 
Omaha  until  his  retirement  five  years  ago. 

Survivors  include  widow,  Mary;  daughters, 
Mrs.  Robert  Matson,  Omaha  and  Mrs.  Fred 
Hurst,  Warsaw,  Missouri;  brothers,  Otto, 
Stanley  and  Dr.  George  Drdla,  all  of  Omaha; 
and  four  grandchildren. 

DR.  ROY  M.  MATSON 

Doctor  Roy  M.  Matson  died  on  December 
30,  1974  at  the  age  of  sixty-nine.  Doctor 
Matson  was  born  in  Bertrand,  Nebraska  on 
September  5,  1905. 

He  graduated  from  Carthage  College  in 
Illinois  in  1932  and  received  his  medical 
degree  from  the  University  of  Nebraska 
College  of  Medicine  in  1938. 

Doctor  Matson  served  in  the  United  States 
Army  from  1940  to  1945.  He  practiced  in 
Holdrege  a few  months  before  moving  to 
Wayne  where  he  remained  in  active  practice 
until  his  death. 

Survivors  include  his  widow;  two  sons, 
Carl  of  Beaverton,  Oregon  and  John  of 
Lincoln;  five  sisters,  Mrs.  Esther  Crantz  of 
Holdrege,  Mrs.  Florence  Clifton  of  Texas, 
Mrs.  Myrtle  High  of  Lexington,  Mrs.  Lylyan 
Crantz  of  Denver,  Colorado  and  Mrs.  Grace 
Bowen  of  Berkeley,  California;  and  two 
grandchildren. 


DR.  THOMAS  L.  WEEKES 

Doctor  Thomas  L.  Weekes  died  March  17, 
1975  at  the  age  of  seventy-nine.  He  was  born 
in  Fullerton  on  March  22,  1895. 

Doctor  Weekes  graduated  from  Nebraska 
Wesleyan  University  and  obtained  his 
medical  training  at  Northwestern  University 
Medical  School  graduating  in  1922.  He  began 
his  medical  practice  in  Talmage  in  1922  and 
moved  to  Nebraska  Cit'y  in  1926  where  he 
practiced  until  his  retirement  in  1972. 

Survivors  include  his  wife,  Ethel;  a 
daughter,  Mrs.  Joseph  (Edith)  Ulatoski  of 
Germany;  a son,  Tom,  South  Sioux  City;  and 
four  granddaughters. 


Welcome  New  Members 

Jehangir  B.  Bastani,  M.D. 

Veterans  Administration  Hospital 
Lincoln,  Nebraska  68510 

Peter  W.  Bickers,  M.D. 

3925  Dewey  Avenue 
Omaha,  Nebraska  68131 

James  D.  Brooke,  M.D. 

1411  West  36th  Street 
Kearney,  Nebraska  68847 
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Our  Medical  Schools 


U of  N honors. 

As  we  go  to  press,  two  honorary  Doctor  of 
Science  degrees  and  two  Distinguished 
Service  to  Medicine  awards  are  to  be 
presented  at  the  commencement  of  the 
University  of  Nebraska  Medical  Center,  May 
25. 

Honorary  Doctor  of  Science  degrees  go  to 
Dr.  Wayne  O.  Southwick,  a 1947  graduate  of 
the  University  of  Nebraska  College  of 
Medicine,  and  Jessie  M.  Scott,  Assistant 
Surgeon  General  of  the  United  States  for 
Public  Health. 

Dr.  Southwick  is  professor  of  orthopedic 
surgery  at  Yale  University  School  of 
Medicine.  He  is  the  only  Yale  University 
surgeon  ever  chosen  to  serve  as  the  Master 
of  Yale’s  Branford  College. 

He  has  contributed  two  benchmarks  in 
orthopedic  surgery  — the  “Southwick  biplane 
osteotomy”  for  the  reconstruction  of  ado- 
lescent hips  and  a new  surgical  approach  to 
correct  dislocated  knee  caps.  He  served  a 
tour  of  duty  with  the  Hospital  Ship  HOPE. 
In  1972  he  was  chairman  of  the  workshop  on 
competitive  sport  and  traumatology  at  the 
Olympic  games  in  Munich. 

A native  of  Lincoln,  he  is  a 1945  graduate 
of  the  University  of  Nebraska. 

Since  1964  Miss  Scott  has  been  director  of 
the  Division  of  Nursing  of  the  National 
Institute  of  Health  and  Health  Resources 
Administration  in  the  Public  Health  Service 
in  Washington,  D.  C.,  a post  she  has  held 
concurrently  with  her  position  as  Assistant 
Surgeon  General.  She  had  been  deputy 
director  since  1957. 

After  serving  as  a practicing  nurse  and 
science  instructor  at  the  University  of 
Pennsylvania,  educational  director  at  Mt. 
Sinai  Hospital  in  Philadelphia  and  staff  nurse 


and  science  instructor  at  St.  Luke’s  Hospital 
in  New  York  City,  Miss  Scott  became  the 
counselor  and  assistant  executive  director  of 
the  Pennsylvania  Nurses  Association. 

A graduate  of  the  University  of  Pennsyl- 
vania, she  holds  a master’s  degree  from 
Columbia  University. 

Distinguished  Service  to  Medicine  awards 
are  to  be  given  to  Drs.  A.  Ross  McIntyre 
and  J.  Perry  Tollman. 

Dr.  McIntyre  joined  the  College  of 
Medicine  faculty  in  1932  and  became  the 
chairman  of  the  department  in  1935.  In  1967 
he  became  research  professor  in  experi- 
mental pharmacology  and  toxicology. 

Among  the  many  honors  Dr.  McIntyre  has 
received  is  one  from  the  Academia  Nationale 
dei  Linceio,  the  oldest  scientific  society  in 
the  world,  which  in  1954  recognized  him  for 
his  significant  research  in  the  study  of  curare 
and  other  neuromuscular  blocking  agents 
which  led  to  the  subsequent  use  of 
d-turocurarine  as  an  adjuvant  to  general 
anesthesia. 

A native  of  London,  he  holds  bac- 
calaureate, doctor  of  medicine,  and  doctor  of 
philosophy  degrees  from  the  University  of 
Chicago. 

Dr.  Tollman  was  dean  of  the  University  of 
Nebraska  College  of  Medicine  from  1952  to 
1964.  A 1929  graduate  of  the  College  of 
Medicine,  he  joined  the  faculty  in  1931  and 
became  the  chairman  of  the  department  of 
pathology  in  1948.  During  the  last  ten  years 
Dr.  Tollman  has  served  as  director  of  the 
Regional  Medical  Program  at  the  University 
of  Nebraska  Medical  Center  and  then  as 
interim  associate  dean  of  the  School  of  Allied 
Health  Professions  while  resuming  his 
teaching  and  research  interests  in  pathology. 
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Mec//'c/news  . . 


Compensation  of  VA  physicians. 

In  a letter  to  Representative  Satterfield 
(D.,  Va.)  the  AMA  recommended  the  passage 
of  legislation  which  would  provide  VA 
physicians  with  “adequate,  equitable  com- 
pensation, comparable  to  that  received  by 
physicians  in  other  Federal  service.”  The 
Committee  on  Veterans’  Affairs  is  now 
considering  HR  6088,  a bill  to  increase  VA 
pay  schedules.  Supporting  the  objectives  of 
the  bill,  AMA  said,  “A  stable,  well-motivated 
and  well-trained  physician  and  dentist  corps 
in  the  Veterans’  Administration  system  is  a 
necessary  component  in  meeting  the  Federal 
obligations  to  the  men  and  women  who  have 
served  in  the  armed  services  of  this 
country.” 


Federal  regulation  hearings  set. 

Reflecting  the  growing  concern  over  the 
importance  of  rule-making  procedures  in  the 
administration  of  the  Medicare  program, 
Representative  Rostenkowski  (D.,  111.), 

Chairman  of  the  Subcommittee  on  Health  has 
scheduled  oversight  hearings  to  consider  the 
impact  of  regulations  in  the  health  care  field. 
The  hearings,  scheduled  for  June  12,  1975, 
will  focus  upon  the  utilization  review 
regulations  published  November  29,  1974, 
the  termination  of  the  inpatient  routine 
nursing  salary  cost  deferential,  criteria  for 
determining  reasonable  charges  for  physi- 
cians under  Medicare,  and  the  revision  in  the 
limit  on  hospital  service  costs  that  reduced 
the  reasonable  cost  limit  from  the  90th  to  the 
80th  percentile.  Mr.  Rostenkowski  observed 
that  several  of  these  regulations  involved 
policies  adopted  for  the  implementation  of 
the  Social  Security  Act  Amendments  of  1972. 
He  then  noted  that  “serious  and  widespread 
concerns  have  been  raised  about  the  policies 
in  these  regulations,  including  the  question 
whether  the  special  characteristics  of  small 
rural  hospitals  are  adequately  taken  into 
account.  The  Subcommittee  on  Health 
intends  to  examine  these  policies  and  their 
implementation  in  the  light  of  congressional 
intent  relative  to  the  conduct  of  the 
Medicare  program.” 


Pro-BanthTne® 

brand  of 

propantheline  bromide 

Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 


SEARLE 
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"Antiacid”  action 
for  ulcer  patients... 


one  of  the  many  things  you 
need  in  an  anticholinergic 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 
Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are: 

"Antiacid"  action  — Pro-BanthTne® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 
Vigorous  anticholinergic  action  — 
Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 
Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 


Pro-Banthine 

(propantheline  bromide) 


a good 
option 
peptic 


in 

u 


cer 


Adequate  Frequent 

fluid  voiding 

intake 


^1  ■ 
oantanol 

sulfamethoxazole) 

U.D. 

xir  tablets  (0.5  Gm  each)  STAT- 
len  2 tablets  D.I.D.  for  10-14  days 


•asic  therapy  with 
onveniencefor 
icute  nonobstructed 
ystitis 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  non- 
obstructed urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis,  and  cystitis),  due  to  susceptible 
organisms.  Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic  and  clinical 
response:  add  aminobenzoic  acid  to  follow-up  cul- 
ture media.  The  increasing  frequency  of  resistant 
organisms  limits  the  usefulness  of  antibacterials, 
including  sulfonamides,  especially  in  chronic  or  re- 
current urinary  tract  infections.  Measure  sulfon- 
amide blood  levels  as  variations  may  occur;  20  mg/ 
100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensi- 
tivity; pregnancy  at  term  and  during  nursing  period; 
infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been 
established.  Sulfonamides  should  not  be  used  for 
group  A beta-hemolytic  streptococcal  infections  and 
will  not  eradicate  or  prevent  sequelae  (rheumatic 
fever,  glomerulonephritis)  of  such  infections.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore  throat,  fever, 
pallor,  purpura  or  jaundice)  may  indicate  serious 
blood  disorders.  Frequent  CBC  and  urinalysis  with 
microscopic  examination  are  recommended  during 
sulfonamide  therapy.  Insufficient  data  on  children 
under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate  dehydro- 
genase-deficient individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake 
to  prevent  crystal luria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epi- 
dermal necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocardi- 
tis); gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions  (headache, 
peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  no- 
dosa and  L.E.  phenomenon).  Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics  (aceta- 
zolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter 
production,  diuresis  and  hypoglycemia  as  well  as 
thyroid  malignancies  in  rats  following  long-term 
administration.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Systemic  sulfonamides  are  contrain- 
dicated in  infants  under  2 months  of  age  (except 
adjunctively  with  pyrimethamine  in  congenital  toxo- 
plasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.) 
initially,  then  1 Gm  b.i.d.  or  t.i.d.  depending  on  sever- 
ity of  infection. 

Usual  child’s  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 
20  lbs  of  body  weight  initially,  then  0.25  Gm/20  lbs 
b.i.d.  Maximum  dose  should  not  exceed  75  mg/ kg/ 
24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole; 
Suspension,  0.5  Gm  sulfamethoxazole/ teaspoonful. 

/ \ Roche  Laboratories 

< ROCHE  > Division  ot  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 


• Effective  against  susceptible  E.  coli, 
Klebsiella-Aerobacter,  Staph.  aureus, 
Proteus  mirabilis  and,  less  frequently, 
Proteus  vulgaris 


On  land,  sea,  and  in  the  air... 


Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 

Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 


not  show  cleft  palate.  Congeners  of  meclizine  have  causec 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  whc 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occui 
with  use  of  this  drug,  patients  should  he  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  anc 
effectiveness  in  children  have  not  been  done;  therefore 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 


ADVERSE  REACTIONS.  Drowsiness, 
dry  mouth  and,  on  rare  occasions, 
blurred  vision  have  been  reported. 


ROeRIG 

A division  of  Pfizer  Pharmaceutical; 
New  York.  New  York  10017 


Antivert/25  ChewableTablets 

(meclizine  HC1)  25  mg. 


for  motion  sickness 


Between  Cases 


The  Physical. 

On  pronation,  he  has  full  pronation. 

Words  We  Can  Do  Without. 

Mentation,  multifactorial,  limbo,  imprima- 
tur, comestible. 

Quote  Unquote  [1]. 

I start  where  the  last  man  left  off. 

Edison. 

Department  of  Statistics  [1]. 

Princeton  graduates  have  more  children 
than  Smith  graduates. 

So  men  have  more  children  than  women. 

On  Mathematics. 

How  many  sides  has  a circle? 

Two:  the  inside  and  the  outside. 

The  Golden  Rule. 

Those  who  have  the  gold  make  the  rules. 

The  Diagnosis. 

Diagnosis:  Inactive. 

I’m  Tired  Of: 

Malpractice  articles  that  say  only  that 
there  is  a problem. 

What  It  Means. 

Diverticulum:  turning  aside. 

Ulna:  the  arm. 

Department  Of  Statistics  [2]. 

Every  year:  140,000  people  drown. 

7,500  people  drown  in  the 
U.S. 

Heard  On  TV. 

The  three  stages  of  anesthesia: 

Awake,  asleep,  and  dead. 

Quote  Unquote  [2]. 

Why  the  life  goes  when  the  blood  is  spilt? 
Tennyson. 


I Wonder  Why. 

Why  do  we  say  the  blood  rushes  to  the 
head?  When  you  stand  up  and  feel 
funny,  I think  the  blood  rushes  away 
from  the  head. 

Department  Of  Statistics  [3]. 

In  1965,  the  daily  total  of  suicides  in  the 
world  reached  1,000. 

The  surgeon. 

The  letters  in  the  word  surgeon  can  be 
rearranged  to  form  the  words,  go  nurse. 

Quote  Unquote  [3]. 

The  clinic  obtains  written  consent  from 
every  patient  before  every  operation. 

Solzhenitsyn:  Cancer  Ward. 

On  Growing  Old. 

Saint  Anthony  lived  to  105;  Simeon 
Stylites  lived  to  112. 

On  Retiring. 

Shaw  didn’t  start  to  write  plays  until  he 
was  40. 

On  Stamping  Out  Disease. 

The  Romans  believed  that  the  ring  finger 
had  divine  healing  powers. 

Section  On  Free  Advice. 

Weigh  the  patient,  count  the  respirations, 
and  observe  the  gait. 

On  Making  An  Impression. 

Impression:  RO  not  likely. 

Apologies  To  The  Auxiliary. 

By  all  means  marry:  if  you  get  a good 
wife,  you’ll  become  happy;  if  you  get  a 
bad  one,  you’ll  become  a philosopher. 

Socrates. 

— F.C. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  - 
July  19  — Chadron,  Elks  Lodge 
August  2 — Scottsbluff,  St.  Marys 
Hospital 

August  9 — Norfolk,  Elks  Lodge 

FOR  OUR  CHESS-PLAYING  DOCTORS  - 
U.S.  Open  Chess  Championship;  August 
10-22,  1975;  Hilton  Hotel,  Lincoln.  Spec- 
tators and  players  are  welcome.  Bud 
Narveson,  1729  C Street,  Lincoln,  is  Presi- 
dent of  the  Lincoln  Chess  Foundation. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  October  2-4,  1975,  Ramada 
Inn,  Lincoln,  Nebraska. 

61ST  ANNUAL  CLINICAL  CONGRESS  - 
Of  the  American  College  of  Surgeons;  Oct. 
13-17,  San  Francisco,  California.  The 
address  of  the  A.C.S.  is  55  East  Erie  St., 
Chicago,  Illinois  60611. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 43rd  Annual  Postgraduate  Assembly, 
October  27,  28  and  29,  1975,  Omaha  Hilton 


Hotel,  Omaha,  Nebraska.  Write  to:  1040 
Medical  Arts  Building,  Omaha,  Nebraska 
68102. 


MID-STATE  NEBRASKA  MEDICAL  MEET- 
ING — Sponsored  by  the  Buffalo  County 
Medical  Society;  Nov.  12,  1975.  This  is  a 
one-day  course  held  for  all  practicing 
physicians;  the  topic  this  year  will  be 
“Common  Pediatric  Problems.”  Write  to: 
Kenton  L.  Shaffer,  M.D.,  Director  of 
Mid-State  Meeting,  Kearney  Clinic,  211 
West  33rd  St.  Kearney,  Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  - 
29th  Clinical  Convention,  November  29  - 
December  4,  1975,  Honolulu,  Hawaii. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  2-5,  1976,  Kearney, 
Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  June  26  - July  1,  1976, 
Dallas,  Texas. 
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WashingtoNotes 


Health  manpower. 

The  AMA  has  urged  all  members  of  the 
House  of  Representatives  to  oppose  two  key 
provisions  of  a health  manpower  bill  that 
would  extend  federal  control  over  medical 
education. 

The  controversial  sections  of  the  bill  that 
won  easy  passage  in  the  House  interstate 
and  Foreign  Commerce  Committee  would: 
**Establish  federal  control  of  the  number 
and  location  of  medical  residencies. 
**Require  all  medical  students  to  repay 
the  federal  government  for  U.S.  aid  to  the 
school. 

In  a letter  dispatched  to  the  435 
lawmakers  in  the  House,  the  AMA  stressed 
continued  support  for  federal  assistance  to 
medical  schools  and  students.  However,  the 
Association  said  strong  objection  is  raised  to 
certain  new  concepts  that  would  impose 
restrictions  on  students  and  on  residencies. 

The  health  manpower  bill  won  approval  by 
the  House  Commerce  Committee  with  the 
two  disputed  provisions  by  roughly  a 2-1 
margin.  The  bill  authorizes  $1.7  billion  for 
aid  to  medical,  dental,  nursing  and  other 
schools  with  a $2,100  per  student  capitation 
subsidy  by  the  federal  government  for 
medical  students. 

A House  vote  is  expected  about  mid- 
summer. The  Senate  has  not  yet  considered 
the  bill. 

The  AMA  told  House  Members: 

‘‘These  requirements  — that  the  students, 
as  a personal  obligation,  repay  to  the  federal 
government  those  amounts  which  the 
government  has  given  to  the  schools  — are 
without  precedent  and  are  discriminatory 
against  health  professions’  students.  These 
conditions  are  not  imposed  on  students  in 
other  fields,  nor  should  they  be.  Once  again, 
through  the  service  requirements  attached  to 
the  loan  forgiveness  features,  the  low  income 
or  disadvantaged  student  would  carry  a 
disproportionate  burden.  The  best  way  to 
attract  individuals  to  shortage  areas  is 


through  mechanisms  which  allow  the 
individual  voluntarily  to  commit  himself  to 
service  in  a needy  area.  This  could  be  done 
through  such  programs  as  the  National 
Health  Service  Corps,  scholarships  for 
service  in  shortage  areas,  loan  forgiveness, 
or  other  incentive  programs. 

Priority  for  designation  would  be  the 
Liaison  Committee  for  Graduate  Medical 
Education  of  the  Coordinating  Council  on 
Medical  Education  (CCME)  as  the  accrediting 
agency,  and  the  CCME  as  the  agency  to 
establish  the  number  of  residency  positions. 
The  latter  agency  would  determine  the 
geographic  distribution  of  residency  training 
positions,  the  number  of  positions  in  each 
program,  and  an  allocation  of  positions 
among  the  various  specialties.  In  the  absence 
of  designation  of  the  named  agencies,  the 
activities  would  be  undertaken  by  another 
organization  designated  by  the  HEW 
Secretary. 

Malpractice. 

State  legislators  from  across  the  nation 
meeting  in  Washington  on  malpractice  were 
told  that  "massive  federal  intervention” 
would  cause  “irreparable  harm,”  probably 
increase  overall  costs,  lead  to  federal  strings 
attached,  and  simply  attempt  to  "paper  the 
problem  over  with  dollars.” 

HEW  Assistant  Secretary  for  Health, 
Theodore  Cooper,  M.D.,  told  the  National 
Conference  of  State  Legislature  that  he  is 
confident  the  legislators  "are  not  about  to 
relegate  to  the  U.S.  Government  the  states’ 
responsibility  over  insurance  and  medical 
practice.” 

The  sponsoring  organizations  had  hoped 
that  some  form  of  concensus  and  call  for 
action  might  emerge  from  the  three-day 
session,  but  the  state  lawmakers  could  only 
agree  at  this  time  that  the  situation  was 
serious  and  that  the  remedies  in  sight 
appeared  to  be  short-term  ones.  Several 
spoke  of  the  difficulties  in  persuading 
consumer  advocates  in  their  state  legisla- 
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tures  that  a crisis  exists  that  affects  patients 
as  well  as  physicians  or  that  legislative 
remedies  were  not  aimed  at  bailing  out 
hard-pressed  insurance  companies. 

Dr.  Cooper  urged  the  states  to  enact  new 
laws  covering  professional  liability.  He  said 
there  is  need  for  public  education  to  the  fact 
that  there  are  unavoidable  limitations  to 
medical  care,  that  not  all  injuries  are  in  fact 
malpractice,  that  people  are  not  entitled  to 
compensation  simply  because  they  have 
suffered. 


Medicare. 

Aroused  by  growing  complaints  besides 
those  of  the  AMA  that  government  is 
superseding  Congressional  intent  in  issuing 
control  regulations  in  the  Medicare  program, 
the  House  Ways  and  Means  Committee  has 
slated  an  unusual  one-day  session  to  examine 
these  policies. 

The  so-called  "public  oversight”  session 
will  deal  with  the  controversial  Utilization 
Review  Regulations  under  court  challenge  by 
the  AMA  (the  first  round  won  by  the  AMA 
May  27,  1975),  the  proposed  rules  governing 
Medicare  reasonable  charges  and  economic 
indices,  reduction  of  inpatient  payment  for 
hospital  routine  service  costs  from  the  90th 
percentile  to  the  80th  percentile,  and 
elimination  of  the  special  nursing  differential 
for  reimbursement  to  hospitals  and  skilled 
nursing  facilities. 


Labarotorics. 

Legislation  to  require  all  clinical  labora- 
tories to  meet  specified  federal  standards  is 
slated  for  a close  Congressional  look  this 
year.  Physicians’  private  office  labs  could  be 


covered  under  draft  legislation  if  work  is 
done  for  more  than  one  physician. 

The  program  would  be  administered  at  the 
state  level  by  a single  state  ageny  which 
could  issue  licenses  in  the  name  of  the 
federal  government. 


The  Letter  Box 

Dear  Dr.  Cole: 

Through  the  years  your  publication  has 
been  an  invaluable  source  of  information  for 
me.  Congratulations  on  a fine  publication. 

Sincerely, 

Marian  Sandmaier 
Communications  Specialist 


Freedom  to  die;  bv  O.  Ruth  Russell;  352  pages;  hard 
cover  $14.95;  published  1975  by  Human  Sciences  Press, 
division  of  Behavioral  Publications,  72  Fifth  Avenue, 
New  York. 

The  author  is  a Ph.D.  and  has  been  Chairman  of  the 
Department  of  Psychology  at  Western  Maryland 
College.  The  book  is  divided  into  3 parts  (Changing 
attitudes  toward  death  and  dying,  Historical  review  of 
thought  and  action  on  euthanasia;  Legalization  of 
euthanasia,  arguments  and  proposals)  and  into  10 
chapters.  The  Foreword  is  by  Helen  B.  Taussig,  M.D., 
which  speaks  well  for  the  book.  There  is  a bibliography, 
a list  of  references,  cases,  and  a good  index.  “If  I can 
choose  between  a death  of  torture,"  Seneca  wrote,  “and 
one  that  is  simple  and  easy,  why  should  I not  select  the 
latter?"  and  that  (page  54)  is  the  theme  of  the  book. 
Legislative  proposals  and  definitions  of  death  appear 
toward  the  end  of  the  book. 

It  is  long,  but  well  written,  and  convincing.  It  is 
recommended. 
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Medicinews 

Medicaid  re«s  assailed. 

In  a letter  this  week  the  AMA  strongly 
attacked  proposed  rules  which  would  require 
the  automatic  identification,  by  name,  of 
providers  "suspected"  of  defrauding  the 
Medicaid  system.  Under  the  proposal  the 
State  Agency  would  report  to  the  regional 
office  of  SRS  the  name  and  provider  number 
of  each  case  of  suspected  fraud  at  the  time 
an  investigation  was  initiated.  The  proposed 
regulations  “would  eliminate  certain  safe- 
guards presently  assured  the  provider,” 
AMA  said.  Noting  that  an  investigation  could 
officially  be  initiated  “by  complaints  or  tips 
by  mail,  telephone,  or  in  person”  and  at 
"referrals  from  other  agencies  or  sources  of 
information,”  AMA  stated,  “we  may  well 
attain  a result  in  which  a provider  is  placed, 
by  name  and  provider  identification  number, 
in  the  records  of  Medicaid  and  Medicare  as 
being  suspected  of  fraud.  In  reality,  the 
complaint  may  have  been  completely 
unfounded.  Even  more  serious,  it  is  obvious 
that  the  characters  of  responsible  citizens 
may  be  easily  impugned  through  the 
proposed  regulations.  Reputations  could  be 
damaged  irreparably.  This  unjustified  meth- 
od to  protect  the  Treasury  is  unwarranted 
and  would  result  in  violating  individual 
rights."  The  Association  further  asserted 
that  “The  government  should  not  be  party  to 
a method  of  collecting,  reporting,  and 
disseminating  possibly  unfounded  accusations 
on  a routine  basis  to  the  detriment  of  one’s 
reputation,  character,  and  professional  in- 
tegrity. To  establish  such  a system  would 
cause  irreparable  injury  with  no  procedural 
safeguards  and  constitute  a fundamental 
violation  of  the  spirit  of  due  process.” 


Nurse  training  bill  passes  bouse. 

By  a vote  of  384-17,  the  House  passed  H.R. 
4115,  revising  and  extending  federal  pro- 
grams of  assistance  for  nurse  training.  The 
bill  is  a three-year,  $560  million  program 
which  includes  authority  for  capitation 
grants  to  nursing  schools  ($165  million)  . . . 


construction  grants  for  new  teaching 
facilities  ($60  million)  . . . authority  for 
assisting  schools  in  the  advanced  training  of 
nurses  ($60  million)  . . . support  for  new 
programs  for  training  nursing  practitioners 
($60  million)  . . . student  loans  ($90  million) 
. . . and  continued  support  for  nursing 
scholarships.  A similar  bill,  S.  66,  has  already 
passed  the  Senate. 

NHSC  extension  wins 
house  approval. 

The  House  has  overwhelmingly  passed 
H.R.  4114,  the  National  Health  Service  Corps 
Amendments  of  1975.  The  bill,  provides  a 
one  year,  $16  million  extension  of  the  NHSC 
program.  Speaking  in  support  of  the  bill 
Representative  Rogers  (D.,  Fla.)  said,  “If  the 
authorizations  under  this  act  are  fully  funded 
the  Corps  will  be  able  to  increase  the 
number  of  assigned  personnel  ...  to  826  by 
June  of  1976.  In  addition,  revisions  proposed 
for  fiscal  1976  would  make  the  program  more 
attractive  to  potential  personnel  and  to 
medically  underserved  communities.”  Among 
other  things,  the  bill  authorizes  bonuses  of 
up  to  $1,000  per  month  to  members  of  the 
Corps  . . . provides  for  the  designation  of 
medically  underserved  populations  by  the 
Secretary  of  HEW  . . . authorizes  grants  of 
up  to  $25,000  to  communities  to  assist  in 
establishing  and  providing  continuing  educa- 
tion . . . continues  the  National  Advisory 
Council  on  the  NHSC  . . . and  requires 
entities  to  repay  amounts  received  by  them 
relating  to  the  NHSC  personnel  assigned  to 
them. 


Social  Security  benefits  up. 

HEW  Secretary  Caspar  W.  Weinberger 
has  announced  that  social  security  benefits 
and  supplemental  security  income  payments 
will  increase  automatically  by  8.0  percent 
beginning  with  the  checks  beneficiaries 
receive  in  July. 

Under  the  law,  social  security  and  SSI 
checks  increase  automatically  when  the 
Consumer  Price  Index  rises  by  3 percent  or 
more  over  specified  measuring  periods. 
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“Reasonable  charge” 
rules  challenged. 

The  AMA  stated  this  week  that  the 
finalization  of  regulations  setting  forth 
criteria  for  determining  reasonable  charges 
under  Medicare  would  be  "inequitable  and 
unfair.”  Under  the  proposal,  increases  would 
be  limited  to  an  economic  index  established 
by  the  Secretary.  The  Association  noted, 
however,  that  an  explanation  of  what 
components  will  comprise  the  index,  and  how 
the  index  will  operate,  is  totally  lacking  in 
the  regulations. 


Military  medical  school  opposed. 

The  Defense  Manpower  Commission, 
chaired  by  Doctor  Curtis  W.  Tarr,  has 
recommended  to  President  Ford  that  the 
Uniformed  Services  University  of  the  Health 
Sciences  be  terminated.  The  Commission 
report  concluded  that  the  Uniformed 
Services  University  is  an  “unjustifiably 
costly  method  for  securing  the  objective  of 
procuring  and  retaining  the  professional 
military  medical  personnel  of  high  quality 
required  for  the  Armed  Forces.”  Citing 
estimated  construction  costs  and  start-up 
costs,  the  interim  report  stated  that  existing 
scholarships  and  bonuses  for  medical 
personnel  in  the  uniformed  services  con- 
stitute adequate  and  economical  means  to 
procure  and  retain  high  quality  professional 
medical  personnel. 


Public  health  legislation. 

The  Senate  Health  Subcommittee  is  now 
considering  the  National  Venereal  Disease 
Prevention  and  Control  Amendments  of 
1975,  S.  1454,  and  the  Disease  Control 
Amendments  Act  of  1975,  S.  1466.  In  a letter 
to  Senator  Kennedy  (D.,  Mass.),  Chairman  of 
the  Subcommittee,  the  AMA  urged  an 
extension  of  funding  of  a VD  program  under 
the  Public  Health  Service  Act  for  an 
additional  five  years  and  a new  definition  of 
venereal  disease  to  include  any  "sexually 
transmitted  disease."  In  addition,  the  AMA 
requested  the  Subcommittee  to  authorize  a 


designation  of  funds  for  a national  gonorrhea 
screening  program  and  a public  education 
program  about  the  disease.  The  AMA  also 
asked  that  money  be  appropriated  to  finance 
research  efforts  to  develop  vaccines  for 
syphilis  and  gonorrhea.  The  portions  of  the 
Disease  Control  Amendments  Act  extending 
the  PHS  Act  funding  for  an  additional  three 
years  and  including  special  funding  for  the 
preventive  public  health  programs,  lead 
poisoning  prevention  and  rodent  control 
were  supported  by  the  AMA.  The  AMA 
expressed  concern  over  amendments  which 
would  change  the  section  by  deleting  the 
word  “communicable,"  thus  making  the 
program  applicable  not  only  to  certain 
specified  communicable  diseases,  but  also  to 
“other  diseases  or  conditions  . . . which  are 
amenable  to  reduction  and  are  determined 
by  the  Secretary  (of  HEW)  to  be  of  national 
significance.”  The  AMA  also  opposed  the 
retention  of  diabetes  mellitus  in  the 
definition  of  disease  control  program,  saying 
diabetes  is  neither  communicable  nor  an 
environmental  health  problem.  “It  is  our 
belief,"  the  AMA  said,  “that  communicable 
diseases  and  environmental  public  health 
programs  are  of  great  public  health 
importance  and  should  not  have  attached  to 
them  in  legislation  other  programs  which 
would  pose  competition  for  appropriations 
within  the  same  legislation.” 

Indian  health  hill 
wins  senate  approval. 

Last  Friday  the  Senate  passed  S.  522,  the 
Indian  Health  Care  Improvement  Act.  The 
seven-year  comprehensive,  $1.6  billion  meas- 
ure. would  . . . authorize  grants  to  identify 
Indians  with  a potential  for  education  or 
training  in  the  health  professions,  and  to 
assist  Indians  in  enrolling  in  medical  schools 
(and  other  health  schools)  . . . provide 

scholarships  for  premedical  courses  of  study, 
and  medical  (and  other  health)  school 
sehoalrships  . . . establish  a 7 year  plan  to 
eliminate  the  backlog  in  Indian  Health  care 
services  and  to  supply  unmet  Indian  Health 
needs  . . . authorize  $528  million  to  improve 
Indian  health  facilities  and  provide  federal 
assistance  for  the  establishment  and  ad- 
ministration of  outreach  programs  for  urban 
Indians. 
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Medica  re. 

Final  regulations  requiring  institutional 
planning  on  the  part  of  hospitals,  skilled 
nursing  facilities  and  home  health  agencies 
as  one  of  the  conditions  they  must  meet  to 
participate  in  Medicare  were  announced 
today  by  HEW  Secretary  Caspar  W. 
Weinberger. 

The  final  regulations  implement  provisions 
of  the  1972  Social  Security  Amendments. 
Providers  will  meet  the  institutional  planning 
requirement  if  they  have  in  effect  an  overall 
plan  and  budget  and  a projected  capital 
expenditure  plan  for  at  least  three  years. 
Compliance  with  the  requirement  will  be 
determined  on  the  basis  of  the  following 
standards: 

— Annual  Operating  Budget,  to  include 
anticipated  income  and  expenses  of  the 
entire  institution  or  agency. 


Down  Memory 

1.  The  Government  has  entered  into 
competition  with  the  medical  profession,  yet 
it  has  not  entered  into  the  subsidized 
competition  with  the  grocer,  the  coal  man, 
the  dealer  in  men’s  furnishings  and  the 
landlord. 

2.  It  is  possible  that  too  much  de- 
pendence upon  the  laboratory  and  upon  the 
instruments  of  diagnosis  may  sometimes 
render  a man  dangerous,  if  he  seeks  the 
cause  theoretically  and  with  prolonged  delay 
while  the  patient  wavers  between  life  and 
death. 

3.  What  right  has  a schoolman  who 
smokes  a dirty  old  pipe  to  object  to  a teacher 
bobbing  her  hair? 

4.  In  some  cities  like  Rochester,  iodine  is 
added  to  the  water  supply. 

5.  A corpulent  person,  who  has  habituat- 
ed himself  to  get  along  with  little  food,  may 
be  surprised  to  find  that  he  still,  as  a result 
of  the  previous  deterioration  of  the  organs 
controlling  metabolism,  continues  to  carry 
the  same  weight. 


— Capital  Expenditure  Plan,  to  cover  a 
three-year  period,  identifying  projected 
expenditures  for  projects  in  excess  of 
$100,000  for  acquiring  land,  building, 
equipment  or  improvements  and  moderniza- 
tion, and  anticipated  sources  for  financing 
the  expenditures.  A related  cost-control 
provisions  of  the  social  security  amendments 
authorizes  the  withholding  of  Medicare 
reimbursement  for  capital  expenditures 
disapproved  by  comprehensive  health  plan- 
ning agencies. 

— Preparation  and  Review.  The  governing 
body  and  the  medical  and  administrative 
staff  of  the  institution  need  to  participate  in 
the  development  and  the  annual  review  of 
the  plan  and  the  budget.  Congress  had  felt 
that  this  would  help  overcome  what  it  said 
was  widespread  trustees’  indifference  to 
their  management  responsibilities. 


Lane 

6.  Much  has  been  said  of  the  doctor’s  fee 
— rarely  in  commendation,  more  often  in 
condemnation. 

7.  If  patients  are  to  be  entrusted  with 
the  home  use  of  insulin,  a rough  check  on 
their  status  is  essential. 

8.  The  physician  who  saves  a life  seldom 
receives  more  than  two  or  three  hundred 
dollars  and  more  often  less  — sometimes 
nothing. 

9.  The  editor  has  made  a very  wonderful 
discovery  touching  the  students  at  the 
Omaha  medical  schools:  The  smiles  of  the 
Omaha  maidens  capture  them  in  matrimony 
almost  to  a man,  taking  a very  unfair 
advantage  of  the  young  ladies  out  in  the 
state. 

10.  The  earliest  form  of  medicine  was 
probably  the  care  of  injuries,  stopping  of 
hemorrhage,  removal  of  foreign  bodies  and 
the  care  of  women  at  child-birth. 
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Physicians'  Classified 

CLINIC  AVAILABLE  — General  practice  in 
furnished  clinic.  County  seat  town,  SW  Nebraska. 
Three  nursing  homes  in  town,  good  territory. 
Equipped  office  available  for  dentist.  Write  Box 
8,  Beaver  City,  Nebraska  68926. 

OB-GYN  and  UROLOGY  specialties  to  join  an 
established  successful  practice  with  16-man 
multi-specialty  group.  Excellent  group  benefits; 
retirement  plan;  modern  clinic  facilities;  pro- 
gressive community  with  excellent  educational 
system  including  two  colleges;  area  population 
75,000;  great  recreational  facilities;  must  be 
board  eligible  or  certified;  Contact:  Business 

Manager,  The  Manitowoc  Clinic,  601  Reed 
Avenue,  Manitowoc,  Wisconsin  54220. 

ABILENE.  KANSAS  — Growing  city  of  8000. 
Trade  area,  23,000.  Opportunity  for  three 
primary  care  physicians.  Private  practice  or  join 
an  established  clinic.  70  bed  modern  hospital. 
Skilled  consultive  services  close-by.  Excellent 
family  living.  Contact:  Physician  Development 
Task  Force  (913)  263-1770. 

SPORTSMEN!!  Small  University  community  in 
S.E.  South  Dakota  urgently  needs  FP/GP  or  INT 
to  serve  solo  or  with  established  group. 
Opportunity  to  participate  in  clerkship  program 
with  USD  Medical  School.  Hunting  & fishing 
paradise.  Excellent  University  sports  program. 
Home  of  the  future  DAKOTA  DOME.  Contact: 
D.  Garris,  Administrator,  Dakota  Hospital, 
Vermillion,  South  Dakota  57069. 
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G.  D.  Searle  & Co.  258.  258A 

Smith  Kline  & French  Laboratories  16 


QUALITY  MEDICAL  EQUIPMENT:  Includes 
Pelton  Autoclave;  Welch-Allvn  Ophthalmoscope, 
Otoscope.  Proctoscope  and  Headlamps;  Cautery. 
Revolving  Stool.  Leitz  Colorimeter,  Clay-Adams 
Centrifuge;  Surgical  Instruments,  Trays  and 
More.  OFFICE  EQUIPMENT  includes  Wilson- 
Jones  Posting  Trays  with  Stand,  Electric 
Typewriter  with  Table,  Adding  Machine  and 
More.  To  see.  Please  Contact  Mrs.  L.  T.  Davies, 
3035  Sheridan.  Lincoln.  Ne.,  (402)  432-8270. 

"WANTED  FAMILY  PRACTITIONER  - For 
long-established  practice  in  Omaha.  Fully-equip- 
ped office  accommodating  two  doctors.  Excellent 
hospital  connections.  Guaranteed  income  with 
option  of  taking  over  practice  after  one  year 
Good  place  to  raise  a family  with  good  schools 
and  universities."  Contact:  Box  054,  NEBRASKA 
MEDICAL  JOURNAL,  1902  First  National  Bank 
Building,  Lincoln,  Nebraska  68508. 

DOCTORS  - THE  NEXT  MOVE  IS  YOURS 
— Midwest  Medical,  Inc.  will  provide  you  with 
more  information  about  each  opportunity  than 
you  have  ever  imagined  possible.  For  the  first 
time  you  can  visually  preview  the  Community 
and  Medical  Facilities  of  over  80  opportunities  in 
the  Upper  Midwest,  at  ONE  location.  Saves  you 
time,  expense,,  and  frustration.  For  a thorough 
appraisal  of  all  Tactors  involved,  please  accept  our 
invitation  to  call.  For  discreet  and  confidential 
assistance  contact  M.  A.  Cornwall,.  M.D.,  MMI'S 
Medical  Director,  or  write:  Midwest  Medical, 
Inc.,  Lakeland,  Minnesota  55043,  612/436-5161. 
Locum  Tenens  opportunities  always  available. 
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pisruptive  anxiety  usually  meets  its  match  here. 


Often  effective  when  reassurance  and  counseling  are  insufficient. 
Three  dosage  strengths  to  meet  most  therapeutic  needs. 


Before  prescribing,  please  consult  complete 
■oduct  information,  a summary  of  which 
illows: 

Indications:  Relief  of  anxiety  and  tension 
:curring  alone  or  accompanying  various 
isease  states. 

Contraindications:  Patients  with  known 
ypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
ambined  effects  with  alcohol  and  other  CNS 
epressants.  As  with  all  CNS-acting  drugs, 
aution  patients  against  hazardous  occupa- 
ons  requiring  complete  mental  alertness 
?.g.,  operating  machinery,  driving).  Though 
hysical  and  psychological  dependence  have 
arely  been  reported  on  recommended  doses, 
se  caution  in  administering  to  addiction- 
rone  individuals  or  those  who  might  increase 
osage;  withdrawal  symptoms  (including 
onvulsions),  following  discontinuation  of  the 
rug  and  similar  to  those  seen  with  barbitu- 
ates,  have  been  reported.  Use  of  any  drug  in 
'regnancy,  lactation,  or  in  women  of  child- 
earing  age  requires  that  its  potential  benefits 
ie  weighed  against  its  possible  hazards. 

Precautions: 

ORAL:  In  the  elderly  and  debilitated  and  in 
:hildren  over  six,  limit  to  smallest  effective 
losage  (initially  10  mg  or  less  per  day)  to 
ireclude  ataxia  or  oversedation,  increasing 
;radually  as  needed  and  tolerated.  Not  recom- 
nended  in  children  under  six. 

injectable:  Keep  patients  under  observa- 
ion,  preferably  in  bed,  up  to  three  hours  after 
nitial  injection;  forbid  ambulatory  patients  to 
iperate  vehicle  following  injection;  do  not 
idminister  to  patients  in  shock  or  comatose 
tates;  use  reduced  dosage  (usually  25  to  50 
ng)  for  the  elderly  or  debilitated  and  for 
hildren  age  twelve  or  older. 

oral  and  injectable:  Though  generally 
lot  recommended,  if  combination  therapy 
vith  other  psychotropics  seems  indicated, 
:arefully  consider  individual  pharmacologic 
iffects,  particularly  in  use  of  potentiating 
impounds  such  as  MAO  inhibitors  and 
ihenothiazines.  Observe  usual  precautions  in 
iresence  of  impaired  renal  or  hepatic  func- 
ion.  Paradoxical  reactions  (e.g.,  excitement, 
;timulation  and  acute  rage)  have  been 
eported  in  psychiatric  patients  and  hyper- 
ictive  aggressive  children.  Employ  usual 


tion;  changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

With  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
(See  Precautions.) 

For  Parenteral  Administration:  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium®  (chlordiazepoxide  HCI) 
Capsule s— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Pre- 
scription Paks  of  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampuls— Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions. Boxes  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Librium 


(chlordiazepoxide  HCI) 

5 mg,  10  mg, 

25  mg  capsules 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


Please see  following  page. 


Disruptive  anxiety  usually  meets  its  match  her* 
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Librium 

(chlordiazepoxide  HC1) 

5 mg,  10  mg, 

25  mg  capsules 


Please  see  preceding  page  for  summary  of  product  information. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors,-  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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SUBSCRIPTION  RATE 

$6  00  Per  Year 
Single  Copies  50c  Each 


an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 


INLAY-TABS 


Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide.  N.F..  150  mg. 
aluminum  hydroxide  dried  gel.  150  mg. 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Giveyourarthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ev 

LABORATORIES  W 
Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 
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Surgical 
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Phone  435-2105 
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medical 


2425 


SUPPLY  COMPANY 

"O"  St.,  Lincoln,  Nebraska  68510 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  {S1/*  by  11  in.)  white  paper.  Wide  margins 
(at  least  1*4  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  end  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  Norfolk 
Printing  Co.,  Inc.,  P.  O.  Box  278,  Norfolk,  Nebr.  68701. 
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HEW  Secretary  Caspar  W.  Weinberger 
has  issued  final  regulations  tying  reimburse- 
ment of  physicians’  fees  under  Medicare  to  a 
national  economic  index  so  that  Medicare 
payments  for  physicians'  services  will  follow 
rather  than  lead  inflationary  trends. 

The  new  regulations  would  limit  any 
increase  in  the  amount  recognized  as  the 
prevailing  charge  for  physicians’  services  in  a 
locality  to  an  amount  justified  by  the 
economic  index.  They  implement  provisions 
of  the  Social  Security  Amendments  of  1972, 
P.L.  92-603. 

For  fiscal  1976,  the  index  figure  is  1.179. 
This  means  that  17.9  percent  is  the 
maximum  allowable  increase  under  Medicare 
in  any  prevailing  charge  for  physicians’ 
services  in  fiscal  1976  over  the  corresponding 
charge  for  the  same  service  in  the  same 
locality  in  the  base  year  of  fiscal  1973. 

The  “prevailing  charge”  as  limited  by  the 
index  is  significant  because  it  sets  the  upper 
limit  for  the  “reasonable  charge”  for  the 
service  in  a locality.  Medicare  pays  80 
percent  of  the  “reasonable  charge”  for 
covered  medical  services  after  the  patient 
meets  an  initial  deductible  of  $60  in  a year. 


Labor-HEW  appropriation 
passes  house. 

By  a 368-69  vote  recently  the  House 
passed  HR  8069,  the  fiscal  year  1976 
appropriations  bill  for  federal  health  and 
labor  programs.  The  bill  was  passed  despite 
Administration  opposition  to  the  total 
appropriation  figure  of  $45  billion,  exceeding 
$870  million  the  amount  requested  by 
President  Ford.  The  House  accepted  an 
amendment  offered  by  Representative  Ed- 
ward Roybal  (D-Cal)  adding  $30.9  million  for 
maternal  and  child  health  programs  and 
rejected  an  amendment  that  sought  to 
prohibit  federal  funding  on  abortions. 


If  it  were  made  for  everyone, 
everyone  would  have  one. 


Wo 
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Speech  Perception  in  Schizophrenia  — H.  C. 
Bull  and  P.  H.  Venables  (Dept  of 
Psychology,  Birkbeck  College,  Univ  of 
London,  Malet  St,  London)  Br  J Psy- 
chiatry 125:350-354  (Oct)  1974. 

The  ability  of  schizophrenics  to  perform 
tests  of  speech  perception  for  individual 
words  was  compared  to  that  of  control 
subjects.  The  results  indicate  the  schizo- 
phrenic patients  do  suffer  from  an  impair- 
ment in  the  perception  of  individually  spoken 
words  presented  at  various  levels  of 
intensity.  No  support  was  obtained  for  the 
suggestion  that  this  impairment  could  be 
associated  with  the  presentation  of  stimuli  to 
the  left  rather  than  the  right  cerebral 
hemisphere. 

Diabetic  Crises  in  Children  Treated  by  Small 
Doses  of  Intramuscular  Insulin  — J.  H. 


Moseley  (St.  Mary’s  Hosp,  Portsmouth, 
England).  Br  Med  J 1:59-61  (Jan  11)  1975. 

In  a new  regime  for  management  of  diabetic 
crises  in  children,  small  doses  of  insulin, 
based  on  body  weight  and  not  the  severity  of 
hyperglycemia,  are  given  intramuscularly  at 
hourly  intervals.  Fluids  are  given  intra- 
venously in  generous  amounts.  Fourteen 
patients  17  months  of  age  or  older  responded 
well.  The  advantages  of  this  method  are 
simplicity,  avoidance  of  hypokalemia  and 
hypoglycemia,  and  minimum  demands  on  the 
laboratory. 


For  Practice  Management 
Information  Systems... 

Call  The  Specialists 
Call  Systemedics 


PEDIATRICIANS 

INTERNISTS 

FAMILY  PRACTITIONERS 

Are  you  getting  just  a little  weary  of  the  pressures  of  private 
practice?  Are  there  not  enough  hours  in  the  day  to  leave  any- 
thing for  leisure  time?  Are  the  increasing  costs  of  running  your 
office  and  high  taxes  eating  up  your  actual  income?  If  so,  why 
don't  you  consider  hospital  practice  in  one  of  our  agencies  and 
solve  a lot  of  these  problems. 

We  offer  a regular  work  week,  salaries  up  to  $38,314 
depending  on  qualifications  and  job  responsibilities,  additional 
compensation  if  on  call  time  is  required  which  may  amount  to  as 
much  as  20%  of  base  salary,  and  an  excellent  fringe  benefit 
program  provided  through  Michigan  Civil  Service. 

The  agencies  where  we  currently  have  opportunities  are 
located  in  small  communities  where  the  pace  of  life  is  a little 
more  casual  and  where  you  will  be  able  to  enjoy  your  leisure 
time  in  the  excellent  recreational  facilities  our  state  has  to  offer. 

Why  not  send  us  a copy  of  your  up-to-date  curriculum  vitae 
and  see  what  can  be  worked  out. 

All  applicants  must  possess  or  be  eligible  for  a permanent 
license  to  practice  in  Michigan. 

Ivan  E.  Estes,  Personnel  Director 
Michigan  Department  of  Mental  Health 
Lewis  Cass  Building 
Lansing,  Michigan  48926 
AN  EQUAL  OPPORTUNITY  EMPLOYER 


• FOR  improved  cash  flow  and 

financial  control 

• FOR  automatic  processing  of 

patient  statements  and 
insurance  information 


• FOR  continuing  service  and 
management  assistance 

SYSTEMEDICS/AMS 
OF  NEBRASKA 


Mr.  Larry  Christensen 
P.O.  Box  75 

Gothenburg,  Ne.  69138 
308-537-2438 

Regional  Offices  Nationwide 
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REPRINTS 


OF  YOUR 


Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  • Office  Forms 
Quality  Printing  »t  the  Right  Price 

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO 


"Now,  when  I snap  my  fingers,  youH  wake  up  and  go 
across  the  hall  to  Doctor  Wilkins  and  drive  him  nuts  for 
awhile.” 


Councilor  Districts  and  Counties 


NEBRASKA  MEDICAL  ASSOCIATION 


First  District:  Councilor:  Carlyle  E. 

Wilson,  Jr..  Omaha.  Counties:  Doug- 
las. Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Lancaster. 
Otoe.  Cass. 

Third  District:  Councilor:  H.  C.  Stewart, 
Pawnee  City.  Counties:  Gage.  John- 
son, Nemaha,  Pawnee,  Richardson. 
Fourth  District:  Councilor:  James  G. 
Carlson.  Verdigre.  Counties:  Knox. 

Cedar.  Dixon,  Dakota.  Antelope. 
Pierce,  Thurston,  Madison.  Stanton. 
Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert  M. 

Sorensen,  Fremont.  Counties:  Burt. 
Washington,  Dodge.  Platte,  Colfax, 
Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz  G. 

Steenburg.  Aurora.  Counties:  Saun- 
ders. Butler.  Polk,  Seward.  York. 
Hamilton. 

Seventh  District:  Councilor:  Lyle  H. 
Nelson.  Crete.  Counties:  Saline.  Clay, 
Fillmore,  Nuckolls,  Thayer.  Jefferson. 
Eighth  District:  Councilor:  A.  Dean 

Gilg,  Bassett.  Counties:  Cherry.  Key- 
apaha.  Brown.  Rock.  Holt.  Sheridan. 
Boyd. 

Ninth  District:  Councilor:  Hiram  R. 

Walker,  Kearney.  Counties:  Hall. 

Custer.  Valley,  Greeley.  Sherman. 
Howard,  Dawson.  Buffalo.  Grant, 
Hooker,  Thomas,  Blaine.  Wheeler, 
Loup.  Garfield. 

Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Gosper.  Phelps, 
Adams.  Furnas.  Harlan.  Webster. 
Kearney.  Red  Willow,  Chase.  Fron- 
tier. Dundy.  Hitchcock. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer,  Ogallala.  Counties:  Lincoln, 
Perkins.  Keith.  McPherson.  Garden. 
Arthur.  Logan.  Deuel. 

Twelfth  District:  Councilor.  Calvin  M. 
Oba.  Scottsbluff.  Counties:  Scotts 

Bluff.  Banner.  Box  Butte.  Morrill, 
Kimball.  Cheyene,  Sioux.  Dawes. 


Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  SOCIETIES 


COUNTY 

Adams 

Antolope-Pierce 

Boone 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha  Medical 

Otoe 

Perkins-Chase 

Phelps 

Platte- Loup  Valley 
Saline 
Saunders 
Scotts  Bluff 
Seward 

South  Central  Nebraska 
S.E.  Nebraska 
S.W.  Nebraska 
Washington- Burt 
York- Polk 


PRESIDENT 
Earl  J.  Dean.  Hastings 
R.  E.  Kopp.  Plainview 

Raymond  H.  Olson,  Alliance 
Ron  D.  Scott.  Kearney 
Joseph  R.  Byers,  David  City 
R.  J.  Dietz,  Plattsmouth 

C.  J.  Cornelius.  Jr..  Sidney 
Leonard  J.  Chadek,  West  Point 
M.  L.  Chaloupka.  Broken  Bow 

B.  W Pyle,  Gothenburg 
Roger  A.  Dilley.  Fremont 
Henry  J Billerbeck.  Randolph 
Morris  D.  Mathews.  St.  Paul 
Patrick  C.  Gillespie.  Beatrice 
Charles  D.  McGrath.  Gr.  Island 
Houtz  G.  Steenburg.  Aurora 
Robert  W.  Waters.  O’Neill 
R.  G.  Hanisch.  St.  Paul 
Gordon  O.  Johnson.  Fairbury 
Douglas  M.  Laflan.  Creighton 
Herbert  E.  Reese.  Lincoln 
Miles  E.  Foster,  North  Platte 
R.  E.  Klaas.  Norfolk 
James  F.  Panzer,  Gordon 
Clarence  A.  McWhorter.  Omaha 
C R.  Williams.  Syracuse 
L.  C.  Potts.  Grant 
Frank  A.  Brewster.  II.  Holdrege 
Ronald  C.  Anderson.  Columbus 
Robert  E.  Quick.  Crete 
E.  J Hinrichs.  Wahoo 
Jerome  A.  Fuhrman.  Gering 
Van  E.  Vahle.  Seward 
Vincent  S.  Lynn.  Geneva 
Paul  M.  Scott.  Auburn 
James  E.  Monaghan.  Benkelman 
H.  Neal  Sievers,  Blair 
James  D.  Bell.  York 


SECRETARY-TREASURER 
Clyde  L.  Kleager,  Hastings 

D.  F.  Johnson.  Jr..  Osmond 
Charles  L.  Sweet,  Albion 
F.  P.  Sucgang.  Alliance 
William  M.  Vosik.  Kearney 
Gerald  W.  Luckev.  David  City 
Glen  D.  Knosp.  Elmwood 

C.  J Cornelius.  Jr..  Sidney 
Eugene  L.  Sucha.  West  Point 
Loren  H.  Jacobsen.  Broken  Bow 
John  H.  Worthman.  Cozad 
William  B.  Eaton,  Fremont 
Charles  G.  Muffley.  Pender 
Richard  M.  Fruehling,  St.  Paul 
Klemens  E.  Gustafson.  Beatrice 
Gordon  D.  Francis,  Gr.  Island 
Richard  O.  Forsman.  Aurora 
Don  D.  Bailey.  O'Neill 

E.  C.  Hanisch.  Sr..  St.  Paul 
R.  A.  Blatny.  Fairbury 

D.  J Nagengast,  Bloomfield 

J.  Thomas  McGreer,  HI.  Lincoln 
Lewis  B.  Harden.  North  Platte 

F.  Martin,  Norfolk 
Richard  A.  Savage,  Chadron 
Donald  J.  Pavelka,  Omaha 
Gary  L.  Rademacher,  Nebr.  City 
Paul  F.  Bottom.  Grant 

Rex  J Kelly,  Holdrege 

A.  H.  Liebentritt.  Columbus 
Lyle  H.  Nelson.  Crete 
John  E.  Hansen.  Jr..  Wahoo 
R Dan  Clark.  Gering 
David  C.  Krohn.  Seward 
Chas.  F Ashby.  Geneva 
Theo.  C.  Kiekhafer.  Falls  City 
Thomas  A.  Johnson,  Jr..  McCook 
Hans  Rath.  Omaha 

B.  N.  Greenberg.  York 
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adjunctive 
therapy 
for  wound 
debridement 


HELPS  TO  REMOVE: 

• Necrotic  Tissue 

and  Associated  Odor 

HELPS  PREPARE 
WOUND  FOR: 

• Granulation/Healing 

• Granulation/Grafting 


CLEANSE  WOUND 

Thoroughly  cleanse  and 
irrigate  wound  area  with 
sodium  chloride  or  water 
solutions.  Wound  MUST 
be  cleansed  of 
antiseptics  or  heavy- 
metal  antibacterials. 


THOROUGHLY  MOISTEN 

Thoroughly  moisten 
wound  area  either 
through  tubbing, 
showering,  or  wet  soaks 
(e.g.,  sodium  chloride  or 
water  solutions). 


APPLY  ENZYME 

Apply  a layer  of  TRAVASE 
Ointment.  Assure  intimate 
contact  with  necrotic 
tissue  and  complete 
wound  coverage. 


APPLY  MOIST  DRESSING 

Apply  loose  moist 
dressings  (most 
important  with  dry 
leathery  eschar). 


CHANGE  DRESSINGS 

When  changing  dressing, 
gently  wipe  away  the 
dissolved  material. 

Repeat  the  procedure, 
including  application  of 
TRAVASE  Ointment, 

3 to  4 times  per  day  for 
best  results. 


Travase  Ointment 

brand  of  Sutilains 


***%*** 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Deerfield,  Illinois  60015 


Please  see  next  page  for  prescribing  information. 


TlcMISG  Ointment  brand  of  Sutilains 


ulcers 


TERRY  V.  CARLE,  M.D.,  CLINICAL  INSTRUCTOR.  DEPT.  OF  PHYS.  MED.  & REHAB., 
CRAIG  REHABILITATION  HOSPITAL,  UNIVERSITY  OF  COLORADO 


Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


After  nine  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


burns 


DALE  B.  DUBIN,  M.D.,  DIPLOMATS, 

AMERICAN  BOARD  OF  PLASTIC  SURGERY,  TAMPA.  FLORIDA 


Before  treatment . . . 


48  hours  following  treatment  with  TRAVASE 
Ointment  on  right  hand;  left  hand  is  control. 


Travase'  Ointment 

(brand  of  Sutilains) 

Indications:  For  wound  debridement,  TRA- 
VASE Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following 
lesions: 

Second  and  third  degree  burns, 

Decubitus  ulcers, 

Incisional,  traumatic,  and 
pyogenic  wounds, 

Ulcers  secondary  to  peripheral 
vascular  disease. 

Contraindications:  Application  of  TRAVASE 
Ointment  is  contraindicated  in  the  following 
conditions: 

Wounds  communicating  with  major  body 
cavities. 

Wounds  containing  exposed  major  nerves 
or  nervous  tissue, 

Fungating  neoplastic  ulcers, 

Wounds  in  women  of  child-bearing 

potential — because  of  lack  of  laboratory 
evidence  of  effects  of  TRAVASE  upon 
the  developing  fetus. 


Warning:  Do  not  permit  TRAVASE  Ointment 
to  come  into  contact  with  the  eyes.  If  con- 
tact is  made,  immediately  rinse  with  copious 
amounts  of  water,  preferably  sterile. 

Precautions:  A moist  environment  is  essen- 
tial to  optimal  activity  of  the  enzyme.  En- 
zyme activity  may  also  be  impaired  by  cer- 
tain agents  (see  package  insert).  Although 
there  have  been  no  reports  of  systemic 
allergic  reaction  in  humans,  studies  have 
shown  that  there  may  be  an  antibody  re- 
sponse in  humans  to  absorbed  enzyme 
material. 

Adverse  Reactions:  Consist  of  mild,  tran- 
sient pain,  paresthesias,  bleeding  and  tran- 
sient dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  anal- 
gesics. Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally 
have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result 
of  the  application  of  TRAVASE  Ointment, 
therapy  should  be  discontinued.  No  systemic 
toxicity  has  been  observed  as  a result  of  the 
topical  application  of  TRAVASE  Ointment. 


DOSAGE  AND  ADMINISTRATION:  STRICT 

ADHERENCE  TO  THE  FOLLOWING  IS  RE- 
QUIRED FOR  EFFECTIVE  RESULTS  OF 

TREATMENT: 

1.  Thoroughly  cleanse  and  irrigate  wound 
area  with  sodium  chloride  or  water 
solutions.  Wound  MUST  be  cleansed  of 
antiseptics  or  heavy-metal  antibacterials 
which  may  denature  enzyme  or  alter 
substrate  characteristics  (e  g., 
hexachlorophene,  silver  nitrate, 
benzalkonium  chloride,  nitrofurazone, 
etc.). 

2.  Thoroughly  moisten  wound  area  either 
through  tubbing,  showering,  or  wet  soaks 
(e  g.  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer 
assuring  intimate  contact  with  necrotic 
tissue  and  complete  wound  coverage 
extending  Vi  to  Vz  inch  beyond  the  area 
to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per 
day  for  best  results. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 

Deerfield.  Illinois  60015 


Genetic  Factors  in  Puerperal  Psychosis  — 
I.  Thuwe  (Univ  of  Goteborg  Psychiatric 
Research  Center,  St.  Jorgen’s  Hosp, 
Hisings  Backa,  Sweden)  Br  J Psychiatry 
125:378-385  (Oct)  1974. 

This  work  provides  strong  evidence  of 
genetically  operating  factors  in  the  general 
category  of  puerperal  psychoses.  It  is  not 
possible  to  indicate  any  particular  pattern  of 
major  genes,  but  the  fairly  high  risk  of 
mental  illness  in  the  first  filial  generation 
suggests  that  dominant  transmission  plays 
some  part  in  the  operation  of  the  genetic 
factors.  The  patterns  of  mental  illness  in  the 
children  and  the  grandchildren  are  disimilar, 
both  in  nature  and  degree,  and  the  initial 
material  of  women  suffering  from  puerperal 
psychosis  in  all  probability  represents  an 
etiologically  heterogeneous  group. 


Clinical  Significance  of  Hematospermia  — F. 
J.  Leary  (Mayo  Graduate  School  of 
Medicine,  Univ  of  Minnesota,  Rochester 
55901)  and  J.  J.  Aguilo  Mayo  Clin  Proc 
49:815-826  (Nov)  1974. 

Among  150  patients  whose  condition  was 
evaluated  and  followed  for  5 to  23  years, 
hematospermia  proved  to  be  a benign, 
usually  self-limiting  symptom,  unassociated 
with  any  important  disease  process.  As  a 
rule,  clinical  investigation  is  not  required. 
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Nebraska  Medical  Association  Officers  and  Committees 


Warren  G Bosley,  Grand  Island 
Harlan  L.  Papenfuss.  Lincoln 
Russell  L.  Gorthey,  Lincoln 
Frank  Cole,  Lincoln 
Kenneth  E.  Neff.  Lincoln 


President 

President-Elect 

Secretary-Treasurer 

Editor 

Executive  Secretary 


AMA  Delegates  — C.  J Cornelius.  Jr.,  Sidney;  John  R.  Schenken,  Omaha 
AMA  Alternates  — John  D.  Coe,  Omaha;  Louis  J.  Gogela,  Lincoln 


POLICY  COMMITTEE 

Warren  G Bosley,  Chm. 

Harlan  L.  Papenfuss 
James  H.  Dunlap 
John  D.  Coe 
Frank  P.  Stone 


Grand  Island 
Lincoln 
Norfolk 
Omaha 
Lincoln 


BOARD  OF  DIRECTORS 

Charles  F Ashby 
Robert  B Benthack 
Dwight  W Burney,  Jr. 

Russell  L.  Gorthey 
Robert  J Morgan 


Geneva 

Wayne 

Omaha 

Lincoln 

Alliance 


ADVISORY  TO  AUXILIARY 

Y.  Scott  Moore.  Chm. 

Lincoln 

Warren  G.  Bosley 

Grand  Island 

James  G.  Carlson 

Verdigre 

John  D.  Coe 

Omaha 

J Whitney  Kelley 

Omaha 

Kenneth  T.  McGinnis 

Lincoln 

ALLIED  PROFESSIONS 

Warren  Q.  Bradley 

Lincoln 

Muriel  N.  Frank 

Omaha 

Loren  H.  Jacobsen 

Broken  Bow 

David  L.  Kutsch 

Lincoln 

John  H.  Worthman 

Cozad 

CANCER 

F William  Karrer,  Chm. 

Omaha 

John  B.  Davis 

Omaha 

William  T Griffin 

Lincoln 

Henry  M.  Lemon 

Omaha 

Frank  H.  Tanner 

Lincoln 

Wallace  J.  Vnuk 

Kearney 

CONSTITUTION  AND  BY  LAWS 

J P.  Schlichtemier,  Chm. 

Omaha 

R L.  Cassel 

Fairbury 

Earl  J.  Dean 

Hastings 

John  T.  McGreer,  III 

Lincoln 

Harold  M.  Nordlund 

York 

Robert  D Sidner 

Kearney 

EMERGENCY  MEDICAL  SERVICE 

Harris  B.  Graves.  Chm. 

Waterloo 

Stephen  W.  Carveth 

Lincoln 

V Franklin  Colon 

Friend 

William  H.  Gondring 

Lincoln 

Dean  A McGee 

Omaha 

Richard  B.  Svehla 

Omaha 

GERIATRICS 

Vernon  G.  W'ard.  Chm. 

Omaha 

Douglass  A Decker,  Jr. 

Lincoln 

Dwight  M.  Frost 

Omaha 

Clyde  A Medlar 

Columbus 

Frederick  F.  Paustian 

Omaha 

HEALTH  EDUCATION  IN 
SCHOOLS  AND  COLLEGES 


S.  I.  Fuenning,  Chm. 

Lincoln 

Frank  0.  Hayworth 

Omaha 

Clyde  L.  Kleager 

Hastings 

H.  V.  Smith 

Kearney 

Robert  M.  Sorensen 

Fremont 

Interim: 

Mrs.  Kenneth  T.  McGinnis 

Lincoln 

HEALTH  PLANNING 

Richard  A Cottingham,  Chm. 

McCook 

Stuart  D Campbell 

Scottsbluff 

James  G.  Carlson 

Verdigre 

C.  J Cornelius,  Jr. 

Sidney 

F.  H.  Hathaway 

Lincoln 

James  E.  Ramsay 

Atkinson 

Stanley  M.  Truhlsen 

Omaha 

HOSPITAL  AND  PROFESSIONAL 

RELATIONS 

Gordon  D.  Adams 

Norfolk 

Muriel  N.  Frank 

Omaha 

Arthur  L.  Larsen 

Omaha 

Leonard  It.  Lee 

Lincoln 

Kenneth  D Peters 

Plainview 

Jerald  R.  Schenken 

Omaha 

A.  Eugene  Van  W'ie 

Grand  Island 

INSURANCE  AND  PREPAYMENT 

MEDICAL  CARE 

A.  L.  Smith.  Jr..  Chm. 

Lincoln 

Harold  D.  Dahlheim 

Norfolk 

Russell  J.  Mclntire 

Hastings 

Frederick  F Paustian 

Omaha 

Blaine  Y Roffman 

Omaha 

Paul  M.  Scott 

Auburn 

Stanley  M.  Truhlsen 

Omaha 

Hiram  R.  Walker 

Kearney 

MATERNAL  AND  CHILD  HEALTH 

Warren  G.  Bosley,  Co-Chm.  Grand  Island 

William  L.  Rumbolz,  Co-Chm.  Omaha 

Dale  W.  Ebers  Lincoln 

Charles  A.  Field  Omaha 

Hodsen  A.  Hansen  Lincoln 

L.  Palmer  Johnson  Lincoln 

Bernie  D.  Taylor  North  Platte 


MEDICAL  EDUCATION 


John  W.  Smith,  Chm. 

Omaha 

James  E Bridges 

Fremont 

Wendell  L.  Fairbanks 

Auburn 

Randolph  M.  Ferlic 

Omaha 

R.  C.  Rosenlof 
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Darvon 

Compound-65 

65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
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Additional  information  available  to  the  profession  on  request. 


Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


ARE  OUR  DISEASES  NEW? 

We  are  always  discovering  new  diseases, 
and  it  makes  you  wonder  if  they  have  always 
been  there,  or  if  they  have  just  been  created. 
Poliomyelitis,  tuberculosis,  and  smallpox  are 
less  prevalent  than  they  once  were,  but  did 
we  always  have  hyaline  membrane  disease? 

For  some  common  diseases  we  have 
different  names.  Coronary  occlusion  was  first 
diagnosed  only  two  thirds  of  a century  ago, 
and  then  as  a clinical  oddity,  but  acute 
indigestion  was  always  with  us.  And  the  first 
appendectomy  was  performed  some  70  years 
ago,  but  there  had  been  typhlitis. 

Hygienic  measures  and  medical  progress 
have  helped  to  halt  the  progress  of  some 
illnesses,  while  rapid  large-scale  transporta- 
tion has  encouraged  the  spread  of  com- 
municable sickness.  Antibiotics  have  helped 
in  some  quarters,  but  they  have  been 
followed  by  the  invasion  of  more  virulent 
microorganisms  in  others. 

And  in  this  day  of  population  explosion, 
medicine,  while  playing  its  traditional 
life-saving  role,  has  served  to  increase  the 
world’s  numbers,  and  in  a nonspartan  effort, 
to  keep  alive  the  old  and  the  feeble.  And  of 
course,  by  keeping  victims  of  some  diseases 
alive  and  well,  we  have  helped  to  augment 
the  population  of  these  afflictions. 

Aspirin  may  cause  disease  we  did  not  have 
before;  there  may  be  iatrogenic  cures  and 
illnesses,  but  is  respiratory  distress  of 
infants  new? 

— F.C. 


THE  ACCURACY  OF 
DEATH  CERTIFICATES 

If  there  should  one  day  be  a contest  for 
precise  instruments,  do  not  bother  to  enter 
the  death  certificate;  it  cannot  possibly  win. 
The  cause  of  death  has  been  variously 
assigned  by  nonmedical  authorities  (as  by 
coroners),  by  physicians  who  did  not  know 
the  patient  long  and  by  some  who  did,  and 
with  or  without  autopsy. 

Some  of  these  diagnoses  are  conjectures 


and  some  are  educated  guesses.  The  spaces 
are  filled  out  because  they  must  be,  with 
little  thought  for  accuracy.  To  say  that  a 
patient  died  of  an  arrhythmia  or  of  cardiac 
arrest  is  to  tell  us  little.  Autopsies  are  not 
done  commonly,  but  when  a president  dies, 
postmortem  examination  is  often  done,  and 
the  results  are  questioned  forever  after. 

Statisticians  speak  of  correlation  but  not  of 
cause,  and  the  autopsy  may  reveal  disease  or 
injury  and  fail  to  tell  us  what  brought  about 
death.  If  the  patient  had  nephritis,  did  he  die 
of  it?  If  there  was  narrowing  of  the  coronary 
vessels,  did  it  kill  him?  If  he  had  obstructive 
pulmonary  disease,  was  it  fatal? 

If  the  patient  had  an  incurable  illness  and 
took  his  own  life,  did  he  die  of  a self-inflicted 
bullet  wound  or  of  the  cancer?  "What  did  he 
die  of"  may  be  an  unanswerable  question  at 
times,  but  it  is  too  often  unanswered  when  it 
is  answerable.  Or  perhaps  “I  don't  know”  is 
better,  for  it  is  undoubtedly  because  we 
are  unable  to  write  “I  don’t  know”  that  we 
put  down  something  we  do  not  know  and 
think  we  do. 

-F.C. 

WHERE  ARE  THE  ARTISTS? 

Cesar  Franck  was  laughed  out  of  the 
concert  hall,  the  Impressionists  were  snarled 
at;  and  we  have  come  to  admire  poets  we  did 
not  like  only  a little  while  ago.  So  it  is  not 
easy  to  judge,  for  what  we  scorn  we  may 
come  to  revere.  But  this  must  not  become  a 
refuge  for  incompetence. 

I have  been  to  galleries  and  have  seen  a 
blank  canvas  on  display  as  a work  of  art.  I 
have  seen  a man  sitting  in  a chair,  and  he 
was  supposed  to  be  an  objet  d’art.  I have 
seen  a misshapen  automobile  bumper  shown 
as  an  art  form.  I have  seen  a torn  piece  of 
paper  hung  in  a gallery.  And  paintings  made 
by  children  and  by  dogs  win  prizes. 

Nudity  does  not  disturb  me,  but  a roomful 
of  genitals  in  an  art  gallery  does.  Short 
stories  that  lead  you  to  turn  another  page  to 
see  if  the  last  page  is  really  the  last  page, 
stories  that  are  not  stories,  annoy  me.  And 
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poetry  that  is  only  poor  prose  chopped  up 
into  meaningless  halflines  irritates  me. 

The  camera  seemed  to  put  an  end  to 
painting;  it  suggested  that  the  artist  was  no 
longer  needed.  Portraits  and  landscapes  are 
now  frowned  on.  but  Goya  and  Daumier  and 
Wyeth  had  things  to  say.  I have  seen  things 
on  the  art  pages  of  magazines  that  were  only 
designs  and  posing  as  paintings,  that  were 
surpassed  by  those  found  in  the  advertising 
pages,  and  that  could  have  been  produced 
by  a child’s  toy;  and  art  made  by  dripping 
paint  from  brushes  or  by  throwing  paint  at  a 
canvas. 

But  see  how  the  lines  do  thus  and  so,  the 
critics  write  foolishly  and  at  length,  see  how 
the  sky  is  made  to  do  these  things,  notice  his 
abundant  use  of  subdued  tones,  or  of  bright 
color,  and  the  critics  contribute  to  the 
scandal. 

What  does  it  mean,  we  ask,  and  we  are 
told,  it  means  whatever  you  think  it  means, 
and  whatever  you  see  in  it.  If  you  do  not 
like  it  one  way,  turn  it  upside  down.  This  is 
not  art,  it  is  an  outrage,  and  it  is  time 
somebody  said  so.  There  may  be  serious 
workers  somewhere,  but  the  scene  is  like  the 
emperor’s  clothes.  The  critics  say  see  how 
wonderful  it  is,  and  we  say  see  how 
wonderful  it  is.  And  it  is  trash. 

— F.C. 


VARIATIONS  IN 
SURGICAL  PROCEDURE  RATES 

Relative  to  population,  37  percent  more 
tonsillectomies  are  performed  in  Maine  than 
in  Vermont;  80  percent  more  varicose  vein 
procedures  are  done  in  Vermont  than  in 
Maine;  the  highest  Maine  rate  for  hem- 
orrhoidectomies exceeds  the  highest  Ver- 
mont rate  by  90  percent;  and  hysterectomies 
are  performed  40  percent  more  commonly  in 
Maine  than  Vermont. 

Why  are  there  these  differences?  I think  I 
remember  reading  that  some  kinds  of 
elective  surgery  were  performed  much  more 
commonly  in  the  United  States  than  in 
England.  This  was  interpreted  as  indicating 
that  too  much  surgery  was  being  done  here, 
but  it  can  mean  that  not  enough  is 


performed  in  England,  and  I do  not  know 
how  we  will  ever  decide;  it  may  be  a little  of 
each. 

We  expect  things  to  vary.  Height,  weight, 
rainfall,  life  expectancy,  family  size,  divorce 
rates,  even  lifetimes  of  submolecular  parti- 
cles; all  vary.  But  what  is  important  is  the 
range,  and  this  is  large  in  the  above  figures. 
For  hysterectomy,  the  range  across  the  high 
Maine  area  and  the  low  Vermont  area  is  over 
three-fold. 

Are  the  only  conclusions  fhat  too  little 
surgery  is  being  done  in  some  areas  and  too 
much  operating  goes  on  in  other  places?  Do 
some  operate  too  readily,  and  are  some 
patients  unable  to  avail  themselves  of 
properly  indicated  and  needed  surgery? 

If  the  extreme  figures  at  either  end  of  the 
overly  wide  range  should  be  brought 
together,  it  is  only  we  who  can  do  this,  and 
it  is  not  unreasonable  to  think  that  it  should 
be  done. 

-F.C. 


THE  EARTH  VIEWED  AS 
A DINING  ROOM 

Animals  live  largely  by  eating  other 
animals,  and  it  is  impossible  to  subsist  solely 
on  things  that  never  were  alive.  Plants  are 
smarter,  they  can  make  their  own  food,  but 
we  were  taught  that  dead  fish  are  good  for 
plants,  and  a plant  may  even  eat  an  animal. 
Big  things  eat  little  things,  and  everybody  in 
the  ocean  may  eat  plankton,  but  they  don’t 
eat  the  whale.  Nor  the  lion;  I mean  no  other 
animal  kills  the  lion  to  eat  him;  and  they 
don’t  eat  the  eagle. 

There  is  a kind  of  cycle  here,  and  while 
the  whole  business  may  seem  unpleasant, 
there  may  even  be  some  sense  to  all  this.  It 
may  be  harsh,  but  it  is  practical,  and  when 
staying  alive  is  the  only  consideration,  we 
can  be  very  practical.  Some  of  us  eat 
vegetables  and  milk  and  eggs,  but  many  eat 
the  flesh  of  other  animals,  as  well  as  plants. 

But  when  members  of  our  own  species  die, 
we  take  great  pains  to  break  the  cycle  and 
we  refuse  to  contribute  to  the  feast.  We  seal 
our  dead  in  boxes  or  we  cremate  each  other, 
though  what  happens  at  sea  is  sometimes 
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different,  and  if  some  eat  long  pig,  it  is  not 
done  in  the  best  circles.  The  Donners,  I have 
read,  ate  each  other,  and  of  course,  there 
were  the  aircrash  survivors. 

In  Report  On  Planet  Three,  it  is  suggested 
that  artificial  planets  would  be  self- 
supporting  and  would  waste  nothing,  and 
cannibalism  might  be  compulsory  in  inter- 
stellar travel.  Of  course,  the  air  we  breathe 
was  once  breathed  by  Aristotle,  and  atoms 
that  were  once  part  of  Caesar  are  now  part 
of  us,  and  we  are  cannibals  in  a sense. 


Fish  eat  bugs  and  bears  eat  fish,  hawks 
eat  mice  and  we  eat  cows,  and  this  goes  on 
without  end,  but  nobody  eats  us,  and  while  I 
am  not  arguing  for  cannibalism,  there  seems 
to  be  a great  waste  here,  and  we  may  even 
be  interfering  with  nature’s  plan  by  being 
civilized.  Perhaps  we  may  one  day  be  driven 
to  blunting  our  sensitivity  and  to  eating  each 
other. 

Not  yet. 

— F.C. 
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ORIGINAL  ARTICLES 


Heredity  and  Colon  Cancer* 


PART  IV 

Turcot’s  Syndrome 

Turcot,  et  al,  41  described  a brother  and 
sister  with  polyposis  of  the  colon  which 
progressed  to  adenocarcinoma.  Autopsy  ex- 
amination of  the  boy  at  age  18  revealed 
medulloblastoma  invading  the  medulla  spin- 
alis in  addition  to  polyposis  coli.  Autopsy 
examination  of  his  sister  at  age  21  revealed  a 
glioblastoma  of  the  left  frontal  lobe  and  a 
small  chromophobe  adenoma  of  the  hypo- 
physis. There  was  no  evidence  of  gastro- 
intestinal or  central  nervous  system  dis- 
orders in  other  relatives. 

A second  family  was  reported  by  Baugh- 
man and  associates. 42  The  family  comprised 
a sibship  of  six  (2  boys  and  4 girls).  A 12- 
year-old  girl  presented  with  a history  of 
seizure,  frontal  headache,  and  diarrhea.  Her 
father  was  age  47  and  her  mother,  41.  There 
was  no  consanguinity.  Her  sisters  were  ages 
21,  6,  and  5 years  and  her  brothers  were 
ages  25  and  12.  This  girl  had  a single  cafe-au- 
lait  spot  on  her  back  and  a pigm  mted  nevus 
on  her  right  leg.  Neurologic  examination 
indicated  the  presence  of  an  intracranial 
mass  lesion.  Sigmoidoscopy  disclosed  2 
polyps  in  the  rectal  ampulla:  one  of  these  was 
a villous  adenoma  located  10  cm  above  the 
anal  ring.  She  died,  and  at  autopsy  a larger 
polyp  showed  villous  hyperplasia  and 
clusters  of  atypical  cells  invading  the  mus- 
cularis  mucosa.  Brain  sections  revealed  a 
well  circumscribed,  infitrating  tumor  of  the 
white  matter  of  both  hemispheres.  Histo- 
logical diagnosis  revealed  glioblastoma  mul- 
tiforme. The  tumor  seemed  to  be  multi- 
centric since  there  was  also  an  increased 
number  of  hyperchromatic  glial  cells  in  the 
medulla  and  in  sections  from  the  dorsal 
spinal  cord. 

Her  25-year-old  brother  was  admitted  to 
the  hospital  with  seizures  and  progressive 
right  hemiparesis.  Five  years  previously,  he 
had  undergone  surgery  for  carcinoma  of  the 
colon.  Pigmented  nevi  were  abundant  over 
the  back  and  abdomen.  Brain  scan  and  left 
carotid  arteriogram  revealed  a tumor  of  the 
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left  temporal  lobe.  He  died  and  at  autopsy 
approximately  2 dozen  polyps,  5 to  30  mm  in 
diameter  were  found  in  the  colon  and 
rectum.  Two  of  the  polyps  were  examined. 
One  showed  polypoid  hyperplasia  and  the 
other  malignant  change  with  formation  of 
signet  cells  invading  the  stump.  Brain 
sections  disclosed  an  infiltrating  tumor 
beginning  at  the  level  of  the  head  of  the 
caudate  nucleus  and  spreading  through  the 
isthmus  of  the  temporal  lobe  and  into  the 
white  matter  of  the  temporal  lobe  proper. 
The  histologic  diagnosis  was  glioblastoma 
multiforme. 

A 12-year-old  brother  was  hospitalized  for 
convulsions  and  headache.  Four  cafe-au-lait 
spots  were  noted.  At  craniotomy  there  was  a 
subcortical,  grayish-red  cystic  tumor.  The 
histologic  diagnosis  was  glioblastoma  multi- 
forme. He  died  at  home  and  an  autopsy  was 
not  performed.  During  his  life,  he  had  never 
received  diagnostic  examination  of  the  bowel. 

A 21-year-old  sister  was  hospitalized  fol- 
lowing two  generalized  seizures.  An  electro- 
encephalogram showed  slow  and  sharp  ac- 
tivity from  the  left  hemisphere  and  a brain 
scan  indicated  a left  posterior  frontal  tumor. 
This  was  partially  resected  and  a histologic 
diagnosis  was  made  of  glioblastoma  multi- 
forme. Sigmoidoscopy  revealed  two  tiny 
polyps  but  no  other  details  were  reported. 

Medical  history  of  76  family  members 
through  5 generations  indicated  only  one 
case  of  brain  tumor.  This  was  a posterior 
fossa  ependymoma  in  a three-year-old  girl 
who  was  a maternal  second  cousin  of  the 
siblings.  No  additional  cases  of  polyposis  and 
no  occurrences  of  neurofibromatosis  were 
reported  in  this  family. 

*Permission  for  publication  granted  by  Charles  C.  Thomas,  Publisher. 
Cancer  Genetics,  by  Henry  T.  Lynch.  M.D. 
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In  summary,  three  of  four  affected  siblings 
showed  concurrent  glioma  and  polyposis 
while  the  fourth  had  only  a glioma. 

Findings  in  Turcot’s41  family  and  that  of 
Baughman,  et  al.  42  are  consistent  with  an 
autosomal  recessive  factor.  Similarities  be- 
tween these  two  families  include  the  occur- 
rence of  gliomas,  polyposis  coli,  similar  age 
of  onset,  and  the  fact  that  neither  brain 
tumors  nor  colonic  polyps  appeared  in  the 
parents  of  either  of  these  sibships. 

Peutz-Jeghers  Syndrome 

The  cardinal  features  of  this  disorder  in- 
clude intestinal  polyposis  and  a distinctive 
type  of  melanin  pigmentation  of  the  oral 
mucosa,  occasionally  the  vaginal  mucosa,  and 
the  distal  portions  of  the  fingers  (Figure  1). 
Intestinal  polyps  may  be  found  at  any  level 
of  the  gastrointestinal  tract,  exclusive  of  the 
esophagus.  About  36  percent  of  the  polyps 
are  found  in  the  colon  and  rectum.  The 
polyps  have  usually  been  considered  hamar- 
tomas and  the  question  of  malignant  change 
in  them  has  been  controversial.  In  a review 
of  the  subject,  Lynch 43  was  able  to 
document  several  cases  of  metastatic  adeno- 
carcinoma arising  from  malignant  polyps  in 
patients  with  this  disease.  A woman  was 
reported  recently  in  whom  adenocarcinoma 
was  resected  from  a polyp  in  the  transverse 


colon. 44  Ovarian  cancer  may  also  occur  in 
the  syndrome.45 

It  is  interesting  that  polyposis  of  the  colon 
is  an  integral  component  of  the  several  dis- 
orders mentioned.  McKusick 18  concludes 
that  these  conditions  are  probably  nonallelic 
and  represent  distinct  genetic  entities. 

Juvenile  Polyposis  Coli 

Juvenile  polyposis  coli  is  an  inherited  dis- 
order (autosomal  dominant)  wherein  colon 
polyps  are  believed  to  represent  hamarto- 
matous  structures  and  are  not  thought  to  be 
precancerous. 4647  However,  an  increased 
frequency  of  colorectal  cancer  and  adeno- 
matous polyposis  coli  in  relatives  of  probands 
with  juvenile  polyposis  coli  has  occurred  in 
several  families. 47 

Generalized  Gastrointestinal 
Adenomatous  Polyposis 

Adenomatous  polyps  involving  the  entire 
gastrointestinal  tract  and  in  the  absence  of 
other  distinguishing  phenotypic  signs  are 
rare.  An  autosomal  dominant  mode  of  in- 
heritance has  been  suggested  and  cancer  has 
been  shown  to  be  associated  with  this  condi- 
tion, though  the  exact  relationship  is  not 
known.  Yonemoto,  et  al.48  reported  three 
patients  with  generalized  polyposis  involving 
the  entire  gastrointestinal  tract;  an  invasive 


Figure  1 — Patient  with  Peutz-Jegher's  syndrome  showing  cutaneous  pigmented  distal  portions  of 
the  fingers.  (Reprinted  from  Butterworth  and  Stream:  Clinical  Geno  Dermatology  with  permission  of 
The  Williams  and  Wilkins  Company!. 
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carcinoma  of  the  rectum  was  found  in  one  of 
these  patients. 

Generalized  adenomatous  polyposis  of  the 
entire  gastrointestinal  tract  differs  from  fam- 
ilial polyposis  coli  by  virtue  of  the  fact  that 
polyps  are  not  restricted  to  the  colon  and 
rectum.  However,  the  disease  is  similar  in 
that  the  polyps  are  adenomatous  and  the 
genetic  mechanism  appears  to  be  the  same, 
namely,  that  of  an  autosomal  dominant 
factor.  This  condition  is  rarer  than  familial 
polyposis  coli.  Although  the  polyps  in  gen- 
eralized adenomatous  polyposis  involve  the 
entire  gastrointestinal  tract,  there  have  been 
no  reports  of  carcinoma  developing  in  the 
stomach  or  small  bowel,  though,  as  men- 
tioned, there  is  documentation  of  carcinoma 
of  the  rectum. 

Cronkhite-Canada  Syndrome 

In  the  differential  diagnosis  of  the  polyp- 
osis coli  syndromes,  one  must  consider  the 
relatively  rarely  occurring  condition  known 
as  the  Cronkhite-Canada  syndrome.  This 
syndrome  comprises  generalized  gastroin- 
testinal polyposis,  pigmentation  of  the  skin, 
loss  or  atrophy  of  the  fingernails  and  toe- 
nails, alopecia,  and  hypoproteinemia. 4954 

To  date,  the  family  history  in  patients  with 
this  disorder  has  been  essentially  negative. 
However,  we  must  remember  that  only  a 
relatively  small  number  of  cases  have  been 
described  since  the  syndrome  was  first  ident- 
ified by  Cronkhite  and  Canada  in  1955. 49 

Hypoproteinemia  is  a frequent  finding  and 
labeled  albumin  studies  have  confirmed  a 
protein-losing  enteropathy. 

The  polyps  described  in  this  syndrome  are 
adenomatous  and  are  present  throughout  the 
entire  gastrointestinal  tract.  Malignant  trans- 
formation has  not  been  reported  in  this  dis- 
order in  spite  of  the  fact  that  the  polyps  are 
adenomatous  and  not  hamartomatous. 

The  mortality  rate  is  high;  death  is  usually 
secondary  to  malabsorption  with  associated 
cachexia.  There  is  no  specific  treatment  pro- 
gram, though  recently  Takahata,  et  al. 50  re- 
ported a rather  dramatic  clinical  improve- 
ment manifested  by  cessation  of  diarrhea, 
increase  of  serum  protein,  and  disappearance 
of  pigmentation  with  regrowth  of  scalp  hair, 


fingernails  and  toenails  following  the  admin- 
istration of  30  mg  of  prednisone  daily. 

Significance  of  Polyps  of  the 
Gastrointestinal  Tract 

The  genetic  significance  of  colon  polyps 
may  be  clearcut  in  certain  situations  such  as 
classical  familial  polyposis  coli  or  it  may  be 
more  complex  as  in  other  syndromes.  One 
might  ask  the  question,  “How  many  polyps 
are  necessary  for  one  to  make  the  diagnosis 
of  familial  polyposis  coli?  Is  the  family 
history  invariably  positive  in  patients  pre- 
disposed to  familial  polyposis  coli?”  Un- 
fortunately, there  are  no  definitive  answers 
to  these  important  questions.  For  example, 
polyps  of  the  colon  are  relatively  common 
and  it  has  been  estimated  that  among 
patients  over  35  years  of  age  undergoing 
sigmoidoscopy  as  part  of  a routine  examina- 
tion, approximately  5 percent  will  show  one 
or  more  polyps  of  the  colon.  However, 
authorities  differ  concerning  the  possibility 
of  malignant  transformation  of  polyps. 
Concerning  hereditary  aspects  of  discrete 
polyps,  as  opposed  to  myriad  polyps  carpet- 
ing the  colon  in  polyposis  coli,  it  should  be 
noted  that  Woolf,  et  al . 54  found  an  incidence 
of  45.4  percent  of  discrete  polyps  in  a single 
large  family  as  opposed  to  the  mentioned  5 
percent  occurrence  in  the  general  population. 
In  addition,  the  pattern  of  inheritance  in  this 
family  was  consistent  with  a dominant  factor. 
While  findings  of  this  type  do  not  answer 
fully  some  of  the  questions  I have  raised, 
they  certainly  indicate  that  more  study  will 
be  necessary  in  order  to  delineate  more 
clearly  the  problems  of  phenotypic  variability 
in  the  pattern  and  distribution  of  colon 
polyps  as  well  as  their  etiologic  considera- 
tions. One  will  more  likely  find  fewer  polyps 
in  younger  patients  who  may  be  destined 
later  to  develop  the  full-blown  picture  of 
familial  polyposis  coli  and  some  of  these  may 
lack  a positive  family  history  of  this  disease. 
Findings  in  such  patients  may  represent  new 
mutations.  A negative  family  history  would, 
therefore,  be  misleading  in  such  cases. 

The  important  point  in  this  discussion  is 
that  patients  with  familial  polyposis  coli 
and/or  conditions  associated  with  it  are 
highly  susceptible  to  carcinoma  of  the  colon 
(virtually  100  percent  will  develop  colon 
cancer  by  age  50  unless  a colectomy  is 
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performed),  whereas  patients  with  isolated 
or  several  polyps,  but  lacking  the  true 
picture  of  familial  polyposis  coli,  will  have  a 
cancer  risk  which  is  significantly  less,  and 
therefore  should  not  have  to  undergo  the 
more  radical  surgical  approach  of  colectomy. 
However,  for  sound  medical  management 
they  should  be  followed  closely,  and  depend- 
ing upon  the  size  and  location  of  the  polyps, 
it  may  be  prudent  to  remove  specific  polyps 
surgically  (see  below). 

Treatment  of  Patients  with 
Gastrointe stinal  Polyps 

The  primary  treatment  of  patients  with 
familial  polyposis  coli  is  surgical  removal  of 
the  colon  once  the  diagnosis  has  been 
established.  However,  the  choice  of  the 


specific  surgical  approach  is  controversial.  33 
Some  feel  strongly  that  total  colectomy  is 
the  best  approach  in  the  management  of  this 
disease.  However,  others  favor  subtotal 
colectomy  and  fulguration  of  the  rectal 
stump  for  the  prevention  of  cancer  in  this 
remaining  portion  of  the  colon.  With  respect 
to  the  latter  operation,  it  has  been  suggested 
that  no  more  than  10  cm  of  the  rectum 
should  remain.  This  amount  of  rectum  would 
be  sufficient  for  adequate  rectal  functioning. 
The  major  point  in  limiting  the  amount  of 
rectum  remaining  is  the  fact  that  the  shorter 
the  stump,  the  less  area  requiring  fulgura- 
tion; there  is  evidence  suggesting  that  a 
shorter  rectal  stump  is  associated  with  more 
frequent  polyp  regression;  in  turn  this  may 
be  a factor  inhibiting  carcinomatous  trans- 
formation. 55 
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Hairy  Cell  Leukemia  — Reclassification 

Of  an  Old  Entity 


HAIRY  cell  leukemia  is  a descrip- 
tive term  for  the  morphology 
of  certain  circulating  leukemic 
cells.  The  term  is  not  new  but  dates  to  1966 
when  Schek  and  Donnelly1  described  “hairy 
cells”  in  lymphoreticular  neoplastic  diseases 
and  “flagellated”  cells  in  normal  lymph 
nodes.  Other  investigators  have  recognized 
“atypical  or  unusual”  appearing  leukemic 
cells  in  the  peripheral  blood,  bone  marrow 
and  spleen  of  individuals  affected  with  con- 
ditions termed  reticuloendotheliosis2- 3 lym- 
phoid myelofibrosis,  histiocytic  leukemia,4 
malignant  reticulosis,5- 6 and  reticulum  cell 
leukemia.7  Recently  there  have  been  nu- 
merous articles  in  the  literature  concerning 
“hairy  cell  leukemia.”8-11  The  purpose  of 
this  communication  is  to  review  the  func- 
tional classification,  morphologic  features, 
clinical  presentation  of  this  unusual  form  of 
leukemia. 

Functional  Classification 

Although  morphologists  have  long  recog- 
nized the  presence  of  “atypical”  or  “hairy” 
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cells  in  the  blood  of  individuals  with  “a  rare 
form”  of  leukemia,  they  were  confused  as  to 
the  origin  of  the  cell  as  evidenced  by  vague 
description  titles  as  malignant  reticuloendo- 
theliosis,  histiocytic  leukemia,  malignant  re- 
ticulosis, and  reticulum  cell  leukemia.  Many 
authors  thought  that  the  “atypical”  cell 
was  a reticulum  cell  or  histiocyte  derivative 
because  of  a loose  chromatin  pattern  of  the 
nucleus.  With  the  development  of  fluores- 
cent microscopy,  electron  microscopy,  and 
cell  stimulation  with  various  mitogens,  clari- 
fication as  to  the  origin  of  such  atypical  cells 
has  become  possible.  Lymphocytes  can  be 
separated  from  reticulum  cells  based  on  func- 
tional criteria  provided  by  the  above  tech- 
niques. Lymphocytes  are  not  phagocytic 
and  do  not  adhere  to  glass  or  fibers,  as  do 


cells.  A lymphocyte  is  denoted  by  the  arrow.  The  nucleus  of  the  hairy  cells  is 
fairly  large  and  the  nuclear  chromatin  is  dispersed.  The  cytoplasm  is  more 
abundant  compared  to  a lymphocyte  and  numerous  cytoplasmic  ‘’hairy”  projection 
exist.  Wrights  stain.  Oil  immersion  magnification. 
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reticulum  cells  and  monocytes.  Lympho- 
cytes can  be  stimulated  to  divide  with  mito- 
genic agents,  where  as  reticulum  cells  and 
monocytes  can  not.  Lymphocytes  can  also 
synthesize  or  carry  immunoglobulin  on  the 
surface  of  the  cell  and  therefore  can  be 
identified  by  fluorescent  tagged  antisera. 
Reticulum  cells  and  monocytes  carry  no  im- 
munoglobulins. In  1969  rubin  and  Douglas11 
studied  circulating  mononuclear  “hairy” 
cells  and  found  that  they  had  surface  im- 


munoglobulin, did  not  adhere  to  nylon  fibers 
and  had  a blastogenic  response  to  mitogens 
suggesting  a lymphoid  origin.  By  electron 
microscopy,12  these  cells  had  internal  ultra- 
structural  features  of  lymphocytes,  but  the 
cytoplasmic  extrusions  were  similar  to  that 
seen  on  reticulum  cells.  By  phase  micro- 
scopy, no  phagocytosis  was  observed,  but 
ameboid  motion  similar  to  that  of  reticulum 
cell  propagation  was  noted.  The  authors11 
concluded  that  the  cells  were  fundamentally 


Figure  2 A — Phase  micrograph  of  typical  “hairy”  cells  showing  cytoplasmic 
extensions.  The  arrow  signifies  a lymphocyte  without  such  features.  Oil  immersion 
phase  contrast  magnification. 


Figure  2B  — Single  “hairy”  cell  with  typical  cytoplasm  adjacent  to  red  blood  cells 
for  comparison.  Oil  immersion  phase  contrast  magnification. 
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lymphocytes,  but  certain  features  of  reticu- 
lum cells  and/or  monocytes  existed  so  they 
suggested  the  term  chronic  reticulolympho- 
cytic  leukemia.  In  support  of  this  Yam  and 
Lam13  and  others14  found  that  acid  phos- 
phatase staining  in  these  “hairy”  cells  was 
more  suggestive  of  a reticulum  cell-mono- 
cyte than  lymphocyte  origin.  To  date  the 
majority  of  evidence  is  in  favor  of  a lym- 
phocytic derivation  but  the  data  is  not  en- 
tirely conclusive. 

Morphologic  Features 

“Hairy  cells”  are  easily  recognized  in 
routine  Wright  stained  blood  smears  as 
viewed  by  light  microscopy.  The  cells  are 
fairly  large,  approximately  12-18  micra.  The 
nucleus,  as  shown  (Fig.  1A),  has  a loose 
cromatin  structure  and  is  often  clefted,  fold- 
ed, or  slightly  indented.  The  nuclear  chrom- 
atin pattern  is  not  as  dense  and  clumped  as  a 
lymphocyte  but  neither  is  the  nucleus  as 
large  and  folded  as  a monocyte.  The  cyto- 
plasm is  fairly  abundant  and  is  grey-blue  in 
color.  Few  granules  are  observed  but  oc- 
casionally a rod  structure  can  be  seen  (Fig. 
IB).  The  characteristic  feature  is,  however, 
numerous  short  and  thin  microvilli  protrud- 
ing from  the  cell  surface  giving  it  a “hairy” 
appearance.  These  cytoplasmic  protrusions 
are  not  an  artifact  of  drying  as  they  can  be 
viewed  in  “wet”  preparations  via  phase  mi- 
croscopy as  shown  (Fig.  2A-B). 


Clinical  Presentation 

The  clinical  presentation  includes  neutro- 
penia, often  pancytopenia,  splenomegally 
and  a relative  lymphocytosis  due  to  atypical 
or  “hairy”  cells.  In  various  literature  re- 
views greater  than  50  % of  patients  with 
this  disorder  present  with  leukopenia  and  a 
relative  “lymphocytosis.”  Only  20%  will 
present  with  a leukocytosis  and  a lympho- 
cytosis of  greater  than  10,'000/mm.3  Ane- 
mia was  present  at  the  time  of  diagnosis  in 
66%  of  the  cases  and  developed  in  virtual- 
ly all  cases.  The  etiology  of  the  anemia  ini- 
tially is  myelophthistic  due  to  marrow  inva- 
sion by  the  “hairy”  cells,  but  a Coombs’  posi- 
tive hemolytic  anemia  or  hypersplenic  se- 
questration can  also  occur.  Thrombocyto- 
penia is  observed  in  approximately  40%  at 
the  time  of  diagnosis  and  can,  of  course,  be 
a complication  of  either  progressive  mar- 
row disease  or  hypersplenism. 

The  clinical  course  usually  involves  pro- 
gressive splenic  enlargement  and  complica- 
tions of  the  various  cytopenias.  Bleeding 
complications  from  thrombocytopenia  are 
perhaps  more  common  than  infections  from 
granulocytopenia.  Lymphadenopathy  is  not 
a significant  feature,  but  occurs  to  a minor 
degree  in  10-20%  of  the  cases.  Hepato- 
megaly occurs  in  50%  of  the  cases,  but  par- 
enchymal organ  infiltration  other  than  the 
bone  marrow,  liver  and  spleen  is  not  promi- 


Figure  IB  - Hairy  cell  with  slightly  indented  nucleus  and  typical  cytoplasm. 
A small  cytoplasmic  granules  can  be  seen.  Wrights  stain.  Oil  immersion  magnifica- 
tion. 
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nent.  The  bone  marrow  is  diffusely  infil- 
trated with  large  immature  lymphoid-appear- 
ing cells  with  abundant  gray-blue  cytoplasm 
(Fig.  3).  Commonly,  the  infiltration  re- 
sults in  an  inability  to  aspirate  bone  marrow 
and  a bone  marrow  biopsy  is  required  in  order 
to  obtain  sufficient  material  for  diagnosis. 
In  a small  percent  of  individuals  affected, 
the  disease  is  localized  to  the  spleen. 

Response  to  therapy  has  been  variable. 
Some  patients  have  responded  dramatically 
to  splenic  irradiation  but  these  are  rare. 
Steroids  are  generally  not  useful  with  the 
possible  exception  of  hypersplenic  phases. 
In  these  situations,  however,  splenectomy 
may  result  in  a long  remission.  In  patients 
with  splenic  enlargement  and  only  minimal 
marrow  infiltration  with  adequate  normal 
marrow  remaining  and  over  50,000  platelets, 
the  treatment  of  choice  is  splenectomy.  In 
such  individuals,  10  and  15  year  survivals 
are  not  unusual.  Alkylating  agents  such  as 
cytoxan  and  chlorambucil  can  be  useful, 
however,  there  is  little  clinical  data  regard- 
ing efficacy  as  compared  to  each  other,  and 
to  splenic  irradiation  or  splenectomy.  Some 
patients  benefit  from  alkylating  agents  and 
in  others,  the  cytopenias  are  aggravated  by 
such  agents.  In  the  rare  patient  with  a leu- 
kemic phase,  an  absolute  leukocytosis  due  to 
“hairy  cells,”  alkylating  agents  are  usually 
helpful.  In  most  series,  the  age  of  onset 


and  the  mortality  is  similar  to  that  seen  in 
chronic  lymphatic  leukemia.  Approximate- 
ly 50%  can  be  expected  to  be  alive  4 years 
after  diagnosis. 

In  our  practice,  we  have  basically  used  a 
conservative  approach ; ranging  from  no  spe- 
cific therapy  to  chemotherapy  with  or  with- 
out radiotherapy.  Of  five  patients  seen  in 
the  last  three  years,  one  patient  is  alive  four 
years  after  diagnosis,  with  a severe  pancy- 
topenia. Initially,  he  had  hepatospleno- 
megaly,  lymphadenopathy,  thrombocyto- 
penia, anemia,  and  circulating  “hairy  cells.” 
He  was  treated  with  chlorambacil  and  pred- 
nisone, with  resolution  of  hepatosplenome- 
galy,  adenopathy,  thrombocytopenia,  and 
anemia.  Bone  marrow  infiltration  remained. 
Two  patients  have  had  improvement  of  leu- 
kopenia on  cytoxan  therapy  in  the  first 
year  of  diagnosis,  and  one  patient  with  ad- 
vanced disease  had  accentuation  of  pancy- 
topenia with  combined  chemotherapy  and 
radiotherapy.  One  patient  had  a malignant 
course,'  with  death  in  the  first  year  of  diag- 
nosis. All  patients  except  one  have  had  ex- 
tensive marrow  replacement  making  splenec- 
tomy hazardous  because  of  the  pancytopenia 
and  thrombocytopenia  in  particular.  Splen- 
ectomy has  not  been  attempted  because  of 
high  surgical  risk  associated  with  thrombo- 
cytopenia and  neutropenia  due  to  extensive 
marrow  replacement. 


Figure  3 — Photomicrograph  of  a bone  marrow  biopsy  showing  characteristic 
effacement  of  architecture  by  diffuse  infiltration  of  immature  lymphoid  cells. 
Hematoxylin  and  eosin  stain.  Hi-dry  magnification. 
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Summary 

The  terms  chronic  reticulolymphocytic  leu- 
kemia or  malignant  reticuloendotheliosis  are 
cumbersome  to  remember,  and  do  little  more 
than  generate  vague  perplexities  in  the 
physician’s  mind  about  prognosis,  treatment, 
and  natural  history  of  this  form  of  leukemia. 
Because  of  the  points  cited  above  and  be- 
cause the  majority  of  evidence  points  to  a 
lymphocytic  origin,  we  feel  that  this  form 
of  leukemia  should  be  considered  as  a vari- 
ant of  chronic  lymphosarcoma  cell  leukemia. 
However,  due  to  peculiarities  specific  to  this 
entity,  it  should  be  recognized  and  subtyped 
as  the  “Hairy  Cell”  variety.  The  attending 
physician  should  suspect  the  diagnosis  in  a 
middle  aged  patient  presenting  with  spleno- 
megaly, mild  anemia,  mild  thrombocytopenia, 
leukopenia,  and  a relative  lymphocytosis. 
The  diagnosis  is  confirmed  by  finding  “hairy” 
cells  in  the  peripheral  blood  and  bone  mar- 
row. 
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Immunologic  Response  in  Pathogenesis 
and  Recognition  of  Primary 
Biliary  Cirrhosis* 


Part  I 

In  the  past  15  years,  primary  bili- 
ary cirrhosis  has  been  increas- 
ingly considered  as  belonging 
to  a group  of  liver  diseases  caused  by  auto- 
immune processes.  An  autoimmune  disease 
can  generally  be  defined  as  one  in  which  an 
organ  specific  autoantibody  or  sensitized 
lymphocyte  reacts  with  host  tissue  and  no 
known  organism  or  external  agent  can  be  im- 
plicated. It  must  be  emphasized  that  this 
definition  does  not  imply  a causative  role  for 
the  autoantibody  or  lymphocyte  involved.  A 
number  of  diseases  have  been  shown  to  fall 
within  this  definition.  They  include  Hashi- 
moto’s  thyroiditis,  scleroderma,  rheumatoid 
arthritis,  Sjogrens  syndrome,  and  auto- 
immune gastritis.  Doniach1  has  recently  re- 
viewed the  concept  of  primary  autoimmune 
disease,  and  has  described  certain  features 
demonstrated  by  such  diseases;  they  have  no 
known  cause,  there  is  a female  preponderance 
with  a protracted  course,  specific  serum  anti- 
bodies are  present,  the  histology  shows 
immune  hyperactivity,  often  there  is  familial 
aggregation  of  cases,  there  is  an  association 
with  autoimmune  disorders,  and  the  clinical 
picture  is  variable. 

How  well  does  primary  biliary  cirrhosis 
meet  the  definition  of,  and  fulfill  the  proposed 
features  of  autoimmune  disease?  Certainly  no 
inciting  pathogenic  cause  is  known,  a pro- 
tracted course  is  the  rule,  and  there  is  a 
marked  female  preponderance.  The  histologic 
picture  is  variable,  ranging  from  portal  triads 
packed  with  dense  sheets  of  lymphocytes 
associated  with  active  bile  ductule  destruc- 
tion, granuloma  formation  and  giant  cells,  to 
ductular  obliteration  and  nodular  cirrhosis.2 
Recent  reports  have  emphasized  the  high  in- 
cidence of  renal  tubular  acidosis  and  Sjogren’s 
syndrome  in  primary  biliary  cirrhosis.  34 
Reynolds  has  described  an  association  be- 
tween primary  biliary  cirrhosis  and  sclero- 
derma.5 Asymptomatic  relatives  of  patients 
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with  primary  biliary  cirrhosis  have  an  in- 
creased incidence  of  circulating  antitissue 
antibodies.6  Walker  et  al 7 have  described  a 
family  in  which  two  sisters  had  primary 
biliary  cirrhosis,  with  mitochondrial  anti- 
bodies, while  two  male  siblings  had  significant 
titers  of  these  antibodies  without  evidence  of 
liver  disease.  The  role  of  altered  humoral  and 
cell-mediated  immunologic  response  will  be 
discussed  in  the  following  sections. 

Humoral  Immunity 

A host  of  nonorgan  specific  antibodies  have 
been  found  in  the  serum  of  patients  with 
primary  biliary  cirrhosis.8  These  antibodies 
are,  in  the  main,  directed  against  subcellular 
organelles  and  soluble  proteins  found  in  the 
liver  and  other  organs.  They  include  anti- 
bodies against  bile  ductules,  bile  caniliculi, 
smooth  muscle,  nuclei  and  mitochondria. 
Complement  fixation  studies  with  liver  homo- 
genates may  reveal  a high  titer  of  comple- 
ment fixing  antibodies. 9 It  must  be 
emphasized  that  these  antibodies  are  non- 
organ and  nonspecies  specific,  and  are  not 
considered  responsible  for  the  bile  duct 
destruction  observed  in  primary  biliary  cir- 
rhosis. Their  importance  is  primarily 
diagnostic  and  their  occurrence  is  largely  con- 
fined to  three  types  of  liver  disease  i.e. 
chronic  active  hepatitis,  idiopathic  (crypto- 
genic) cirrhosis  and  primary  biliary  cirrhosis. 
Most  investigators  consider  them  as  markers 
of  underlying  autoimmune  disease. 

Serum  Globulins  and  Immunoglobulins: 

Elevated  total  serum  globulins  with  a poly- 
clonal gamma  globulin  peak  are  found  in  most 

*From  the  University  of  Nebraska  Medical  Center  and  Omaha 
Veterans  Administration  Hospital,  Department  of  Internal  Medicine, 
Liver  Study  Unit,  Omaha,  Nebraska,  68105. 

fRecipient  of  an  Academic  Career  Development  Award  #AM  70316 
from  the  National  Institute  of  Arthritis,  Metabolism  and  Digestive 
Disease. 
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cases  of  primary  biliary  cirrhosis.  In  at- 
tempts to  further  clarify  the  antibody  re- 
sponse. individual  immunoglobulins  have  been 
determined  10-12  (Figure  I).  IgM  levels  are 
elevated  in  75-80%  of  cases,  often  to  strik- 
ing levels.  Increased  levels  of  IgG  and  IgA 
are  also  observed.  Unfortunately,  these 
elevations  are  not  specific  and  may  be  found 
in  other  liver  diseases.10  Variations  also 
occur  among  individuals  with  primary  biliary 
cirrhosis.  IgM  levels  do  not  correlate  well 
with  duration  of  disease,  clinical  and  bio- 
chemical parameters  of  disease  activity  or 
titers  of  antimitochondrial  activity. 13  High 
serum  IgM  levels  in  the  presence  of  cholesta- 
tic jaundice  are  very  suggestive  of  primary 
biliary  cirrhosis. 14  Occasionally,  high  values 
are  reported  in  chronic  cholestasis. 10 
Elevated  IgM  levels  are  sometimes  seen  in 
acute  viral  hepatitis,  particularly  in  the  first 
two  weeks  of  the  disease.15  Immunoglobulins 
are  not  normally  produced  in  the  liver  but  in 
primary  biliary  cirrhosis  IgM  containing 
lymphocytes  and  plasma  cells  have  been 


identified  by  immunofluorescence  in  juxta- 
position to  damaged  bile  ducts. 16 

Antinuclear  Antibodies: 

Antinuclear  antibodies  are  found  by 
indirect  fluorescent  techniques  in  about  25% 
of  patients  with  primary  biliary  cirrhosis 
(Table  1).  The  antinuclear  antibody  pattern 
may  be  either  speckled  or  diffuse.  The 
highest  titers  and  greatest  incidence  of  anti- 
nuclear antibodies  in  liver  disease  are  found 
in  chronic  active  hepatitis. 19  Antinuclear  anti- 
body determinations  have,  for  the  most  part, 
supplanted  demonstration  of  the  LE  pheno- 
menon. The  diagnostic  significance  of  these 
antibodies  is  diminished  by  their  presence  in 
collagen  and  autoimmune  diseases  not  affect- 
ing the  liver.  17 

Smooth  Muscle  Antibodies: 

The  smooth  muscle  antibody  reacts  by  in 
direct  immunofluorescence  with  smooth 
muscle  from  all  parts  of  the  body  but  rat 
stomach  or  human  cervix  supplies  the  best 
substrate.8  It  was  first  detected  by  Johnson 
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Figure  1.  Elevated  immunoglobulins  in  patients  with  primary  biliary 
cirrhosis  (109  patients  compiled  from  the  literature).  10-12 
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and  coworkers 20  in  chronic  active  hepatitis 
and  is  positive  in  about  70%  of  such  cases. 
Initially,  the  presence  of  smooth  muscle 
antibodies  was  thought  to  be  specific  for 
chronic  active  hepatitis,  but  they  subsequent- 
ly have  been  demonstrated  in  sera  from 
patients  with  infectious  mononucleosis  19  idio- 
pathic (cryptogenic)  cirrhosis, 19  and  in  low 
titers  in  patients  with  acute  viral  hepatitis. 17 
Patients  with  primary  biliary  cirrhosis  have 
smooth  muscle  autoantibodies  in  about  40% 
of  cases  (Table  1). 

Antimitochondrial  Antibodies: 

The  antimitochondrial  antibody  reacts  with 
a complement  fixing  lipoprotein  antigen 
located  in  the  inner  membrane  of  the 
mitochondrion.  8 The  mitochondrial  source  is 
customarily  human  or  rat  stomach.  It  is 
usually  demonstrated  by  immunofluorescence 
but  can  be  adapted  to  a complement  fixation 
technique.  The  antibody  is  present  in  all 
three  main  immunoglobulin  classes  and  does 
not  correlate  with  IgM  levels. 13 

This  antibody  is  present  in  up  to  96%  of 
cases  of  primary  biliary  cirrhosis  (Table  1) 
and  is  widely  used  as  a diagnostic  marker  for 
primary  biliary  cirrhosis.  There  is  no 
evidence  that  cases  of  primary  biliary 
cirrhosis  without  antimitochondrial  antibodies 
differ  from  those  with  antimitochondrial  anti- 
bodies as  far  as  clinical  and  histological 
features  are  concerned. 11  With  the  exception 
of  one  published  series21  they  are  rarely  re- 
ported in  extrahepatic  bile  duct  obstruction, 


making  this  a useful  determination  in  the 
clinical  separation  of  these  two  entities.  8’ 17 
Antimitochondrial  antibodies  are  found  in 
about  25%  of  cases  of  chronic  active  hepatitis 
and  idiopathic  (cryptogenic)  non-alcoholic  cir- 
rhosis.8 Transient  elevations  are  also  seen  in 
chlorpromazine  cholestasis  and  halothane 
hepatitis.22  Although  low  titers  of  anti- 
mitochondrial antibodies  may  be  present  in  a 
variety  of  nonhepatic  autoimmune  disorders,8 
this  does  not  detract  from  its  value  in  distin- 
guishing medical  from  surgical  jaundice. 

Cell-Mediated  Immunity 

Until  recently,  little  attention  has  been  paid 
to  the  possible  role  of  altered  cell-mediated 
immunity  in  primary  biliary  cirrhosis.  Partici- 
pation of  altered  cellular  immunity  in  the 
pathogenic  process  is  suggested  by  the 
histologic  appearance  of  primary  biliary 
cirrhosis.  This  picture  includes  granuloma 
formation  with  lymphoid  follicles  and  giant 
cells,  all  hallmarks  of  delayed  hypersensitivi- 
ty and  the  rejection  process.23  Such 
processes  are  an  expression  of  cell-mediated 
immune  processes  mediated  by  thymus 
directed  (T)  lymphocytes.  As  in  the  case  of 
the  circulating  autoantibodies  previously 
discussed,  organ  specificity  has  not  been 
definitely  established  and  lymphoid  cyto- 
toxicity to  liver  cells  remains  to  be 
demonstrated.  Nevertheless,  a rapidly  en- 
larging body  of  evidence  is  accumulating 
which  implicates  cell-mediated  immunity  in 
the  pathogenesis  of  primary  biliary  cirrhosis. 


TABLE  1. 

Circulating  Antibodies  in 

Primary  Biliary 

Cirrhosis „ 

AUTHOR 

NO.  OF 
PATIENTS 

% 

ANTI- 

NUCLEAR 

% 

ANTI- 

SMOOTH 

MUSCLE 

% 

ANTI- 

MITOCHONDRIAL 

% 

( 8) 

Doniach,  et  al. 

100 

24 

41 

96 

(17) 

Paronettcr  ' 

71 

39 

40 

97 

Vischer^^ 

13 

23 

0 

92 
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Immunocompetence : 

An  increased  incidence  of  skin  test  anergy 
to  tuberculin  has  been  reported  in  primary 
biliary  cirrhosis  when  compared  to  sex  and 
age  matched,  normal  controls.24  DNCB  (2,4- 
dinitro-l-chlorobenzene)  is  a chemical  contact 
sensitizing  agent  which  is  used  to  investigate 
induction  and  expression  of  delayed  hyper- 
sensitivity. Fox  et  al 2*  applied  DNCB  to 
normal  controls  and  patients  with  primary 
biliary  cirrhosis  to  test  immunocompetence 
and  found  that  21  out  of  22  controls  could  be 
sensitized.  Only  16  out  of  30  patients  with 
primary  biliary  cirrhosis  could  be  sensitized, 
suggesting  impaired  cell-mediated  immunity. 

Stimulation  of  short-term  lymphocyte 
cultures  with  a nonspecific  mitogen  such  as 
phytohemagglutinin  (PHA)  is  considered  to 
be  a function  of  thymus-dependent  lympho- 
cytes and  is  used  as  a test  of  immunocompet- 
ence. When  stimulated  by  PHA,  65  to  80  per- 
cent of  lymphocytes  normally  respond  by 
blast  cell  formation  and  increased  synthesis  of 
nucleic  acids  as  measured  by  incorporation 
of  tritiated  thymidine  into  DNA.  As  a corol- 
lary to  their  studies  of  skin  anergy,  Fox  et 


al 24  demonstrated  impaired  lymphocyte 
transformation  in  patients  with  primary 
biliary  cirrhosis  when  compared  with  normal 
controls  or  those  with  chronic  cholestasis  due 
to  other  causes.  This  impaired  lymphocyte  re- 
activity correlated  in  a general  way  with 
failure  to  react  with  DNCB  and  was  found 
most  frequently  in  patients  with  advanced 
disease.  Their  results  indicated  that  the 
impairment  of  lymphocytes  was  secondary  to 
the  disease  process  and  not  due  to  a serum 
blocking  factor,  as  serum  from  a patient  with 
primary  biliary  cirrhosis  did  not  inhibit 
lymphocyte  transformation  in  control  sub- 
jects. The  significance  of  skin  anergy  and  im- 
paired lymphocyte  transformation  is  un- 
known. These  findings  could  reflect  antigenic 
competition  and  thereby  relative  unavailabil- 
ity of  an  immunoresponsive  population  of 
lymphocytes  or  an  intrinsic  defect  in  the 
circulating  lymphocyte  itself.  An  alternate 
explanation,  found  in  other  forms  of  liver 
disease,  25  is  that  a circulating  blocking 
antibody  is  present  in  the  sera  of  such 
patients.  Further  studies  must  be  done  to  ex- 
plore these  possibilities. 
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Rural  Medicine  and  Family  Practice 
One  Student's  View 


PRECEPTORSHIPS  used  to  be 
standard  part  of  the  medical 
curriculum.  Medical  students 
at  the  University  of  Nebraska  during  the 
1920s  spent  three  months  on  a rural  pre- 
ceptorship  as  part  of  their  senior  year. 
While  most  schools  gave  up  the  preceptor- 
ship  method  of  teaching,  Nebraska,  along 
with  several  other  medical  schools  in  rural 
states,  maintained  this  practice.  Recently, 
reflecting  the  growing  national  concern  with 
physician  shortages,  especially  in  the  area 
of  primary  care,  concurrent  with  the  emer- 
gence of  the  specialty  of  family  practice, 
it  has  again  become  desirable  to  offer  com- 
munity clerkships  in  medical  schools.  While 
student  participation  in  such  programs  is 
usually  optional,  Nebraska  is  one  of  the 
few  schools  requiring  students  to  spend  time 
in  a small  community. 

Background 

The  town  where  the  clerkship  was  spent 
is  a pleasant  farming  and  ranching  com- 
munity in  the  southwest  corner  of  the  state. 
One  can  see  the  old,  red-brick  three  story 
hospital,  the  greater  part  of  which  was  con- 
structed in  1928.  Off  to  the  east  lies  the 
new,  modern  hospital  where  patients  will 
soon  stay.  There  are  eleven  physicians  in 
the  town;  nine  general  practitioners,  one 
radiologist,  and  one  anesthesiologist. 

The  author  spent  the  entire  clerkship  with 
a clinic  group  of  four  generalists.  The  clinic 
had  modern  x-ray  equipment  and  a labora- 
tory capable  of  handling  most  outpatient 
tests.  My  duties  included  observation  and 
care  of  hospital  inpatients  with  morning 
and  evening  rounds,  clinic  patients,  observa- 
tion and  assistance  at  operative  procedures, 
deliveries,  emergency  room  work,  and  at- 
tendance at  medical  meetings.  This  gave 
ample  opportunity  to  observe  rural  practice 
and  general  practitioners  at  work.  Several 
important  points  stand  out: 
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(1)  The  versatility  and  capability  of  the 
rural  physician, 

(2)  The  satisfying  development  of  the 
doctor-patient  relationship, 

(3)  Comprehensiveness  and  continuity  of 
health-care  delivery, 

(4)  Student  application  of  practical 
knowledge, 

(5)  Development  of  confidence  and  a 
sense  of  selfworth. 

Discussion 

(1)  Versatility  and  capability:  At  uni- 
versities one  often  runs  into  the  subtle  but 
nonetheless  prevalent  belief  that  the  epitome 
of  medicine  is  practiced  at  university  medical 
centers.  With  this  background,  the  author 
was  surprised  to  learn  of  the  uniformly  high 
level  of  medicine  practiced  by  the  sponsor- 
ing clinic.  I was  amazed  at  the  wide  variety 
of  skills  exhibited  by  these  doctors.  The 
same  physician  who  did  a cesarian  section 
delivery,  set  fractures,  and  took  out  gall 
bladders,  could  also  diagnose  SBE,  multiple 
myeloma,  and  superbly  manage  an  acute 
myocardial  infarct.  The  doctors  were  very 
practically  oriented  and  their  breadth  of  in- 
formation was  remarkable.  Their  knowledge 
encompassed  internal  medicine,  pediatrics, 
surgery,  OB-GYN,  radiology,  pathology,  and 
orthopedics  sufficiently  well  to  be  able  to 
handle  most  problems,  yet  endowed  with  the 
wisdom  to  know  when  to  refer  cases  to  the 
appropriate  specialist.  Most  had  obtained 
additional  training  beyond  internship  and 
kept  abreast  of  current  knowledge  by  at- 
tending postgraduate  programs  at  various 
centers. 

(2)  Doctor-Patient  Relationship : One  al- 
ways thinks  that  among  the  grandest  bonds 
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between  human  beings  is  that  between  doctor 
and  patient.  Indeed,  there  are  very  few 
professions  where  one  can  become  so  intim- 
ately involved  with  another  individual’s 
life.  In  medical  school  courses  and  in  the 
textbooks  of  physical  examination,  the  stu- 
dent is  reminded  to  be  concerned  about  the 
patient’s  feelings  and  to  view  him  as  a whole. 
Not  knowing  the  patient  well,  it  is  easy 
to  fall  into  the  habit  of  considering  the 
patient  strictly  from  a scientific  basis,  on 
whom  tests  and  procedures  are  conducted 
without  sufficient  concern  about  the  social, 
economic,  or  psychological  effect  on  him. 
The  poor  fellow  is  overwhelmed  by  an  array 
of  confusing  machinery,  has  tubes  inserted 
into  every  orifice,  is  poked,  x-rayed,  exam- 
ined, and  confronted  by  a multitude  of 
strangers,  all  of  whom  may  not  be  too  inter- 
ested in  him  personally,  but  are  concerned 
about  what  they  can  benefit  by  learning 
about  his  disease. 

Things  were  refreshingly  different  on  the 
rural  preceptorship.  Patient  and  doctor 
knew  each  other,  and  a bond  of  confidence 
and  trust  existed.  Knowing  the  patient  and 
his  family  well,  the  doctor  was  able  to  view 
the  disease  and  its  impact  in  better  perspec- 
tive. The  author  was  impressed  by  the 
fierce  loyalty  and  confidence  exhibited  by 
many  in  their  doctor. 

(3)  Comprehensiveness  and  continuity: 
As  elaborated  in  the  preceding,  the  broad 
range  of  care  and  the  opportunity  for  long- 
term follow-up  was  extremely  satisfying.  It 
was  a pleasure  to  work  in  a small  clinic 
where  efficient  personnel  handled  a large 
variety  of  problems  with  economy  and  dis- 
patch. The  author  can  remember  a number 
of  times  when  he  was  introduced  to  a pa- 
tient with  multiple  complaints  by  one  of 
the  doctors.  The  doctor  would  give  the  en- 
tire medical  history  from  memory  and  would 
proceed  to  handle  various  complaints.  There 
would  be  no  automatic  referral  to  cardiology, 
ENT,  or  psychiatry. 

(4)  Application  of  Knoivledge:  Having 

completed  all  of  the  basic  clerkships,  the  Ne- 
braska student  has  acquired  some  of  the 
principles  of  diagnosis  and  patient  manage- 
ment. As  an  extension  of  the  basic  clerk- 
ships, the  preceptorship  reinforces  what  the 


student  has  learned  and  gives  him  ample  op- 
portunity to  practice  medicine  under  super- 
vision. Unlike  university  experience  how- 
ever, the  emphasis  is  on  acquisition  of  prac- 
tical knowledge  and  skills.  As  with  most 
medical  students,  the  author  knew  how  to 
diagnose  SLE,  along  with  the  histopathology 
of  the  various  organ  systems  and  what  con- 
stituted the  current  acceptable  medical  man- 
agement of  this  disease.  The  author  also 
knew  in  some  detail  about  Reye’s  syndrome 
and  other  rare  and  exotic  diseases.  However, 
when  a patient  walked  into  the  emergency 
room  with  a dislocated  finger,  the  author 
did  not  know  what  to  do.  After  one  month 
of  sewing  lacerations,  removing  dust  parti- 
cles from  eyes,  putting  on  casts,  removing 
fish  hooks,  common  medical  procedures  be- 
came part  of  the  practical  and  useful  skills 
which  could  be  done  comfortably  by  the 
student. 

(5)  Development  of  confidence:  Depend- 
ing on  the  service  assignment  at  the  Uni- 
versity, the  clinical  experience  during  the 
third  year  can  vary  considerably.  Some 
fortunate  students  may  deliver  10  to  20 
babies  by  themselves,  do  cutdowns,  lumbar 
punctures,  and  paracentesis;  others  may  not 
have  done  any  of  these;  one  student  might 
have  actively  managed  a patient  in  stage 
four  hepatic  coma.  However,  for  the  most 
part,  medical  students  get  to  do  little.  In- 
deed, with  so  many  persons  involved  in  the 
care  of  the  patient,  it  takes  a bold  and  ag- 
gressive student  to  exercise  responsibility. 

Nearly  as  important  as  the  acquisition 
of  knowledge  and  skills  is  the  development 
of  self-confidence.  Confidence  is  gained  by 
repetition  of  acts,  making  decisions  which 
ultimately  turn  out  to  be  correct,  and  having 
people  trust  in  your  judgment.  The  rural 
preceptorship  was  like  a preview  of  the  in- 
ternship because  the  author  was  encouraged 
to  make  decisions,  was  allowed  to  do  many 
procedures,  and  after  initial  uncertainty,  be- 
gan to  gain  the  trust  and  confidence  of  the 
doctors  and  patients.  For  the  young  medi- 
cal student,  this  acquisition  of  confidence 
was  immensely  satisfying.  In  slow  but  def- 
inite measures,  the  author  grew  in  confi- 
dence, knowledge,  and  perhaps  most  im- 
portantly, in  wisdom  and  compassion. 
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Megalodactyly:  Report  of  an  Infant 
Treated  by  Amputation 
and  Metacarpal  Transfer 


Megalodactyly  refers  to  one  of  the 
rarest  congenital  malformations 
of  the  hand.  It  is  characterized 
bv  the  increase  in  size  of  all  of  the  elements  of 
a digit  or  digits.  The  phalanges,  tendons, 
nerves,  vessels,  subcutaneous  fat,  fingernails, 
and  skin  are  all  enlarged,  but  the  metacarpals 
are  not  affected.  The  condition  may  occur 
unilaterally  or  bilaterally,  and  there  is  oc- 
casional syndactyly  of  the  involved  digits.  1 

General  Considerations 
At  birth,  or  shortly  thereafter,  the  enlarge- 
ment of  the  digits  becomes  obvious.  With  in- 
creasing age,  the  exaggeration  with  relation 
to  other  digits  becomes  quite  prominent.  A 
majority  of  singly  involved  digits  display 
ulnar  deviation,  and  at  times  this  may  be 
quite  severe.  The  skin  and  subcutaneous 
tissue  becomes  thick  and  hypertrophied,  and 
the  fingers  have  a distended,  rubbery  feeling. 
Motion  is  slowly  lost  until,  in  the  adult,  the 
digit  becomes  unsightly,  clumsy,  and 
essentially  useless.  Sensation  usually  remains 
intact.  2 

In  children,  the  phalanges  reveal  symmetri- 
cal longitudinal  and  transverse  enlargement, 
with  normal-appearing  joints.  The  metacar- 
pals, in  a case  of  true  megalodactyly,  are 
never  involved.  In  later  years,  gross 
curvature  of  the  phalanges  and  severe 
epiphyseal  osteophyte  formation  may  occur. 
Tendons  become  immobile,  with  calcific 
deposits  occuring  within  them. 2 

Etiology 

The  etiology  of  this  strange  malformation 
remains  obscure.  Hereditary  factors  do  not 
appear  to  be  involved.  Other  congenital  ab- 
normalities do  not  occur  in  combination  with 
megalodactyly.  Chromosomal  studies  on 
Barsky’s  patients  did  not  demonstrate  any  ab- 
normalities. Although  all  the  elements  of  the 
digit  appear  symmetrically  enlarged,  the 
various  authors  have  usually  been  impressed 
by  the  increased  size  of  the  digital  nerves. 
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The  nerves  appear  to  be  infiltrated  with  fatty 
tissue,  although  on  microscopic  examination, 
no  consistent  abnormalities  are  seen.  The 
digital  fat  is  usually  of  larger  and  more  dense 
texture  than  the  fat  of  adjacent,  unaffected 
digits.  Several  authors  have  reported  medial 
nerve  neuromas  in  the  region  of  the  carpal 
tunnel,  although  no  carpal  tunnel  syndromes 
have  been  reported. 

Pathology 

Microscopic  changes  are  not  striking.  Most 
pathology  specimens  show  no  diagnostic 
alterations.  The  most  striking  finding  was  the 
all-pervasive  increase  in  the  normal  appearing 
fat  in  the  bone  marrow,  muscle,  nerve 
bundles,  and  subcutaneous  tissues.  Many 
authorities  now  feel  there  is  some  relation- 
ship between  megalodactyly  and  neuro- 
fibromatosis. Brooks  and  Lehman3  feel  that 
neurofibromata  develop  in  the  periosteal 
nerves  and  cause  both  bony  destruction  and 
regeneration.  They  state  there  could  be  no 
other  cause  for  rapid,  localized  overgrowth  of 
an  extremity  except  neurofibromatosis.  Even 
though  some  authors  feel  strongly  that  neuro- 
fibromatosis is  the  cause  of  megalodactyly, 
there  is  rarely  definitive  microscopic  con- 
firmation of  this.2  In  addition,  there  is  rarely 
any  generalized  finding  of  neurofibromatosis. 

Treatment 

Because  of  the  rarity  of  this  malformation, 
no  uniformity  of  therapy  has  been  developed. 
An  isolated,  grotesquely  enlarged  digit  is  best 
ablated. 

Case  Report 

The  child  was  a 2 Vz  -year-old,  white  male 
infant,  who,  at  this  early  age,  was  extremely 
self-conscious  of  his  hand  anomaly,  and  was 
unable  to  develop  what  appeared  to  be  right- 
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handed  dominence.  He  was  the  product  of  an 
uncomplicated  full-term  pregnancy.  There 
was  no  family  history  of  congenital  anomalies 
of  any  type,  and  this  child  had  no  other 
physical  abnormalities.  A decision  was  made 
to  ablate  the  deformed  digit,  and  at  the  same 
operation  perform  an  index  finger  metacarpal 
transfer,  to  achieve  a cosmetically  acceptable 
and  a mechanically  more  functional  hand  than 
would  be  possible  with  a digital  amputation. 
If  amputation  of  either  the  long  or  ring 
fingers  occurs  at  or  proximal  to  the 
metacarpal  phalangeal  joint,  an  incompetent 
palmar  cup  results.4  When  one  tries  to  hold 
small  objects  in  the  hand,  the  objects  are 
prone  to  fall  through  the  space  left  by  the  loss 
of  the  central  finger.  Some  acceptable  results 
have  been  achieved  by  metacarpal  amputa- 
tion alone.  Commonly,  such  an  attempt  to 
narrow  the  hand  without  metacarpal  shift  of 
the  adjacent  peripheral  ray  results  in 
malrotation  of  the  ulnar  finger  or  fingers. 
Flexion  of  the  malrotated  digits  results  in 
their  crossing  with  the  remaining  fingers. 


The  essential  components  of  the  procedure 
begin  with  an  incision  to  preserve  the  normal 
web  space  between  the  index  and  long 
fingers,  as  the  index  is  shifted  one  space  over. 
The  skin  is  made  sufficiently  long  so  as  to 
serve  as  web  skin  when  the  space  has  been 
allowed  to  narrow  with  contracture.  Care  is 
taken  in  the  planning  so  as  to  maintain  a hand 
with  the  proper  finger  length  relationship. 
The  index  ray  was  made  slightly  shorter  in 
transfer  so  that  the  ring  finger  would  give  the 
illusion  of  being  the  long  finger.  The  incisions 
are  made  through  the  skin  and  the  flexor  and 
extensor  tendons  brought  distally,  severed, 
and  allowed  to  retract.  The  neurovascular 
bundles  are  carefully  dissected  and  the 
vessels  to  the  amputated  finger  carefully 
ligated.  The  nerves  were  dissected  proximally 
and  placed  back  in  their  protected  intermeta- 
carpal  space.  The  second  and  third 

interosseous  muscles  were  removed  so  as  to 
decrease  the  bulk  in  transferring  the  index 
finger.  A 28-guage  stainless  steel  wire  was 
placed  through  the  base  of  the  third 


Figure  1 

Pre-operative  x-ray  showing  typical  phalangeal  en- 
largement but  normal  metacarpal  structure. 


Figure  2 

Pre-operative  photograph  showing  hypertrophied 
finger  and  typical  ulnar  deviation. 
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metacarpal  and  base  of  the  second  metacarpal 
for  tight  immobilization.  With  the  fingers  in 
flexion,  a transverse  Kirschner  wire  was  in- 
serted to  maintain  the  metacarpal  transfer  in 
proper  rotation  and  alignment.  The  incisions 
were  closed,  and  a long  arm  cast  applied.  Two 
months  later,  the  transverse  Kirschner  wire 
and  long  arm  cast  were  removed.  The  patient 
achieved  almost  immediate  full  functional  use 
of  the  hand.  The  pathology  specimen  revealed 
no  diagnostic  alterations.  A postoperative 
follow-up  of  one  year  reveals  excellent 
functional  ability  and  a normal  psychological 
development. 

If  two  or  more  fingers  or  a thumb  in  a child 
should  become  involved,  staged  defatting 
procedures  combined  with  epiphyseal  arrest 
have  been  recommended. 2 Wedge  osteot- 
omies for  improved  alignment  combined  with 
excision  of  the  distal  interphalangeal  joint  and 
excision  of  the  distal  one-half  of  the  middle 


Figure  3 

Post-operative  x-ray  showing  metacarpal  transfer  and 
good  bone  fusion. 


phalanx,  have  been  reported  for  shortening. 1 
Subsequent  defatting  and  skin  shortening  are 
then  required.  Previously,  restoration  of  good 
function  and  the  achievement  of  a satisfactory 
cosmetic  result  following  an  operation  have 
been,  as  a rule,  inadequate. 

Summary 

In  summary,  a case  report  of  congenital 
megalodactyly  has  been  given.  This  is  the 
first  case  known  to  the  author  where  ablation 
of  the  involved  digit,  followed  by  metacarpal 
transfer,  has  been  used  for  reconstruction. 
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Figure  4 

Post-operative  photograph  showing  proper  metacarpal 
arch  and  finger  length  ratio. 
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Echocardiographic  Diagnosis 
of  Idiopathic  Hypertrophic 
Subaortic  Stenosis  (IHSS)* 


SINCE  the  more  complete  clin- 
ical, pathologic,  hemodynamic, 
and  angiographic  description  of 
idiopathic  hypertrophic  subaortic  stenosis 
(IHSS)  by  the  group  at  National  Institute  of 
Health  in  the  early  1960s,1  a marked 
increase  in  the  awareness  and  diagnosis  of 
IHSS  has  occurred.  IHSS  may  present 
clinically  as  a confusing  picture.  It  has  now 
been  detected  in  all  age  groups,  even  in 
elderly  to  age  80  years.  Angina  and 
abnormal  Q waves  on  the  electrocardiogram 
are  often  present,  suggesting  coronary 
artery  disease  even  in  patients  with  angio- 
graphically  normal  coronary  arteries.  A 
systolic  murmur  may  mimic  a ventricular 
septal  defect  or  mitral  regurgitation.  The 
murmur,  syncope,  and  angina  suggest  aortic 
valvular  stenosis.  However,  IHSS  is  a 
distinctly  different  entity  than  aortic 
valvular  stenosis.  In  IHSS  the  obstruction  to 
left  ventricular  outflow  occurs  in  the  area 
below  the  aortic  valve  when  the  hypertro- 
phied septum  comes  into  apposition  with  the 
anterior  mitral  leaflet.  The  echocardiogram 
can  show  this  apposition  and  detect  asym- 
metric hypertrophy  of  the  interventricular 
septum;  therefore,  echocardiography  has 
become  an  accurate  and  sensitive  noninvasive 
diagnostic  technique  in  screening  patients  for 
IHSS.2-3  As  an  example,  the  following  case 
will  be  presented. 

Case  History 

Fifteen-year-old  white  male  was  referred 
for  evaluation  of  a heart  murmur.  For  the 
past  three  years,  he  had  noticed  some  mild 
dyspnea  on  exertion,  but  this  had  not  limited 
his  ability  to  keep  up  with  his  peers  in 
competitive  athletics.  No  history  of  angina, 
palpitations,  syncope,  or  rheumatic  fever  was 
present.  Family  history  was  significant  in 
that  two  uncles  had  died  suddenly  from  un- 
explained causes. 

Physical  examination  revealed  a well- 
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developed,  muscular  white  male  in  no 
distress.  Cuff  blood  pressure  in  both  arms 
was  130/82  mm  Hg;  pulse  was  70  per  minute 
and  regular.  Carotid  pulses  were  brisk  in  up- 
stroke, plus  a bifid  contour  was  palpable.  No 
bruit  was  audible.  The  jugular  venous  pulse 
was  normal.  The  PMI  was  displaced  slightly 
to  the  left  of  the  midclavicular  line  with  a 
sustained  and  bifid  impulse,  the  latter  only 
palpable  in  a left  lateral  decubitus  position. 
No  thrill  was  present.  First  and  second  heart 
sounds  were  normal.  A fourth  heart  sound 
gallop  was  audible  at  the  lower  left  sternal 
border  and  apex.  A grade  3/6  holosystolic 
and  ejection  murmur  was  heard  best  at  the 
lower  left  sternal  border,  but  also  well  heard 
at  the  apex.  This  murmur  did  not  radiate 
into  the  back,  left  axilla,  or  into  the  neck.  No 
third  heart  sound  gallop  or  diastolic  murmur 
was  present.  The  auscultatory  findings 
varied  from  observer  to  observer,  but  the 
majority  felt  there  was  a slight  increase  in 
the  intensity  of  the  systolic  murmur  during 
the  valsalva  maneuver.  Inhalation  of  amyl 
nitrite  produced  a definite  increase  in  the 
intensity  of  the  murmur. 

Resting  electrocardiogram  showed  left 
ventricular  hypertrophy;  0.04  sec  wide  Q 
waves  were  present  in  leads  II,  III,  and 
AVF.  The  chest  x-ray  was  normal. 

Echocardiographic  Findings:  It  is  impor- 
tant to  notice  that  in  the  normal  echo- 
cardiogram, the  systolic  section  of  the 

'From  the  noninvasive  cardiac  laboratory,  the  Cardiovascular 
Center,  University  of  Nebraska  Hospital,  Omaha,  Nebraska 
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anterior  leaflet  of  the  mitral  valve  shows  a 
gradual,  slow  anterior  motion  of  a small 
magnitude  (Fig.  1A).  No  apposition  between 
the  anterior  leaflet  and  the  interventricular 
septum  occurs.  In  contrast,  notice  the 
anterior  leaflet  of  the  mitral  valve  during 
systole  in  our  patient  (Fig.  IB).  In  the 
middle  third  of  systole,  a bulge  occurs 
toward  the  septum  and  takes  up  most  of  the 
space  between  the  anterior  leaflet  and  the 
septum.  This  is  the  echocardiographic 
demonstration  of  apposition  of  the  anterior 
leaflet  of  the  mitral  valve  and  the  septum, 
and  correlates  with  the  actual  site  of  left 
ventricular  outflow  obstruction.  Generally, 
the  greater  the  systolic  bulge  toward  the 
septum,  the  greater  the  systolic  gradient  and 
obstruction.  If  no  apposition  occurs  at  rest, 
inhalation  of  amyl  nitrite  may  precipitate 
systolic  anterior  motion  of  the  anterior 
mitral  valve. 


Three  additional  points  regarding  the  echo- 
cardiogram and  IHSS  are  important:  I)  In 
the  normal  heart  and/or  in  a patient  with 
diffuse  left  ventricular  hypertrophy,  there  is 
a one-to-one  relationship  between  the  thick- 
ness of  the  interventricular  septum  and  the 
left  ventricular  posterior  wall.  This  can  be 
measured  by  the  echocardiogram,  as  seen  in 
the  normal  example.  The  ratio  of  the  septum 
to  the  posterior  wall  should  not  exceed 
1. 3/1.0.  ! However,  note  that  in  our  patient 
the  interventricular  septum  is  much  thicker 
than  the  posterior  wall,  diagnostic  of  asym- 
metric septal  hypertrophy.  In  families  of 
patients  who  are  predisposed  to  IHSS, 
asymmetric  septal  hypertrophy  is  the  first 
abnormal  finding  that  develops.4  Therefore, 
in  the  earliest  nonobstructive  stage  of  IHSS, 
there  may  be  asymmetric  septal  hypertrophy 
without  any  abnormalities  of  the  anterior 
mitral  valve.  Only  when  the  disease 


Figure  1A.  Normal  echocardiogram  with  associated  illustration.  T - transducer  on  anterior  chest 
wall.  RV  - right  ventricle.  IVS  - interventricular  septum.  AML  - anterior  mitral  leaflet.  PML  - pos- 
terior mitral  leaflet.  AO  - aorta.  LA  - left  atrium.  Note  the  slight  anterior  motion  of  mitral  valve  be- 
tween points  C and  D.  Rapid  early  diastolic  opening  of  anterior  mitral  leaflet  between  points  D and 
E.  Partial  early  diastolic  closure  of  anterior  mitral  leaflet  between  points  E and  F.  Partial  reopening  of 
anterior  mitral  leaflet  during  late  diastole  at  point  A (i.e.,  atrial  kick).  Posterior  mitral  leaflet  is  mirror 
image  of  anterior  mitral  leaflet  during  diastole.  Anterior  and  posterior  leaflets  join  together  at  point  C 
and  remain  together  during  systole  between  points  C and  D. 
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progresses  to  the  obstructive  stage  will 
mitral  valve  abnormalities  develop.  This 
provides  the  clinician  with  an  objective  and 
noninvasive  means  of  estimating  the  severity 
of  the  disease,  plus  following  the  response  to 
medical  therapy. 

2)  The  diastolic  slope  of  the  anterior 
leaflet  of  the  mitral  valve  is  abnormal  in  the 
obstructive  form  of  this  disease,  and 
resembles  that  of  mitral  valve  stenosis.  This 
configuration  is  due  to  the  inflow  impedance 
into  a hypertrophied,  noncompliant  left 
ventricle.  However,  mitral  valve  stenosis  is 
excluded  by  the  normal  posterior  leaflet 
motion  during  diastole. 

3)  Finally,  in  the  severe  obstructive  form 
of  IHSS.  aortic  valve  leaflet  motion  becomes 
abnormal,  showing  premature  systolic  clo- 
sure. 

Discussion 

In  summary,  this  patient  presented  with 
the  typical  clinical  findings  of  IHSS.  The 
patient  was  placed  on  Propranolol  therapy 


with  improvement  of  his  exertional  dyspnea, 
plus  was  advised  against  further  participa- 
tion in  competitive  athletics. 

As  mentioned  earlier,  the  anatomic  and 
echocardiographic  hallmark  of  IHSS  is  the 
disproportionate  asymmetric  hypertrophy  of 
the  ventricular  septum  in  comparison  to  the 
thickness  of  the  left  ventricular  free  wall,3  In 
the  early  and  nonobstructive  phase  of  this 
disease,  there  may  be  no  symptoms  or 
abnormal  physical  findings.  However,  at  this 
time  echocardiography  may  still  be  helpful 
in  detection  of  the  thickened  ventricular 
septum.  Recent  data  has  shown  the  familial 
form  of  the  disease  to  have  an  autosomal 
dominant  inheritance  with  a high  degree  of 
penetrance,  identified  by  the  asymmetric 
septal  hypertrophy  on  echocardiography.4 
Even  in  the  nonobstructive  stage  of  disease, 
especially  in  the  familial  form,  unexplained 
syncope  and  sudden  death  may  occur. ' 
Therefore,  if  a family  member  is  identified 
with  this  disease,  all  family  members  should 
be  studied  by  echocardiography.  If  there  is  a 


Figure  IB.  Echocardiogram  in  IHSS.  The  width  of  the  IVS  is  outlined  by  brackets  in  mid-portion  of 
picture.  Systolic  anterior  motion  (SAM)  of  the  AML  is  outlined  by  arrows  at  right  side  of  picture. 
Note  the  apposition  of  the  AML  and  IVS  during  systole.  Phonocardiogram  (Phono)  above 
demonstrates  a holosystolic  murmur  with  ejection  features.  The  external  carotid  trace  (CT)  above  is  of 
poor  quality  and  atypical  of  IHSS. 
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history  of  sudden  unexplained  death  in  this 
family,  prophylactic  therapy  with  Pro- 
pranolol should  be  considered  for  the  in- 
volved family  members. 

As  the  disease  progresses,  more  easily 
detectable  clinical  clues  often  can  be 
identified,  as  seen  in  our  patient.  The 
classical  physical  findings  include  the  brisk 
and  frequently  bifid  or  double-humped 
carotid  pulse,  a harsh  systolic  murmur  most 
prominent  at  the  lower  left  sternal  border  or 
apex,  which  is  louder  with  the  valsalva 
maneuver.1  The  left  ventricular  impulse  is 
sustained,  exaggerated,  and  bifid  due  to  the 
left  ventricular  hypertrophy.  Diastolic  gallop 
sounds  are  common,  even  in  the  absence  of 
left  ventricular  failure.  No  systolic  ejection 
click,  aortic  insufficiency,  or  valvular  calcifi- 
cation occurs,  which  helps  differentiate  this 
from  aortic  valvular  stenosis.  The  systolic 
murmur  may  be  of  equal  intensity  or  even 
louder  at  the  apex  than  at  the  lower  left 
sternal  border.  Therefore,  the  clinical 
diagnosis  of  mitral  insufficiency  may  be 
correctly  suspected  since  it  does  occur  in 
IHSS.  This  is  explainable  on  the  basis  of  in- 
volvement of  the  anterior  leaflet  of  the 
mitral  valve.  As  the  obstruction  increases,  a 
greater  degree  of  mitral  insufficiency 
commonly  occurs. 

The  electrocardiogram  is  potentially  con- 
fusing. Sometimes  no  evidence  of  left  ventric- 
ular hypertrophy  is  present,  with  broad 
pathologic  Q waves  present  over  the  inferior 
and/or  anterior  leads,  compatible  with 
previous  inferior  and/or  anterior  myocardial 
infarction.  If  seen  in  the  younger  population, 
suspicion  of  IHSS  should  be  created.  This 
has  been  well  documented  even  in  the 
presence  of  normal  coronary  arteries.  The 
explanation  for  the  abnormal  Q waves  is  not 
settled,  but  is  best  thought  of  as  exaggerated 
and  disorganized  septal  depolarization  from 
the  massively  hypertrophied  septum.  There 
is  no  correlation  of  ECG  findings  with  the 
severity  of  left  ventricular  outflow  obstruc- 
tion in  IHSS.  The  chest  x-ray  is  frequently 
nondiagnostic,  as  seen  in  our  patient. 

Since  part  of  the  outflow  obstruction  is 
created  by  a hypertrophied  muscle  mass, 
three  factors  determine  the  severity  of  left 
ventricular  outflow  obstruction:1  1)  The  size 
of  the  left  ventricle,  2)  the  contractility  of 


the  left  ventricle,  and  3)  the  systemic 
resistance  or  afterload  against  which  the  left 
ventricle  must  pump.  As  the  size  of  the  left 
ventricle  decreases,  this  creates  a closer 
apposition  of  the  septum  and  anterior  mitral 
valve,  creating  greater  obstruction.  There- 
fore. the  outflow  obstruction  is  volume  de- 
pendent. and  anything  that  will  decrease  the 
volume  of  the  left  ventricle  will  increase  the 
obstruction  and  intensity  of  the  murmur. 
Typical  maneuvers  to  decrease  the  left 
ventricular  volume  include  the  valsalva 
maneuver,  nitroglycerin,  amyl  nitrite  in- 
halation, or  assuming  the  upright  position. 
Next,  if  the  strength  and  force  of  myocardial 
contractility  is  increased,  this  again  creates 
greater  force  of  septal  contraction  and 
greater  outflow  obstruction.  This  can  be 
demonstrated  by  the  use  of  Isuprel  or 
Digitalis.  Finally,  the  systemic  pressure  be- 
yond the  subvalvular  obstruction  works  as  a 
brace  to  hold  back  the  apposition  of  the 
septum  and  anterior  leaflet  of  the  mitral 
valve.  Therefore,  if  the  resistance  and 
pressure  is  increased,  less  chance  for 
apposition  of  the  septum  and  mitral  valve  is 
present.  With  decrease  of  systemic  pressure, 
a greater  chance  of  apposition  occurs.  The 
corollary  of  this  is  that  systemic  hyperten- 
sion may  mask  the  severity  of  the  outflow 
obstruction  in  IHSS. 

The  therapy  of  IHSS  is  aimed  at  creating 
less  chance  of  apposition  of  the  ventricular 
septum  and  anterior  mitral  valve  leaflet.  The 
medical  management  of  IHSS  is  often 
difficult.  The  recommended  drug  is  Pro- 
pranolol (Inderal),  a Beta  adrenergic  blocking 
agent.  The  mechanism  of  action  is  a decrease 
in  the  inotropic  or  contractile  state  of  the  left 
ventricle  plus  left  ventricular  dilatation,  both 
acting  to  decrease  the  outflow  obstruction. 
However,  since  in  many  patients  the  degree 
of  symptomatic  limitation  in  IHSS  is  more 
related  to  the  amount  of  left  ventricular 
dysfunction  and  elevation  of  the  left 
ventricular  end  diastolic  pressure, s Pro- 
pranolol may  not  be  efficacious  in  relieving 
symptoms.  The  symptom  which  is  most  re- 
sponsive to  Beta  adrenergic  blockade  is  chest 
pain.  An  additional  benefit  of  Propranolol, 
which  may  be  of  equal  importance,  is  its 
antiarrhvthmic  properties,  in  order  to  de- 
crease the  frequency  of  life  threatening  ar- 


August,  1975 


289 


rhythmias  and  sudden  death,  especially  in 
the  familial  form  of  the  disease.  A few 
patients  have  progressed  to  a later  non- 
obstructive. dilated  left  ventricular  stage 
with  symptoms  of  congestive  heart  failure. 
The  usual  therapy  of  heart  failure  with 
Digitalis  and  diuretics  are  then  indicated.  In 
the  earlier  obstructive  phase  of  IHSS,  and  in 
the  absence  of  atrial  fibrillation,  Digitalis  is 
contraindicated.  If  the  patient  has  exertional 
angina  pectoris,  sublingual  nitroglycerin  may 
not  be  effective,  since  it  may  increase  the 
out  How  obstruction. 

If  the  patient  is  unresponsive  to  a ther- 
apeutic trial  with  high  doses  of  Propranolol, 
a surgical  approach  can  then  be  considered. 
This  involves  either  resecting  or  incising  the 
hypertrophied  ventricular  septum.  Most 
cardiologists  would  not  favor  any  direct 
attack  on  the  mitral  valve  with  mitral  valve 
replacement.  Complications  of  the  surgical 
procedure  include:  heart  block,  aortic  leaflet 
tear,  ventricular  septal  defect,  and  residual 
myocardial  dysfunction.  With  such  an  im- 


pressive list  of  complications,  especially  the 
myocardial  dysfunction,  medical  management 
is  preferred. 

Address  for  reprints:  Alan  D.  Forker, 
M.D.,  Division  of  Cardiovascular  Medicine, 
University  of  Nebraska  College  of  Medicine, 
Omaha,  Neb.,  68105. 
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President's  Page 


The  development  of  sophisticated  means  of 
“live  support”  have  brought  the  physician  a 
heavier  moral  and  ethical  burden  than  ever 
before  he  has  been  called  upon  to  carry.  Not 
so  many  years  ago,  well  in  the  memory  of 
most  of  the  members  of  the  Association,  the 
physician’s  ability  actually  to  save  lives  was 
limited  indeed,  and  he  and  his  patients  both 
recognized  that  the  outcome  was  usually  in 
the  hands  of  God.  However,  we  now  have 
instruments,  pumps,  tools,  tubing,  monitors 
and  the  like  to  permit  us  to  prolong  and  save 
life,  sometimes  in  spite  of  what  may  be  our 
better  judgment. 

Working  as  we  do  in  a centuries-old 
tradition  of  a deep  respect  for  life,  many  of 
us  struggle  intensely  with  the  question  of 
how  much  we  should  do  and  can  do  for  the 
patient.  The  neonatologist  faces  this  problem 
constantly  and  must  deal  with  it,  often-times 
not  to  his  complete  satisfaction.  The  internist 
or  family  practitioner,  faced  with  the  older 
patient  with  a stroke  or  other  chronic 
disease,  must  deal  with  it  too. 

Recently,  I was  reading  about  a case  in 
which  a young  man  had  been  severely 
burned  in  an  explosion,  so  that  his  arms  and 
legs  were  without  function.  He  had  been 
confined  in  a hospital  for  several  months  and 
was  insisting  that  he  be  sent  home  to  die.  It 
was  obvious  that  without  continued  hospital 
care  he  would  indeed  die.  He  could  not  leave 
the  hospital  by  himself  and  would  have  to  be 
taken  home  by  his  mother.  His  physicians 
refused  to  discharge  him  under  these 
circumstances.  The  question  is,  is  it  right  or 
wrong  to  send  this  young  man  home?  One 
argument  was  that  the  physician  is  obliged 
to  do  all  within  his  power  to  preserve  life 
and  that  this  young  man  could  not  be  sent 
home.  Another  argument  is,  if  a society 
applaudes  the  courage  and  daring  of  a man 
who  would  ride  a rocket  across  a river 
gorge,  an  exploit  in  which  he  may  well  be 
killed,  should  we  approve  less  the  quiet 
courage  and  determination  of  a young  man 
who  decided  not  to  maintain  a life  of  low 
quality? 


We  are  faced  with  the  question  of  how 
much  should  we  do  to  ensure  a life  which  we 
and  others  agree  is  a life  of  high  quality. 
How  should  we  reach  decisions  in  this  area? 
Many  conferences  have  been  held  on  the 
subject  of  medical  ethics,  in  an  effort  to 
frame  some  answers  and  attitudes  to  guide 
physicians  in  these  troublesome  times. 
Although  it  may  often  appear  that  these 
conferences  are  just  talks,  I believe  one  can 
see  an  attitude  developing  slowly,  and  we 
may  be  seeing  the  beginning  of  a time  when 
we  and  others  concerned  may  make  clear 
decisions  about  the  intensity  with  which  we 
shall  treat  an  individual.  I am  hoping  to 
organize  a conference  of  discussion  to  which 
we  may  bring  a relatively  small  group  of 
physicians,  clergymen,  philosophers  and 
other  thinkers  to  examine  and  discuss  this 
problem.  I believe  we  have  many  resources 
in  Nebraska,  in  our  Association,  to  our 
universities,  our  colleges  and  our  churches 
on  whom  we  can  build  a significant  exchange 
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of  ideas.  Perhaps  it  would  be  possible  to 
publish  the  proceedings  of  such  a conference, 
to  make  them  available  to  all  the  members  of 
the  Association  and  to  others  who  may  find 
them  of  interest. 

Medicine,  no  less  than  other  disciplines  in 
our  society,  is  caught  up  in  a terrifying 


acceleration  of  change.  Change  is  the  essence 
of  life,  and  no  one  can  step  into  the  same 
river  twice.  It  is  important  that  we  try  to 
keep  up  with  change  and  its  effects  on  us  as 
much  as  this  is  possible,  in  our  ethics  no  less 
than  in  our  professional  liability. 

Warren  Bosley,  M.D. 


Down  Memory 

1.  A most  dangerous  feature  of  competi- 
tive athletics  is  the  training  down,  to  which 
many  teams  are  subjected. 

2.  A merciful  Anginal  exit  will  possibly 
defeat  an  anasarcal  death. 

3.  I think  many  cases  treated  medically 
are  not  ulcers. 

4.  A few  physicians  are  still  under  the 
impression  that  a negative  blood  Wasser- 
mann  test  rules  out  neurosyphilis,  of  course, 
we  now  know  this  is  not  true. 

5.  People  today  live  eighteen  years 
longer  than  they  did  in  1855.  Fifty-eight 
years  is  now  the  average  life  time,  then  it 
was  forty. 

6.  There  cannot  be  a hospital  at  every 
crossroads,  indeed,  in  some  of  the  far 
reaches  of  this  country,  hours  and  even  days 
may  pass  before  proper  emergency  treat- 
ment, much  less  adequate  hospital  treat- 
ment, can  be  had. 

7.  The  bulk  of  our  surgery  save  in 
plastic  and  reconstructive  work  is  but  an 
effort  to  establish  drainage  of  some  sort. 


Lane 

8.  Vital  statistics  show  that  deaths  from 
heart  failure  in  middle  life  are  increasing  by 
leaps  and  bounds. 

9.  To  my  mind  we  need  in  the 
profession  today  fewer  “rule  of  thumb” 
physicians,  and  far  more  of  those  endowed 
with  scientific  imagination,  capable  of  seeing 
with  the  mind’s  eye  things  that  cannot  be 
measured,  and  weighed,  and  rayed. 

10.  Why  is  angina  so  important  a 
syndrome?  Because  it  is  the  outward  and 
essential  evidence,  visible  signs,  of  changes 
in  the  organism  which  are  to  cause  the  death 
of  that  organism  within  a relatively  short 
time. 

11.  Pneumothorax  is  no  longer  a fad, 
because  there  is  probably  no  clinic  where 
there  is  any  authority  that  would  not  admit 
it  is  a definite,  effectual,  beneficial  thing, 
provided  those  cases  in  which  it  is  used  are 
carefully  selected. 

Nebraska  State  Medical  Journal 
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Medicinews 

HMO  & Medicare. 

HEW  Secretary  Caspar  W.  Winberger  has 
announced  final  regulations  under  which 
Health  Maintenance  Organizations  (HMO) 
may  participate  in  Medicare. 

HMOs  are  prepayment  group  medical 
plans  which  provide  a full  range  of  medical 
services  as  needed  to  a patient  on  the  basis 
of  a predetermined  periodic  rate. 

They  include  specific  requirements  for  the 
range  of  services  that  must  be  provided, 
operating  experience,  supervision  of  health 
services,  membership  size,  medical  staffing, 
grievance  procedures,  review  of  services, 
access  to  services,  and  financial  respon- 
sibility of  the  HMO. 

For  Medicare  purposes,  the  regulations 
distinguish  between  “mature”  and  “develop- 
ing” HMOs.  Developing  HMOs  are  subject 
to  less  demanding  requirements  of  ex- 
perience, size  and  range  of  services  and  can 
be  reimbursed  on  a cost  basis  only.  However, 
they  must  have  a planned  program  for 
qualifying  as  a mature  HMO  within  3 years. 
Mature  HMOs  which  meet  special  enroll- 
ment requirements  may  qualify  for  reim- 
bursement on  an  incentive  basis. 

— A developing  HMO  is  now  allowed  a 
period  of  up  to  3 years  to  attain  a minimum 
enrollment  of  at  least  5,000  members  (rather 
than  25,000)  in  order  to  meet  the  operating 
experience  requirement  necessary  to  qualify 
for  mature  status.  However,  the  regulations 
still  require  an  enrollment  of  25,000  for 
urban  mature  HMOs  (5,000  for  non-urban 
HMOs)  in  order  to  qualify  for  reimbursement 
on  a risk-basis. 

— A requirement  was  deleted  as  too 
strict  that  a developing  HMO  must  provide  a 
prescribed  minimum  range  of  services  on  a 
prepayment  basis  to  at  least  25  percent  of 
the  individuals  receiving  services  through  its 
facilities  at  the  time  of  its  initial  contract. 

— A HMO  now  has  90  days  to  enroll  the 
minimum  required  150  Medicare  benefici- 
aries, rather  than  being  required  to  have  this 
enrollment  as  a condition  of  initial  eligibility. 


— HMOs  are  now  required  to  assure 
confidentiality  of  patient  records  and 
information. 

Medicare  & chronic  kidney  disease. 

HEW  Secretary  Caspar  W.  Weinberger 
has  proposed  long-term  requirements  that 
health  facilities  must  meet  to  get  Medicare 
reimbursement  for  treatment  of  chronic 
kidney  disease. 

Facilities  that  were  providing  end-stage 
renal  disease  patient  care  and  service  under 
Medicare’s  interim  regulations  published 
June  29,  1973  (and  re-published  October  4, 
1974  with  implementing  guidelines)  will  be 
required  to  meet  the  new  standards  when 
they  become  final.  Those  facilities  not 
qualifying  under  the  long-term  regulations 
will  be  phased  out  in  a manner  that  will 
minimize  any  disruption  of  service  to  kidney 
disease  patients,  the  Secretary  said. 

The  proposed  long-term  regulations: 

- Designate  geographical  areas  for  the 
establishment  of  networks  in  which  the 
combined  resources  of  component  facili- 
ties will  provide  a full  range  of  kidney 
disease  treatment  and  services,  including 
transplantation. 

- Provide  minimum  utilization  rates  for 
dialysis  facilities  and  transplantation 
centers. 

- Require  network  coordinating  councils 
and  medical  review  boards. 

- Set  guidelines  for  determining  the  need 
for  additional  facilities  or  the  expansion 
of  existing  facilities  in  the  networks. 

To  qualify  for  Medicare  reimbursement  a 
facility  must  be  a member  of  a network.  The 
network  must  organize  itself  through  the 
establishment  of  a coordinating  council  with 
representatives  from  all  facilities  in  the 
network.  Each  coordinating  council  will 
establish  a medical  review  board  to  review 
the  appropriateness  of  patient  care  and 
service. 

The  network  and  its  coordinating  council 
will  make  recommendations  and  provide  data 
to  its  member  facilities  and  to  the  Medicare 
administrators  as  needed  to  achieve  program 
objectives. 
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Minimum  utilization  rates  measuring 
frequency  of  services  will  apply  initially  to 
transplantation  and  dialysis,  and  may  be 
modified  by  future  amendments  to  the 
regulations.  A facility  which  is  not  in 
compliance  with  minimal  utilization  rates 
may  be  conditionally  approved  to  allow  it 
time  to  attain  compliance.  The  regulations 
provide  for  special  consideration  to  a facility 
where  circumstances  make  its  participation 
essential  to  the  accomplishment  of  program 
objectives. 

H MO  liberalization  proposed. 

Legislation  has  been  introduced  in  both 
House  (HR  7847)  and  the  Senate  (S  1926) 
amending  the  Health  Maintenance  Organiza- 
tion Act  (PL  93-222)  to  lower  the  present 
requirements  for  an  HMO  to  qualify  for 
Federal  support.  Introduced  in  the  House  by 
Rep.  Hastings  (R-NY)  and  Rep.  Rogers 
(D-Fla),  and  identical  bill  was  introduced  by 
Senators  Schweiker  (R-Pa),  Javits,  (R-NY) 
and  Mondale  (D-Minn)  in  the  Senate.  In 
introducing  HR  7847,  Hastings  commented 
that  “Progress  in  developing  and  expanding 
health  maintenance  organizations  under  the 
HMO  law  has  been  disappointing.  Because  of 
major  problems  wdth  the  HMO  law,  the 
Administration  has  experienced  great  dif- 
ficulty in  developing  regulations.  In  addition, 
only  3 HMOs  have  been  federally  qualified 
since  the  passage  of  the  Act.” 

The  principal  provisions  of  the  legislation 
include:  1.  Making  the  offering  of  supple- 
mental health  services  by  an  HMO  optional. 
The  new  proposal  would  eliminate  the 
requirement  in  present  law  that  an  HMO 
must  offer,  in  order  to  qualify  for  federal 
support,  such  services  as:  Facilities  for 

intermediate  and  long  term  care;  vision  care, 
dental  services,  and  mental  health  services 
not  included  as  a basic  health  service;  long 
term  physical  medicine  and  rehabilatative 
services  (including  physical  therapy);  and 
prescription  drugs.  2.  Elimination  of  the 
present  requirement  that  HMOs  offer  annual 
"open  enrollment”  periods  for  individual 
memberships.  3.  Reclassification  of  medical 
treatment  and  referral  services  for  the  abuse 
or  addiction  to  alcohol  or  drugs,  and  home 
health  services  by  making  the  availability  of 
such  services  optional  on  the  part  of  an 


HMO.  4.  Redefining  preventive  services  to 
include  immunizations,  well  child  care, 
periodic  health  evaluations  for  adults, 
voluntary  family  planning  services,  infertility 
services,  and  children’s  eye  examinations. 
5.  Delaying  for  a period  of  five  years  after  an 
HMO  has  become  qualified,  the  requirement 
of  establishing  a prepayment  program  with 
premium  fixed  under  a community  rating 
system.  6.  Eliminating  the  requirement  that 
planning  and  development  loans  be  given 
only  to  HMOs  serving  a medically  under- 
served population.  7.  Extending  the  funding 
authority  for  HMOs  through  fiscal  year  1980. 

Medicare  prevailing  charge 
level  regs  finalized. 

The  Department  of  Health,  Education,  and 
Welfare  issued  final  regulations  relating  to 
criteria  for  the  determination  of  reasonable 
charges  and  reimbursement  for  services  of 
hospital  physicians,  interns,  and  residents, 
and  has  also  determined  the  economic  index 
which  will  be  applied  for  fiscal  year  1976  for 
prevailing  charges  for  physicians'  services, 
under  Medicare  Part  B.  The  explanatory 
document  provides  that,  in  the  case  of 
physicians’  services,  the  prevailing  charge 
level  for  Medicare  reimbursement  may  not 
exceed  the  level  determined  for  the  fiscal 
year  ending  June  30,  1973,  except  to  the 
extent  such  increased  level  is  justified  by 
economic  index  data.  This  economic  index 
will  be  determined  on  a national  level  by  the 
Secretary  and  must  demonstrate  that  such 
higher  prevailing  charge  level  is  justified  by 
changes  in  general  earnings  levels  of 
workers  and  changes  in  physicians’  office 
practice  expenses. 

W einberger  resigns. 

HEW  Secretary,  Caspar  W.  Weinberger, 
has  formally  announced  his  long  anticipated 
resignation  which  will  be  effective  August 
10,  1975.  As  his  successor.  President  Ford 
has  nominated  David  Mathews,  President  of 
the  University  of  Alabama.  Mathews,  39,  has 
been  President  of  the  University  since  1969, 
at  which  time  he  was  the  youngest  President 
of  a major  American  university.  He  holds 
undergraduate  and  master's  degrees  from 
the  University  of  Alabama  and  a doctorate  in 
the  History  of  American  Education  from 
Columbia  University. 


294 


Nebraska  M.  J. 


In  Memoriam 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


DR.  GEORGE  J.  MILLET 

Doctor  George  J.  Millet  died  May  16,  1975 
at  the  age  of  fifty-one.  He  was  born  on  April 
23,  1924  in  Larned,  Kansas. 

Doctor  Millet  graduated  from  Creighton 
University  School  of  Medicine  in  1948.  He 
took  surgical  training  at  Creighton  Memorial 
St.  Joseph’s  Hospital  in  Omaha  and  at 
Roswell  Park  Memorial  Institute  in  Buffalo, 
New  York. 

He  practiced  as  a general  surgeon  in 
Fremont  for  fifteen  years. 

Survivors  include  his  widow;  sons, 
Michael,  McQuire  Air  Force  Base,  N.J.,  and 
Chris,  Mark  and  David,  all  of  Fremont; 
daughters,  Suzanne,  Marion  and  Margaret, 
all  of  Fremont;  mother,  Mrs.  Emma  Millet, 
Larned,  Kansas;  and  sister,  Mrs.  Kenneth 
(Helen)  Mosser,  Bismark,  North  Dakota. 


DR.  JUAN  Y.  RACINES 

Doctor  Juan  Y.  Racines  died  March  24, 
1975  at  the  age  of  eighty-two.  He  was  born 
and  raised  on  Mindanao  Island  in  the 
Philippines. 

Doctor  Racines  graduated  from  Sethuiau 
Institute  in  the  Philippine  Islands  in  1917 
and  graduated  from  the  University  of 
Nebraska  College  of  Medicine  in  1925.  He 
had  practiced  medicine  in  the  Palmer  area 
for  forty-five  years  prior  to  his  retirement. 
He  was  granted  a life  membership  in  the 
Association  in  1970  and  would  have  been 
awarded  his  fifty-year  practice  certificate  at 
the  upcoming  Annual  Session  of  the 
Nebraska  Medical  Association. 

Surviving  are  his  wife,  LaBelle;  daughters, 
Mrs.  Sandra  Nogg  and  Mrs.  Cynthia  May, 
both  of  Omaha;  and  four  grandchildren. 


DR.  SIDNEY  O.  REESE 

Doctor  Sidney  O.  Reese  was  born  in 
Randolph,  Nebraska  on  January  26,  1891.  He 
died  on  April  18,  1975  at  the  age  of 
eighty-four. 

He  graduated  from  the  University  of 
Nebraska  in  1913  and  Johns  Hopkins 
University  School  of  Medicine  in  1916  and 
received  his  surgical  training  at  Johns 
Hopkins  Hospital. 

He  practiced  medicine  in  Lincoln  prior  to 
his  retirement  in  1970  and  moving  to  Naples, 
Florida. 

He  is  survived  by  his  wife,  Mildred; 
daughters,  Betty  Shurtleff  of  Navato, 

California,  Mrs.  Burton  (Margaret)  Folsom, 
of  Lincoln  and  Mrs.  Joseph  (Katherine) 
Marvin  of  Brainerd,  Minn.;  brothers,  Herbert 
of  Omaha  and  Frank  of  San  Marco, 
California;  and  11  grandchildren. 


DR.  JAMES  G.  VETTER 

Doctor  James  G.  Vetter  was  born  in 
Wisconsin  on  February  5,  1893.  He  died  in 
Omaha  on  May  12,  1975  at  the  age  of 
eighty-two. 

He  graduated  from  Creighton  University 
School  of  Medicine  in  1921  and  he  practiced 
in  Omaha  during  his  entire  career  until 
March,  1975. 

He  is  survived  by  his  widow,  Helen;  son, 
James  G.  Jr.,  Dallas,  Texas;  daughter,  Mrs. 
James  W.  (Bette)  Rouse  and  Mrs.  John  I. 
(Marjorie)  Sibbernsen,  both  of  Omaha;  Mrs. 
William  F.  (Barbara)  Bauinger,  Jr.,  Grosse 
Pointe,  Michigan;  Mrs.  Jones  F.  (Joan) 
Devlin,  III,  Larchmont,  New  York;  Mrs. 
Patrick  E.  (Mimi)  Whelan,  Hackettstown, 
New  Jersey;  brothers,  Robert,  Alex  and 
Leo,  all  of  Woonsocket,  South  Dakota, 
Salem,  South  Dakota;  sisters,  Irene,  Woon- 
socket, South  Dakota;  Mrs.  Paul  Richards 
and  Mrs.  Bernie  Hastreiter,  both  of 
Washington,  D.C.;  21  grandchildren,  and 

eight  great-grandchildren. 
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Our  Medical  Schools  . . 


Grants  to  Creighton. 

The  Department  of  Preventive  Medicine  at 
Creighton  University  has  been  awarded  two 
research  and  training  grants  amounting  to 
$368,000.  The  awards,  given  by  the 
Department  of  Health,  Education  and 
Welfare,  were  announced  today  by  Henry  T. 
Lynch,  M.D.,  department  chairman. 

The  research  grant  of  $105,000  was 
awarded  for  use  over  a three-year  period  for 
the  study  of  the  Cancer  Family  Syndrome  — 
a study  of  the  hereditary  aspects  of  cancer. 
The  grant  provides  funds  for  collaboration 
with  four  other  medical  schools  across  the 
nation.  Dr.  Lynch  will  co-ordinate  the 
activities  from  his  Creighton  office. 

The  second  grant  is  for  $263,000  and  is  to 
be  used  over  a five-year  period  for  expansion 
of  on-going  programs  in  public  health  and 
epidemiology  (causes  of  diseases).  The 
program  allows  medical  students  an  op- 
portunity to  become  involved  in  epi- 
demiology and  public  health  research  during 
their  freshman  year  in  medical  school.  This 
new  offering  will  be  coordinated  by  Hoda 
Guirgis,  Ph.D.,  Associate  Professor  in  the 
department  and  by  Dr.  Lynch. 

Family  practice  at  U of  IN. 

Registration  is  closed  for  the  fifth  annual 
Family  Practice  Review  sponsored  by  the 
University  of  Nebraska  Medical  Center  at 
the  Center  for  Continuing  Education  Septem- 
ber 15-26. 

Some  170  physicians  have  registered  for 
the  course  for  which  they  will  receive  100 
hours  of  continuing  education  credit  from  the 
American  Academy  of  Family  Practice. 

Planned  for  September  12,  is  a seminar  on 
genitourinary  malignancies.  Co-sponsor  of 
the  course  will  be  Louisiana  State  Univer- 
sity. Faculty  from  both  LSU  and  Nebraska 
will  conduct  the  course.  Registration  fee  is 
$40  for  physicians,  and  $40  for  other 
members  of  the  health  team. 


Pro-BanthTne® 

brand  of 

propantheline  bromide 

Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 
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"Antiacid”  action 
for  ulcer  patients... 


one  of  the  many  things  you 
need  in  an  anticholinergic 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 
Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are : 

"Antiacid"  action  — Pro-BanthTne1® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 
Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 


Pro-Bantfiine 

( propantheline  bromide ) 


a good 
option 
peptic 


in 

u 


cer 


YA2DE 

makes  sense 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


For  long-term  control  of  hypertension* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


* 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


* Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  (>5.4  mEq/L)  has  been  reported  in 
4%  of  patients  under  60  years,  in  12ct  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g„  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  'Dyazide',  check  serum  potassium  fre- 


quently—both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  Dyazide  regularly  for 
possible  blood  dyscrasias.  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene. 

SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 

‘DYAZIDE’ 

Just  once  ortwice  daily  for  maintenance. 
Hydrochlorothiazide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  Dyazide' 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


On  land,  sea,  and  in  the  air.,. 


Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 

Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness, 
dry  mouth  and,  on  rare  occasions,  r»w““lv3i 
blurred  vision  have  been  reported. 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


Antivert/25  ChewableTablets 

(meclizine  HC1)  25  mg. 

for  motion  sickness 


Should  a 

specially  prepared 
package  insert 
be  made  available  to 
patients? 


Dr.  Alexander  M.  Schmidt 
Commissioner, 
Food  and  Drug 
Administration 


Dr.  James  H.  Sammons 
Executive  Vice  President 
of  the  American 
Medical  Association 


Dialogue 


The  idea  of  a so-called  patier 
package  insert  has  been  around  f( 
a long  time.  Many  physicians  alree 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  A 
some  physicians  give  verbal  instri 
tions;  but  in  too  many  instances 
these  are  what  I call  eye-glazing  e) 
ercises.  I have  seen  patients  sit  wi 
glazed  eyes  listening  to  a rapid-fin 
lecture  by  a hurried  physician  whc 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  ther 
fore  do  not  follow  instructions.  So 
think  the  idea  of  an  official  packaj; 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as 
extension  of  drug  labeling. 


The  benefits  of  patient  involvemen 

Many  physicians  may  not  rej 
ize  how  frequently  a patient  obtair 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  Ar 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  har 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  i 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pr 
scription,  is  a bill. 

As  an  educator  I am  impress 
by  the  principle  that  the  best  way  1 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages 
well  as  some  real  disadvantages  ir 
a patient  package  insert.  When  yo 
begin  to  use  semi-medical  or  med 
cal  terms  to  describe  complicatior 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  p 
tient— particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in 
sert.  The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a packa 
insert  will  probably  give  the  patier 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligatic 
to  explain  the  insert. 


Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  seriou: 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do 
bit  of  good  to  indicate  that  a patiei 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos 
sibly  outweigh  the  potential  good. 


in  purpose  of  drug  information 
the  patient  is  to  get  his  coopera- 
1 in  following  a drug  regimen. 

paration  and  distribution  of 
ient  drug  information 

We  would  hope  to  amass  infor- 
tion  from  physicians,  medical 
ieties,  the  pharmaceutical  indus- 
and  centers  of  medical  learning, 
a ultimate  responsibility  for  uni- 
on labeling  must,  however,  rest 
h the  Food  and  Drug  Administra- 
n.  There  is  nothing  wrong  with 
s agency  saying,  "this  informa- 
n is  generally  agreed  upon  and 
jrefore  it  should  be  used,”  as  long 
our  process  for  getting  the  infor- 
ition  is  sound. 

Distribution  of  the  information 
3 problem.  In  great  measure  it 
-uld  depend  on  the  medication  in 
estion.  For  example,  in  the  case 
an  injectable  long-acting  proges- 
one,  we  would  think  it  mandatory 
issue  two  separate  leaflets— a 
ort  one  for  the  patient  to  read  be- 
■e  getting  the  first  shot  and  a long 
e to  take  home  in  order  to  make  a 
cision  about  continuing  therapy, 
this  case,  the  information  might 
put  directly  on  the  package  and 
t removable  at  all.  But  for  a medi- 
tion  like  an  antihistamine  this 
ormation  might  be  issued  sepa- 
:ely,  thus  giving  the  physician  the 
tion  of  distribution.  This  could 
3serve  the  placebo  use,  etc. 


ily  the  doctor  can  remove  that  fear 
20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
:hhold  any  information  from  the 
tient  because,  first  of  all,  it  would 
totally  dishonest  and  secondly,  it 
uld  defeat  the  very  purpose  of  the 
;ert.  I do  think  that  a patient  on  the 
th  control  pill  should  know  about 
3 incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
3 incidence  of  serious  adverse  re- 
tions,  then  you  have  to  tell  him 
at  a concerned  medical  decision 
is  made  to  use  a particular  medi- 
tion  in  his  situation  after  careful 
nsideration  of  the  incidence  of 
mplications  or  side  effects. 

lotionally  unstable  patients  pose 
.pecial  problem 

There  are  patients  who,  be- 
use  of  severe  emotional  problems, 
uld  not  handle  the  information 
ntained  in  a patient  package  in- 
rt.  Yet  if  we  are  going  to  have  a 
ckage  insert  at  all,  we  just  can’t 
ve  two  inserts.  I think  we  might 
nply  have  to  tell  the  families  of 
3se  patients  to  remove  the  insert 
>m  the  package. 

gal  implications  of  the  patient 
ckage  insert 

Just  what  effect  would  a pa- 


It is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


tient  package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A.  and  the  F.D.  A. 


I view  the  A.M.A.'s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffsto  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


Coming  Meetings 


CRIPPLED  CHILDREN'S  CLINICS  - 
August  2 — Scottsbluff,  St.  Mary’s 
Hospital 

August  9 — Norfolk,  Elks  Lodge 
September  6 — McCook,  Elks  Lodge 

FOR  OUR  CHESS-PLAYING  DOCTORS  - 
U.S.  Open  Chess  Championship:  August 
10-22,  1975;  Hilton  Hotel,  Lincoln.  Spec- 
tators and  players  are  welcome.  Bud 
Narveson,  1729  C Street,  Lincoln,  is  Presi- 
dent of  the  Lincoln  Chess  Foundation. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  October  2-4,  1975,  Ramada 
Inn,  Lincoln,  Nebraska 

61ST  ANNUAL  CLINICAL  CONGRESS  - 
Of  the  American  College  of  Surgeons;  Oct. 
13-17,  San  Francisco,  California.  The 
address  of  the  A.C.S.  is  55  East  Erie  St., 
Chicago,  Illinois  60611. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 43rd  Annual  Postgraduate  Assembly, 
October  27,  28  and  29,  1975,  Omaha  Hilton 


Hotel,  Omaha,  Nebraska.  Write  to:  1040 
Medical  Arts  Building,  Omaha,  Nebraska 
68102. 


MID-STATE  NEBRASKA  MEDICAL 
MEETING  — Sponsored  by  the  Buffalo 
County  Medical  Society;  Nov.  12,  1975. 
This  is  a one-day  course  held  for  all 
practicing  physicians;  the  topic  this  year 
will  be  “Common  Pediatric  Problems.” 
Write  to:  Kenton  L.  Shaffer,  M.D., 

Director  of  Mid-State  Meeting,  Kearney 
Clinic,  211  West  33rd  St.,  Kearney, 
Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  - 
29th  Clinical  Convention,  November  29  - 
December  4,  1975,  Honolulu,  Hawaii. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  2-5,  1976,  Kearney, 
Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  June  26  - July  1,  1976, 
Dallas,  Texas. 
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Between  Cases 


Words  We  Can  Do  Without. 

Hence,  thence,  thematic;  this,  that,  and 
the  other;  between  you  and  me  and  the 
lamp-post,  albeit,  torpor,  transpire. 

Quote  Unquote  [1]. 

Government,  like  dress,  is  the  badge  of 
lost  innocence. 

Thomas  Paine. 

Classical  Language  Department. 

Latin  Language  Lesson. 

Cicero  means  warty. 

Caesar  is  a substitute  for  hairy. 

Scaevola=  lefty. 

Brutus  is  a synonym  for  stupid,  or  brutish. 

O To  Be  In  England. 

Every  doctor  in  Britain,  regardless  of 
specialty,  can  get  full  malpractice 
coverage  for  $60  a year. 

Quote  Unquote  [2]. 

No  boss  is  more  demanding  than  a bad 
habit. 

Anon. 

The  Diagnosis  [a]. 

Diagnosis:  cerebral  insufficiency  of  lower 
legs. 

Section  On  Statistics. 

About  10,000  Americans  suffer  irreversible 
kidney  failure  every  year. 

Health  Costs. 

Total  national  health  expenditures  in  the 
United  States  will  reach  an  estimated 
$110  billion  for  1974. 

Quote  Unquote  [3]. 

Half  of  us  are  blind,  few  of  us  feel,  and  we 
are  all  deaf. 

Osier. 

On  Time. 

If  I am  not  asked,  I know  it;  if  I am  asked, 
I do  not  know  it. 

Augustine. 


The  Diagnosis  [ b] . 

Diagnosis:  loss  of  hearing  on  left, 

decreased  on  right. 

What  Does  It  Mean? 

Vena  cava:  hollow  vein. 

The  Physical. 

Patient  is  obese,  overweight. 

From  The  Newspapers. 

Guarded  condition  means  critically  or  very 
critically  ill. 

Quote  Unquote  [4]. 

The  art  of  life  is  the  art  of  avoiding  pain. 
Thomas  Jefferson. 

To  The  Mathematician,  From  His  Lady. 

You  are  the  fairest  of  your  sex. 

My  favorite,  my  hero. 

I love  you  more  than  one  over  x 
As  x approaches  zero. 

Modified,  from  anon. 

O To  Be  In  Russia. 

How  dare  you  attack  your  treatment? 
Solzhenitsyn:  Cancer  Ward. 

Q & A. 

Q:  Don’t  you  want  to  be  ...  a normal, 
average,  American  boy? 

A:  No,  I want  to  be  like  all  the  others. 
Mell’s  cartoon,  quoted  in  Gr  inker: 
Psychiatry  in  broad  perspective. 

What  Does  It  Mean: 

Gland,  from  glans,  acorn. 

— F.C. 


Welcome  New  Member 

Eugene  C.  Oliveto,  M.D. 

105  South  49th  Street 
Omaha,  Nebraska  68132 


August,  1975 
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deductible.  In  comparison  to  other  women's 
groups,  our  national  dues  are  still  quite 
reasonable. 


A MESSAGE  FROM  YOUR  PRESIDENT: 

The  1975  Convention  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion was  held  June  15-18  at  the  Howard 
Johnson's  Motor  Lodge  in  Atlantic  City,  New 
Jersey. 

Nebraska's  delegates  were  Mrs.  Kenneth 
McGinnis  (Helen),  Mrs.  Warren  Bosley 
(Alleen),  Mrs.  Gordon  Francis  (Hariette),  and 
Mrs.  Y.  Scott  Moore  (Patsy).  Mrs.  Leland 
Olson  (Dorothy)  and  Mrs.  C.  J.  Cornelius,  Jr. 
(Rose)  were  the  alternates  and  attended 
most  of  the  meetings.  Nebraska’s  delegation 
was  one  of  the  36  states  present  with  100% 
membership. 

According  to  those  who  have  attended 
previous  conventions,  the  atmosphere  of  this 
year’s  convention  wras  more  relaxed  and 
casual  than  in  the  past.  For  the  first  time, 
there  were  joint  sessions  for  members  of  the 
Auxiliary  and  the  AMA.  Estate  planning  for 
Physician  and  Families  and  Science  and 
Ideals  for  a Hungry  World  were  two  of  the 
joint  endeavors. 

By-law  changes  are  always  in  the  news 
and  this  year  was  no  exception.  The  changes 
were  made  to  update  and  streamline  the 
national  organization.  Some  of  the  changes 
were: 

The  name  of  the  organization  to  the 
American  Medical  Association  Auxiliary, 

The  purpose  was  rewritten  to  describe  the 
function  of  the  Auxiliary  more  adequately, 

Membership  changes  were  made  to  bring 
conformity  and  new  provisions  to  the 
organization,  and 

Officers’  duties  were  described  in  new 
terminology  to  help  assist  in  the 

functioning  of  the  project  bank. 

The  main  concern  was  the  dues  raise.  This 
is  always  a big  issue,  but  because  of 
inflationary  times,  a necessity.  The  vote  was 
for  a $3.00  increase.  However,  with  the 
by-law  changes,  your  dues  will  not  be  tax 


Helen  McGinnis  gave  Nebraska's  Annual 
Report  on  the  Talking  Book  Series  with 
which  many  of  you  have  helped.  Nebraska 
also  was  honored  because  of  a 10%  increase 
in  membership.  The  Nebraska  AMA-ERF 
contribution  of  over  $11,000  was  also  well 
received  and  Betty  Liljestrand  was  able  to 
present  the  AMA  with  a check  for  more  than 
a million  dollars. 

If  you  are  one  of  the  fortunate  ones  who 
will  be  attending  the  AMA  Clinical 
Convention  in  Hawaii,  November  30 
December  5,  1975,  you  will  be  hosted  by  a 
wonderful  group  of  ladies,  the  Hawaiian 
Medical  Auxiliary.  At  the  convention,  Mrs. 
Betty  Liljestrand,  the  Immediate  Past 
President  from  Hawaii,  was  honored  royally 
by  her  Auxiliary.  Beautiful  leis  of  tropical 
flowers  were  presented  to  all  outgoing  and 
incoming  officers.  The  United  Air  Lines  even 
supplied  Hawaiian  singers  and  dancers  for 
the  occasion  to  honor  Betty  and  encourage 
all  from  the  mainland  to  attend  the  meeting. 
It  was  a beautiful  display  of  Hawaiian 
hospitality. 

The  Tennessee  Auxiliary  was  also  very 
much  in  view  when  Mrs.  Erie  E.  Wilkenson 
was  installed  as  the  new  National  President. 
A very  dear  lady,  Mrs.  Rogers  N.  Herbert,  a 
Past  President  from  Tennessee,  performed 
the  installation  service  and  brought  much 
good  down-to-earth  Southern  enjoyment  to 
the  group. 

I wish  you  could  all  have  shared  some  of 
these  moments  with  us.  You  would  find  your 
National  Officers  and  staff  warm  and 
gracious  people,  who  have  medicine  and  the 
programs  of  the  Auxiliary  uppermost  in  their 
minds  and  hearts.  I am  looking  forward  to  a 
year  of  working  closely  with  these  ladies  as 
well  as  the  Nebraska  Medical  Association 
and  all  of  the  members  of  the  Auxiliary  to 
the  Nebraska  Medical  Association. 

Mrs.  Y.  Scott  Moore 
Patsy  Moore 
State  President 
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Washing  toNotes 


HEW. 

The  unusual  one-day  “public  oversight” 
hearings  of  the  House  Ways  and  Means 
Committee’s  Health  Subcommittee  to  deter- 
mine if  the  Department  of  Health,  Education 
and  Welfare  is  superseding  Congressional 
intent  in  an  increasing  number  of  Medicare 
cost-control  regulations  was  marked  through- 
out by  angry  confrontation  between  the 
HEW  Secretary  and  health  providers. 

Secretary  Caspar  Weinberger  told  the 
Subcommittee  that  the  four  disputed 
Medicare  regulations  will  save  about  $250 
million  a year  and  “improve  the  quality  of 
care.” 

Four  lawsuits  have  been  filed  against  the 
HEW  Department  to  overturn  the  regula- 
tions. Members  of  hospital  and  physicians’ 
groups  including  the  AMA,  urged  the 
lawmakers  at  the  hearing  to  crack  down  on 
HEW  for  going  beyond  the  intent  of  law. 

Weinberger  insisted  the  regulations  fol- 
lowed the  intent  of  Congress  and  were 
needed  to  curb  costs.  He  suggested  the 
remedy  would  be  in  seeking  to  have 
Congress  change  the  laws,  rather  than  in 
suing  HEW. 

The  regulations  under  fire: 

*Social  Security’s  Utilization  Review  (UR) 
final  regulations  requiring  elaborate 
institutional  post-admission  review  mech- 
anisms. 

*Reducing  the  schedule  of  limits  on 
hospital  inpatient  general  routine  service 
costs  from  the  90th  to  the  80th  percentile 

limitation  on  recognition  of  physicians’ 
prevailing  charge  increases,  based  on  an 
economic  index. 

termination  of  the  inpatient  routine 
nursing  salary  cost  differential. 

Stressing  a common  theme  among  the 
witnesses,  the  AMA  cited  “a  general  feeling 
of  futility  concerning  administrative  action 
felt  by  the  public  as  a whole,  but  especially 
by  groups  subject  to  and  particularly 
affected  by  federal  regulation.” 


Federal  Judge  Julius  Hoffman  upheld  the 
AMA’s  contentions  and  issued  a restraining 
order  against  carrying  out  the  UR  rules,  the 
HEW  Department  has  recommended  that 
the  case  be  appealed. 

A key  AMA  argument  was  that  admission 
review  within  24  hours  is  directed  almost 
solely  to  protect  hospitals  against  possible 
nonreimbursement  — not  the  patient’s 
health.  Judge  Hoffman  said  that  if  “patients 
who  cannot  pay  cannot  be  hospitalized  when 
diagnosis  is  unclear,  the  potential  injury  to 
the  patient’s  health  may  be  irreparable.” 

John  Alexander  McMahon,  President  of 
the  American  Hospital  Association,  said  “this 
unilateral  arbitrariness  is  precisely  the 
problem  with  the  general  approach  to 
program  economic  controls  adopted  by  the 
Social  Security  Administration  in  carrying 
out  its  responsibilities.  It  clearly  suggests 
that  SSA  continues  to  utilize  law  to  suit  its 
own  concerns  and  not  to  reflect  in  a careful 
and  publicly  acknowledged  way  a commit- 
ment to  honor  legitimate  costs  in  the 
delivery  of  health  care.” 


Medicare  & fees. 

The  physicians’  Medicare  fee  index  angrily 
debated  by  the  AMA  and  the  HEW 
Secretary  during  the  Ways  and  Means 
Health  Subcommittee  “public  oversight” 
hearing,  limits  reimbursement  to  17.9 
percent  above  levels  prevailing  in  fiscal  year 
1973. 

Now  in  effect,  the  new  payment  formula, 
according  to  HEW  Secretary  Weinberger, 
will  save  the  government  an  estimated  $26 
million  during  this  fiscal  year  out  of  a total 
Medicare  Part  B outlay  of  $3.2  billion. 

The  AMA  has  charged  that  Congress 
intended  local,  rather  than  national  indexes; 
that  the  limitation  was  not  supposed  to  be  on 
a procedure-by-procedure  basis  but  an 
aggregate;  and  that  HEW  allowed  insuf- 
ficient time  for  discussion  on  the  manner  in 
which  it  has  decided  to  draw  up  the  index. 
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The  control  will  simply  force  more  physicians 
to  abandon  the  assignment  method,  AMA 
warned. 

Weinberger  argued  that  while  the  Senate 
Finance  Committee  report  suggested  that  a 
separate  index  for  each  locality  be  calculated, 
"a  national  index  is  being  used,  at  least 
initially,  because  the  data  required  to 
construct  local  indices  are  not  now 
available.” 


Mathews  selected. 

F.  David  Mathews,  39-vear-old  President 
of  the  University  of  Alabama,  has  been 
selected  by  President  Ford  to  be  the  new 
Secretary  of  the  Health,  Education  and 
Welfare  Department. 

As  HEW  Secretary,  Mathews  will  be  at 
the  center  of  domestic  controversies, 
including  welfare,  social  security,  education 
and  the  big  federal  health  programs.  He  will 
spearhead  the  Ford  Administration's  ex- 
pected drive  for  its  own  national  health 
insurance  program  next  year.  He  will  also 
have  to  cope  with  the  lawsuits  filed  by 
medical  and  hospital  organizations  against 
control  regulations  imposed  by  Weinberger. 
And  there  is  always  the  vexing  and 
apparently  insoluble  problem  of  straighten- 
ing out  the  organizational  mess  at  HEW. 


Medicare.  Medicaid.  & 
medical  colleges. 

The  Association  of  American  Medical 
Colleges  (AAMC)  has  filed  suit  to  prevent 
the  Department  of  Health,  Education  and 


Welfare  from  implementing  Medicare-Medi- 
caid hospital  cost-control  regulations,  that 
became  effective  July  1,  1975. 

The  action  seeks  a preliminary  injunction 
against  regulations  which  set  limits  on 
routine  service  costs  in  short-term,  non- 
federal  hospitals. 

AAMC  says  the  regulations  fail  to  consider 
factors  in  hospital-cost  measurement  that 
Congress  wrote  into  law;  namely,  the  scope 
of  services  offered,  the  quality  and  intensity 
of  care,  and  hospitals’  education  programs. 
As  a result,  many  hospitals'  daily  costs  will 
soar  far  beyond  the  amounts  allowed,  AAMC 
says. 

HEW's  reimbursement  schedule  for  these 
routine  daily  costs  groups  hospitals  according 
to  their  urban  or  non-urban  location,  area 
per-capita  income,  and  bed  number.  Similar 
interim  regulations  have  been  in  effect  for 
the  past  year,  but  at  a higher  reimbursement 
rate. 

Particularly  hard  hit  would  be  the  nation’s 
teaching  hospitals,  said  Charles  Wolman, 
Administrator  of  Yale-New  Haven  hospital, 
New  Haven,  Connecticut.  AAMC  estimates 
733  hospitals,  about  12.8  percent  of  the  total, 
would  be  adversely  affected. 

"Johns  Hopkins  University  Hospital,  in 
Baltimore,  would  have  a maximum  (for  daily 
routine  charges)  of  $120,”  he  said,  “while 
D.C.  General  Hospital,  34  miles  away,  would 
be  allowed  $174. 

"Duke  University  Hospital  (in  Durham, 
N.C.)  would  be  allowed  $89  while  nearby 
Charlotte,  N.C.,  Memorial  Hospital  would 
receive  $120.” 

Wolman’s  own  hospital  has  been  allotted  a 
daily  allowable  charge  of  $174. 
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I Remember 

MY  PRACTICAL  EXAM 

I was  a resident  or  instructor,  but  I was 
still  learning  my  specialty  of  anesthesiology, 
and  I decided  to  get  my  license  in  my 
training  state.  One  part  of  the  test  was 
called  a practical  exam,  and  you  were  given 
a hospital  room  number,  whereupon  you 
went  to  see  that  patient  and  you  tried  to 
figure  out  what  was  wrong  with  him.  The 
test  was  being  given  at  my  own  hospital,  and 
I just  about  knew  every  patient  there,  so  I 
felt  reasonably  safe. 

I guess  there  were  more  candidates  than 
patients,  because  two  of  us  were  assigned 
to  the  same  invalid.  The  interview  with  the 
new  patient  always  consists  in  taking  a 
history  and  then  doing  a physical  examina- 
tion. And  the  first  thing  you  ask  in  getting  a 
history  is  his  chief  complaint.  So  as  we  two 
came  into  the  patient’s  room,  (he  was  a new 
patient  and  I had  never  seen  him  before)  I 
asked  something  like  what  brought  you  to 
the  hospital,  or  what  is  troubling  you? 

The  patient  usually  says  it  hurts  right 
here,  or  I can’t  seem  to  get  my  breath,  or 
I'm  losing  weight.  But  my  patient  said  I have 
too  much  blood.  So  we  thanked  him,  and  we 
went  back  downstairs  and  we  said  to  the 
examiner,  he's  got  polycythemia.  It  turned 
out  we  were  right,  and  we  said  we’d  refer 
him  to  a hematologist,  or  to  a good  internist; 
and  the  examiner  said  that’s  what  he  did, 
too.  It  was  one  of  my  best  days;  I had  to 
take  written  examinations,  too,  but  I liked 
the  practical  better. 

— F.C. 


Books 


Hooks  Reviewed. 

Psychiatry  in  broad  perspective,  by  Roy  R.  Grinker, 
M.D.;  262  pages;  $14.95  hardcover;  published  1975  by 
Behavioral  Publications,  New  York. 

The  author  is  Professor  of  Psychiatry  at  Pritzker 
Medical  School,  University  of  Chicago;  and  Chairman, 
Department  of  Psychiatry  and  Director,  Institute  for 
Psychosomatic  and  Psychiatric  Research  and  training, 
Michael  Reese  Medical  Center. 

It  is  a philosophical  book  about  psychiatry;  it  is  a 
musing  book;  it  begins  with  From  Magic  through 
Religion  to  Science  and  Back  Again.  It  is  nicely  written, 
it  is  divided  into  15  chapters;  and  there  is  an  author 
index  and  a subject  index,  and  there  are  references. 

Dr  Grinker  adds  this  to  his  already  impressive  list 
of  more  than  240  articles  and  books.  It  is  a plea  for 
organized  research  in  psychiatry,  and  for  the  definition 
of  its  position  in  the  midst  of  other  fields.  If  you  are  a 
psychiatrist  or  if  you  are  studying  to  be  one,  I think 
you  will  like  this  book. 

-F.C. 


Young  inner  city  families,  by  Margaret  M.  Lawrence, 
M.D.;  139  pages;  $10.95  hardcover;  published  1975  by 
Behavioral  Publications.  New  York. 

The  author  is  a child  psychiatrist  and  has  been  a 
member  of  mental  health  teams.  The  book  is  divided 
into  seven  chapters  and  contains  a bibliography;  there 
is  no  index. 

There  are  stories  of  young  children,  in  Harlem,  I 
gathered,  and  of  their  families;  of  Jared  and  Hasson,  of 
Buddy,  Mimi,  Willie,  Susan;  and  of  Preston  and  of 
Pedro,  in  great  detail.  The  book  is  not  technical. 

The  studies  are  of  these  children  in  child  health 
stations,  day  care  centers,  diagnostic  clinics,  and 
therapeutic  nurseries.  They  show,  the  book  seems  to 
say,  that  their  approaches  are  effective  in  the  inner 
city. 

-F.C. 
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Picture  Gallery 


At  the  Annual  Session,  1975,  of  the  Nebraska  Medical  Association 


Presentation  of  fifty-year  certificate  to  E.  Burkett  Reed,  M.D., 
Lincoln. 


Presentation  of  fifty-year  certificate  to  Harley  J.  Hotz,  M.D., 
Omaha. 


Presentation  of  fifty-year  certificate  to  Michael  W.  Barry,  M.D., 
Omaha. 


Presentation  of  fifty-year  certificate  to  Charles  M.  Murphy,  M.D., 
Omaha. 


Presentation  of  fifty-year  certificate  to  William  H.  Scoins,  M.D., 
Omaha. 


Presentation  of  fifty-year  certificate  to  Harold  S.  Morgan,  M.D., 
Lincoln. 


Presentation  of  fifty-year  certificate  to  Leon  S.  McGoogan,  M.D., 
Omaha. 


Presentation  of  fifty-year  certificate  to  Felipe  P.  Sucgang,  M.D., 
Alliance. 


Picture  Gallery 


At  the  Annual  Session,  1975,  of  the  Nebraska  Medical  Association. 


Presentation  of  fifty-year  certificate  to  Leslie  E.  Sauer,  M.D., 
Tekamah. 


Nebraska  Association  of  Medical  Assistants  booth. 


Presentation  of  fifty-year  certificate  to  John  P.  Gilligan,  M.D., 
Nebraska  City. 


Annual  Session  Exhibit. 


Rik  Bonness  addressing  Athletic  Medicine  Luncheon. 


Annual  Session  Exhibit. 


George  Sullivan,  R.P.T.  demonstrating  taping  technique  in  NMA 
Sub-Committee  on  Athletic  Injuries  booth.  Annual  Session  Exhibit. 


REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMITTEES 

ANNUAL  SESSION 
April  27,  28  and  30,  1975 

(These  reports  appear  as  originally  submitted.  For 
the  House  of  Delegates  deliberations,  possible  changes, 
and  final  action,  refer  to  the  minutes  which  follow  these 
reports). 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Carl  L.  Frank,  M.D..  Scottsbluff,  Chairman;  Charles  F.  Ashby.  M.D.. 
Geneva;  Robert  B Benthack.  M.D..  Wayne;  Dwight  W.  Burney.  Jr.. 
M.D..  Omaha;  Russell  L.  Gorthey,  M.D.,  Lincoln. 

As  demonstrated  in  the  Handbook  by  the  Annual 
Audit,  the  Association  was  able  to  operate  in  1974 
within  its  income.  Your  Board  at  its  December,  1974, 
meeting,  established  a 1975  budget  of  $153,412,  for 
operations  of  the  Nebraska  Medical  Association.  With 
the  information  available  at  that  time,  the  Board 
anticipated  some  surplus  at  the  end  of  1975.  In  an 
effort  to  keep  the  society  informed  of  the  financial 
operations  of  the  Association,  the  Board  includes  with 
this  report  pie  charts  indicating  our  sources  of  income 
and  expenditures  for  1974. 

Additionally,  the  Annual  Audit  demonstrates  a 
purchase  price  value  of  the  investment  amount  at  the 
end  of  1974  of  $87,980.  Obviously  the  fair  market  value 
of  this  portfolio  today  is  somewhat  less  than  this  figure; 
however,  it  is  the  feeling  of  the  Board  and  of  our 
investment  counsel  that  the  portfolio  contains  a stable 
diversity  of  investments. 

The  Board  does  wish  to  point  out  at  this  time,  that 
due  to  increased  costs  of  operation  in  recent  years,  the 
ratio  of  the  investment  portfolio  to  the  operating 
budget  of  the  Association  has  been  steadily  declining. 
Assuming  the  investment  portfolio  will  return  to  the 
above  mentioned  figure,  we  would  have  at  that  time  a 
reserve  equal  to  60%  of  our  1975  operating  budget. 
Traditionally  the  Association  has  attempted  to  retain  a 
portfolio  reserve  equal  to  100%  of  the  current 
operating  budget.  Also  traditionally,  the  Association 
has  not  gone  into  its  reserves  for  the  purpose  of  deficit 
spending.  With  this  subject  in  mind,  the  Board  wishes 
to  bring  to  the  House  of  Delegates  a recommendation 
for  a dues  increase  to  be  effective  January  1,  1976. 

DUES  INCREASE  — While  the  Board  did  not 
discuss  a dues  increase  at  its  December  meeting, 
information  which  has  come  to  light  since  that  time  has 
necessitated,  in  the  opinion  of  the  Board,  the  need  to 
propose  to  the  House  of  Delegates  a recommendation 
for  a dues  increase. 

The  Board  has  been  informed  that  the  revision  of  the 
Relative  Value  Study  is  now  in  the  hands  of  the  printer 


and  the  estimated  cost  of  this  publication  will  be 
approximately  $15,000. 

In  addition,  as  approved  by  the  House  of  Delegates 
at  the  Fall  Session,  a per  diem  not  to  exceed  $2,500  per 
year  has  been  approved  to  reimburse  the  President  of 
the  Association  for  a portion  of  the  time  he  spends  on 
Association  activities. 

Further,  the  Board  notes  the  recommendation  of  the 
Medical  Service  Committee  requesting  the  House  to 
approve  its  recommendation  for  obtaining  full-time 
lobbying  services  at  the  Nebraska  Legislature.  At  the 
time  of  this  report,  the  Board  does  not  have  available 
complete  cost  information  on  this  proposal. 

In  addition,  the  Board  notes  the  recommendation  of 
the  Medical  Education  Committee  and  feels  it  would  be 
necessary  to  anticipate  some  additional  Association 
expenses  in  relationship  to  this  program. 

The  Board  has  also  approved  addition  of  a staff 
member  to  the  Headquarters  Office  to  meet  the 
increasing  work  load  of  that  group.  The  last  staff 
increase  was  1965.  In  addition,  the  Association  is 
experiencing  the  same  increased  cost  of  operation  as 
any  other  business. 

With  the  aforegoing  thoughts  in  mind,  it  was  the 
conclusion  of  the  Board  that  in  order  for  us  to  continue 
to  operate  on  a solvent  basis,  it  would  be  necessary  to 
recommend  a dues  increase  for  1976  because  we  feel 
delay  until  1977  would  necessitate  deficit  spending  by 
that  time.  The  Board  is  cognizant  of  increases  in  certain 
local  county  society  dues  and  also  recognizes  the 
possibility  of  a request  for  increased  dues  at  the  AMA 
level;  however,  we  do  feel  that  our  request  is  justified 
at  this  time. 

In  conclusion,  your  Board  of  Directors  respectfully 
recommends  to  the  House  of  Delegates  an  increase  in 
dues  of  $20,  effective  January  1.  1976,  which  would 
bring  our  dues  to  $120  per  year. 

JOURNAL  — The  Nebraska  Medical  Journal 
continues  to  operate  at  a deficit.  Some  of  this  can  be 
attributed  to  addendum  administrative  costs  charged 
against  the  Journal  as  recommended  bv  our  auditor. 
The  House  will  recall  that  some  several  years  ago  the 
Association  was  required  to  pay  an  unrelated  income 
tax  on  the  Journal.  Because  of  this,  it  was 
recommended  that  additional  administrative  costs  be 
charged  to  insure  that  the  Journal  does  not  incur  any 
further  tax  assessments  in  the  area  of  unrelated 
income.  The  financial  status  of  the  Journal  is  carried  in 
Schedule  B-2  in  the  Annual  Audit. 

The  Board  wishes  to  commend  Doctor  Cole  for  his 
dedicated  work  on  our  official  publication. 

Please  note  the  addendum  pie  charts  and 

membership  breakdown  which  follow  this  report. 

Respectfully  submitted, 

CARL  L.  FRANK,  M.D., 

Chairman 
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PAIN  RELIEF 
FOR  THE  MAJORITY 

NO.  A “for  pain  intensity  below  the  need  for  injectables 

As  a rule,  only  pain  that  requires  morphine  is  beyond  the  scope 
of  Empirin®  Compound  with  Codeine  No.  4.  That’s  because  it 
delivers  a full  grain  of  codeine.  (In  the  preferred  phosphate 
form.)  Its  a ntitussive  action  is  particularly  appreciated  by 
patients  with  fractured  ribs,  and  following  chest  or  abdominal 
surgery.  Its  low  addiction  liability  is  a bonus  for  all  patients  who 
require  potent  analgesia. 

N0.3“for  almost  all  other  kinds  of  lesser  pain  C* 

Most  other  kinds  of  lesser  pain  respond  to  Empirin  Compound 
with  Codeine  No.  3— whether  musculoskeletal,  neurological, 
soft-tissue  or  visceral.  One  might  say  No.  3 is  an  “all-purpose” 
analgesic - not  too  little,  not  /Burroughs  Wellcome  c„. 

tOO  much.  Just  right  for  your  / Research  Triangle  Park 

out-patientsin  these  categories.  Wellcome  / North  Carolina  27709 


Wherever  it  hurts 

IRIN  COMPOUND  c CODEI 

o.3,  codeine  phosphate*(32.4  mg)  gry2  ■ No. 4,  codei  ne  phosphate*(64.8  mg)  gr  1 

* Warning— may  be  habit-forming.  Each  tablet  also  contains  aspirin  gr  3V2,  phenacetin  gr  2V£,  caffeine  gr  y2. 
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1975  COUNTY  SOCIETY  MEMBERSHIP 
[As  of  April  16.  1975] 

(Figures  shown  ( ) indicate  1974  membership! 


State 

& 

No 

1975 

County 

A\1A 

AMA 

Life 

Totals 

Delinquent 

Adams 

26 

(31) 

13 

(10) 

5 

(6) 

44 

(47) 

2 

Antelope-Pierce 

9 

(9) 

1 

(1) 

10 

(10) 

Boone 

3 

(2) 

3 

(2) 

Box  Butte 

7 

(7) 

1 

(1) 

1 

(1) 

9 

(9) 

Buffalo 

31 

(29) 

10 

(9) 

5 

(5) 

46 

(43) 

1 

Cass 

3 

(4) 

2 

(1) 

1 

(1) 

6 

16) 

Chevenne-Kimball-Deuel 

9 

(10) 

9 

(10) 

Cuming 

2 

(3) 

2 

(2) 

4 

(5) 

Custer 

4 

(4) 

1 

1 

(2) 

6 

(6) 

Dawson 

13 

(13) 

1 

(1) 

14 

(14) 

Dodge 

16 

(17) 

9 

(9) 

3 

(3) 

28 

(29) 

Five 

7 

(8) 

1 

1 

(1) 

9 

(9) 

Four 

2 

(2) 

5 

(3) 

7 

(5) 

Gage 

11 

(14) 

6 

(5) 

4 

(4) 

21 

(23) 

1 

Hall 

26 

(29) 

10 

(10) 

2 

(2) 

38 

(41) 

3 

Hamilton 

1 

(6) 

6 

2 

(2) 

9 

(8) 

Holt  & Northwest 

9 

(8) 

4 

(5) 

13 

(13) 

Howard 

2 

(2) 

(1) 

2 

(2) 

4 

(5) 

Jefferson 

6 

(6) 

1 

(1) 

7 

(7) 

1 

Knox 

3 

(3) 

1 

(1) 

1 

(1) 

5 

(5) 

Lancaster 

164 

(189) 

43 

(261 

24 

(23) 

231 

(238) 

7 

Lincoln 

9 

(16) 

20 

(14) 

4 

(3) 

33 

(33) 

1 

Madison 

22 

(24) 

1 

(1) 

2 

(2) 

25 

(27) 

Northwest 

11 

(11) 

2 

(2) 

1 

ID 

14 

(14) 

Omaha 

447 

(478) 

124 

11021 

51 

(57) 

622 

(637) 

29 

Otoe 

5 

(7) 

4 

(2) 

3 

(3) 

12 

(12) 

1 

Perkins-Chase 

5 

(5) 

5 

(5) 

Phelps 

5 

(6) 

2 

(2) 

7 

(8) 

1 

Platte 

17 

(17) 

11 

(5) 

1 

(1) 

29 

(23) 

Saline 

6 

(6) 

6 

(6) 

Saunders 

5 

(5) 

5 

(5) 

Scotts  Bluff 

33 

(39) 

16 

(12) 

1 

(1) 

50 

(52) 

Seward 

8 

(7) 

1 

(11 

1 

(1) 

10 

(9) 

South  Central 

5 

(7) 

3 

(2) 

8 

(9) 

Southeast 

10 

(11) 

5 

(3) 

2 

(2) 

17 

(16) 

Southwest 

17 

(18) 

1 

(1) 

1 

(2) 

19 

(21) 

Stanton 

1 

(1) 

1 

(1) 

Washington-Burt 

6 

(5) 

4 

(4) 

3 

(3) 

13 

(12) 

York 

7 

(8) 

2 

(3) 

9 

(11) 

TOTALS 

973  i 

1067) 

311 

(238) 

124 

(131) 

1408 

(1436) 

47 

% of  Total  Membership 


Omaha  44.2% 

Lincoln  16.4% 

Out-State  39.4% 
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1975  STUDENT  AND  HOUSE 
OFFICER  MEMBERSHIPS 


II 

of  N Creighton 

Mi  sc. 

Total 

Student  Members 

29 

10 

39 

House  Officer  Members 

19 

4 

4 

27 

AGE  BREAKDOWN  OF  NON-A.M.A. 

MEMBERS 

Age  Group 

Omaha 

Out- 

Lincoln  State 

Total 

Under  40 

28 

12 

27 

67 

40  -50 

44 

7 

35 

86 

51  -60 

31 

15 

28 

74 

61-  69 

8 

3 

27 

38 

70  & Over 

6 

2 

15 

23 

AMA  paid  thru  other  state 

1 

1 

No  Age  Available 

7 

4 

11 

22 

TOTALS 

124 

43 

144 

311 

Following  are  the  number  of  members  upon  which 
the  number  of  Delegates  to  the  A.M.A.  are  based: 


State 
& AMA 

State 

Only* 

Service 

Life 

Total 

1971 

1222 

11 

2 

1235 

1972 

1041 

13 

1 

125 

1180 

1973 

1004 

11 

1 

124 

1140 

1974 

1067 

13 

1 

131 

1212 

1975 

973 

24 

124 

1121 

* Eligible 

for  dues 

exemption  in 

A.M.A. 

because 

age.  disability,  etc. 

REPORT  OF  DELEGATE  TO  AMERICAN  MEDICAL 
ASSOCIATION,  CLINICAL  MEETING 
I.  REFERENCE  COMMITTEE  ON  CONSTITUTION 
AND  BYLAWS 

Report  O.  Bd.  of  Tr. 

Proposed  that  “the  betterment  of  Public  Health"  be 
removed  from  Article  2 and  substituted  by  “to  improve 
the  quality  of  life."  This  was  referred  to  the  Council  on 
Constitution  and  Bylaws.  Only  one  person  supported 
this  proposed  amendment.  Those  who  opposed  cited  the 
fact  that  we  had  neither  the  money  nor  the  knowledge 
to  make  our  primary  concern  the  improvement  of  the 
quality  of  life. 

Report  B.  C on  C and  B 

The  name  of  the  section  on  Plastic  and 
Reconstructive  Surgery  is  changed  to  Section  on 
Plastic.  Reconstructive  and  Maxillofacial  Surgery. 

Report  H.  C on  C and  B 

This  is  an  amendment  to  the  Bylaws  limiting  the 
number  of  nominees  for  Trustee  on  the  second  and 
subsequent  ballots,  but  not  on  the  first  ballot.  Adopted. 

Report  I.  C on  C and  B. 

This  report  permits  medical  specialty  societies  to 
select  the  delegates  from  the  specialty  sections  to  the 
House  of  Delegates.  Referred  back  to  the  Council. 

Resolution  63. 

This  proposes  that  the  AMA  develop  models  for  the 
use  of  State  and  County  Medical  Societies  in  order  to 
involve  medical  students  in  AMA  activities.  In  addition, 
other  proposals  were  made  in  order  to  obtain  more  in- 
volvement of  medical  students.  This  was  referred  to  the 
Council  on  Constitution  and  Bylaws  for  implementation. 

Resolution  4. 

This  will  permit  delegates  elected  by  their  state 
associations  to  be  seated  at  the  AMA  meeting  following 


their  election  rather  than  waiting  for  the  following 
January  1.  This  was  referred  to  the  Council  on  Con- 
stitution and  Bylaws  for  the  proper  language. 

Resolution  3. 

The  final  vote  on  all  secret  ballots  of  the  House  of 
Delegates  will  be  made  public.  Adopted. 

Resolution  66. 

The  proposal  that  all  Housestaff  participation  on 
councils  and  committees  of  the  AMA  be  as  voting 
members  was  rejected. 

II.  REFERENCE  COMMITTEE  A 

Resolution  7. 

Opposed  the  use  of  the  language  of  Blue  Cross  of 
Montana  to  patients  and/or  beneficiaries  which 
indicated  that  services  rendered  by  physicians  was  not 
medically  necessary.  This  was  adopted  and  referred  to 
the  Council  on  Medical  Service. 

Report  M.  Bd.  of  Tr.  and  Report  J.  Co.  Med.  S. 

Recommends  that  there  be  insurance  coverage  for 
complete  maternity  care.  Adopted.  Health  Insurance  in 
industry  and  government  to  be  notified. 

Report  F.  Jud.  Co. 

This  cautioned  physicians  that  the  acceptance  of  pay- 
ments as  a reward  for  keeping  utilization  below 
previously  determined  rates  may  interfere  with  the 
physician's  obligations  to  his  patients.  Adopted. 

Report  L.  Co.  Med.  S. 

This  was  a discussion  of  the  problem  regarding 
billing  for  services  performed  by  physician's  assistants. 
The  entire  report  should  be  read  by  those  people  who 
are  directly  concerned.  Basically,  such  services  are 
performed  under  the  supervision  and  responsibility  of 
the  physician.  Adopted. 

Resolution  30. 

Has  to  do  with  allowing  a physician  to  bill  private 
patients  for  services  rendered  by  a House  Officer 
where  the  service  was  performed  under  the  physician's 
personal  observation.  This  was  referred  to  the  Judicial 
Council  and  Council  on  Medical  Service. 

Resolution  15. 

Uniform  claim  form  for  accident  and  health  insurance. 
This  calls  for  the  AMA  to  encourage  physicians  to 
accept  and  use  the  Association's  uniform  health 
insurance  claim  form  and  also  requested  insurers  to  use 
a plastic  identification  card  in  order  to  better  fill  in 
identification  data  on  the  claim  form.  This  resolution 
was  adopted  as  modified. 

Report  T.  Bd  of  Tr. 

This  notes  that  the  Council  on  Legislation  is 
developing  model  legislation  as  a guide  to  state 
legislatures  for  statutes  in  order  to  preserve  con- 
fidentiality. Filed. 

Report  F.  Co.  Med.  S. 

Opposes  the  use  of  investigating  organizations  by  life 
insurance  companies  to  collect,  assemble  or  have  access 
to  privileged  medical  information.  Adopted. 

Resolution  56. 

Medicare  payments  to  chiropractors.  The  substitute 
resolution  was  adopted  which  calls  upon  the  Federal 
government  to  enforce  current  rules  and  regulations  re- 
garding payment  to  chiropractors;  namely,  that  “pay- 
ment may  be  made  only  for  chiropractors'  manual 
manipulation  of  the  spine  to  correct  a subluxation 
(demonstrated  by  x-ray  to  exist)  which  has  resulted  in 
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a neuromusculoskeletal  condition  for  which  such 
manipulation  is  appropriate  treatment." 

Report  E.  Co.  Med.  S. 

This  is  an  extensive  report  on  the  AMA  activities 
under  a contract  with  HEW  on  the  role  of  the 
professional  health  provider  in  the  Medicaid  Early  and 
Periodic  Screening,  Diagnosis  and  Treatment  Program. 
Filed. 

Report  B.  Co.  Med.  S. 

Asks  the  AMA  to  seek  a change  in  Social  Security 
regulations  allowing  physicians  to  be  reimbursed  for 
completing  disability  evaluation  reports.  Adopted. 

Resolution  10. 

Definition  of  a Family  Physician.  This  was  adopted.  It 

reads  as  follows: 

RESOLVED:  That  the  American  Medical  Associa- 
tion affirm  that  the  family  physician  be  defined  as  a 
physician  w'ho  practices  in  the  discipline  of  family 
practice  and  whose  training  and  experience  qualify 
him  to  practice  in  several  fields  of  medicine  and 
surgery,  with  particular  emphasis  on  the  family  unit, 
and  who: 

a.  Serves  the  public  as  a physician  of  first  contact 
and  means  of  entry  into  the  health  care  system; 

b.  Evaluates  his  patient's  total  health  needs,  pro- 
viding personal  medical  care  within  one  or  more 
fields  of  medicine,  and  refers  the  patient  when 
indicated  to  appropriate  sources  of  care  while 
preserving  the  continuity  of  his  care; 

c.  Assumes  responsibility  for  his  patient's  com- 
prehensive and  continuing  health  care  and  acts 
as  coordinator  of  his  patient's  health  services; 
and 

d.  Accepts  responsibility  for  his  patients'  total 
health  care,  including  the  use  of  consultants, 
within  the  context  of  their  environment,  includ- 
ing the  community  and  the  family  or  comparable 
social  unit. 

Adopted. 

Report  I.  Co.  Med.  S. 

This  is  an  informational  report  on  the  subject  of 
Foundations  for  Medical  care.  It  contained  no  recom- 
mendations. It  alludes  to  disagreements  between  the 
American  Association  of  Foundations  for  Medical  Care 
and  the  AMA.  This  report  was  filed.  It  should  be  read 
in  its  entirety  by  anyone  interested  in  the  subject  of 
Foundations. 

Report  W.  Bd.  of  Tr.,  Resolutions  32,  34,  36,  61. 

Report  on  National  Health  Insurance.  It  listed  the 
principles  which  the  Board  has  adopted  as  guidelines  in 
its  position  on  national  health  insurance. 

1)  Minimal  federal  involvement  in  administration. 

2)  State  jurisdiction  with  regard  to  licensure  of 

physicians  and  regulation  of  insurance. 

31  Minimal  federal  dollars  in  financing  comprehen- 
sive coverage. 

4)  Pluralistic  funding  — federal,  state,  private, 
employer-employee  and  a tax  credit. 

5)  No  Social  Security  tax  financing. 

6)  No  Social  Security  administration  of  NHI. 

7)  Cost  sharing  by  participating  individuals  and 

families. 

8)  Subsidy  for  indigent. 

9)  Use  of  private  insurance  on  risk  and  underwrit- 

ing basis. 


10)  Comprehensive  coverage  — basic  and  catastro- 

phic for  entire  population. 

11)  Pluralism  in  health  care  delivery. 

12)  Cost  and  quality  controls. 

13)  Coordination  and  continuity  of  benefits. 

Adopted. 

Report  V.  Bd.  of  Tr. 

This  is  a status  report  on  AMA  activities  concerning 
PSRO.  It  was  filed.  The  House  asked  the  Board  of 
Trustees  to  publish  a status  report  prior  to  the  June, 
1975  meeting  on  accomplishments  of  the  AMA  Advisory 
Committee  on  PSRO;  progress  on  the  $1,000,000  grant 
from  HEW  for  specialty  society  "criteria;''  a description 
of  the  amendments  to  the  PSRO  law;  evaluation  of  the 
PSRO  program.  Adopted. 

Resolution  23. 

The  AMA  reaffirmed  the  value  of  the  Tissue  Com- 
mittee, Mortality  Conference,  Morbidity  Reviews, 
Medical  Audit  and  Utilization  Reviews  in  assuring  the 
quality  of  care.  Adopted. 

Resolution  24. 

This  was  adopted  as  amended:  Medical  Audit  and 
Utilization  Review. 

RESOLVED,  that  the  competence  of  the  physician 
practicing  in  an  environment  conducive  to  his  ability 
to  make  judgments  and  exercise  his  skills  in  the  best 
interest  of  his  patients,  be  recognized  as  the  prime 
assurance  to  the  public  of  quality  care;  and  be  it 
further 

RESOLVED,  that  the  medical  audit  or  utilization 
protocols  which  hospital  medical  staffs  are  required 
to  use  for  either  concurrent  or  retrospective  review 
for  either  PSRO,  Joint  Commission  on  Accreditation, 
Medicare,  Medicaid  and  others,  approval  be  confined 
to  those  methods  whose  screening  techniques  can  be 
reasonably  expected  to  be  valid,  reliable  and  respect- 
ful of  the  necessity  to  use  both  physicians  and  other 
personnel  involved  in  a cost  effective  manner;  and  be 
it  further 

RESOLVED,  that  when  such  screening  techniques 
show  that  the  medical  care  in  the  particular  category 
under  review  is  consistent  with  the  general  standard 
of  care  for  the  region,  no  further  professional  review 
should  be  required;  and  be  it  further 

RESOLVED,  that  to  avoid  duplication,  when  a 
peer  review  organization,  organized  by  the  practicing 
physicians  of  the  area,  has  determined  that  a medical 
staff  has  an  adequate  medical  audit  and  utilization 
procedure,  it  should  be  accepted  by  the  state  agency, 
the  Joint  Commission  on  Accreditation,  Medicare, 
Medicaid  and  others,  unless  there  is  evidence  by  the 
state  agency  or  the  Joint  Commission  that  the  peer 
review  organization  has  not  acted  in  the  best  interest 
of  quality  medical  care;  and  be  it  further 

RESOLVED,  that  the  American  Medical  Associa- 
tion develop  appropriate  standards  or  protocols  for 
evaluating  the  effectiveness  and  efficiency  of  present 
and  proposed  medical  care  review  processes. 


III.  REFERENCE  COMMITTEE  B 
Resolution  27. 

This  calls  for  the  AMA  to  oppose  mandatory  service 
as  a condition  of  graduating  from  medical  school, 
licensure  and  relicensure,  controls  over  residency  pro- 
grams, etc.  by  the  Federal  Government.  It  was  pointed 
out  that  the  Association  is  now  actively  carrying  out 
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this  kind  of  opposition.  Resolution  was  referred  to  the 
Board  of  Trustees. 

Resolutions  43  and  57. 

This  urged  the  AMA  to  seek  advice  from  the  state 
medical  societies  in  the  development  of  policy  on 
medical  legislation  and  to  encourage  active  participation 
in  state  medical  societies  in  liaison  with  members  of 
Congress.  This  was  adopted. 

Resolution  55. 

The  House  adopted  a substitute  resolution  which 
stated  that  acupuncture  in  the  U.S.A.  is  an  experi- 
mental procedure  and  should  be  performed  in  a 
research  setting  by  a licensed  physician.  It  urged 
constituent  societies  to  seek  legislation  on  rules  and 
regulations  to  confine  the  performance  of  these 
settings. 

IV.  REFERENCE  COMMITTEE  C 

Report  D.  Bd.  of  Tr. 

Recommended  that  the  AMA  try  to  influence  medical 
licensing  boards  to  license  a DO  as  an  MD  who  success- 
fully completes  an  AMA-approved  graduate  medical 
education  program.  This  was  not  adopted.  This  is  a real 
"can  of  worms."  The  issue  will  probably  be  settled  in 
the  courts. 

Report  E.  Bd.  of  Tr. 

Proposed  that  the  AMA  representatives  to  the  Co- 
ordinating Council  on  Medical  Education  and  the  liaison 
Committee  on  undergraduate,  graduate,  and  continuing 
medical  education  be  appointed  by  the  Board  of 
Trustees  based  on  nominations  submitted  by  the 
Council  on  Medical  Education.  Adopted. 

Report  F.  Bd.  of  Tr. 

Report  F was  adopted.  A substitute  resolution  for 
Resolution  6 and  11  which  concerns  the  evaluation  of 
competence  of  physicians  was  also  adopted.  This 
emphasizes  that  performance  rather  than  examination 
of  knowledge  be  supported  as  a means  of  appraising 
competence  in  patient  care.  It  also  states  that  if  re- 
certification is  required  by  specialty  boards,  considera- 
tion should  be  given  to  basing  such  recertification  upon 
continuing  medical  education  and  the  assessment  of  per- 
formance through  peer  review  committee. 

Report  G.  Bd.  of  Tr. 

This  urges  specialty  boards  to  give  particular 
attention  to  the  needs  and  interests  of  practicing 
diplomates  and  to  work  closely  with  specialty  societies 
in  the  design  of  certification  and  recertification 
procedures.  It  also  urged  that  membership  of  the 
boards  include  more  representation  from  practicing 
physicians. 

Report  H.  Bd.  of  Tr. 

1’his  is  a guideline  for  Housestaff  contracts  or  agree- 
ments. This  is  an  extensive  report  and  should  be 
studied  by  the  institutions  which  enter  into  contractual 
relations  with  Housestaff.  Adopted. 

Report  L.  Bd.  of  Tr. 

This  report  is  in  opposition  to  the  National  Board  of 
Medical  Examiners  proposal  that  Housestaff  should 
have  a limited  license  until  completion  of  postgraduate 
training.  Adopted. 

Resolution  53. 

Moonlighting.  This  relates  to  the  fact  that  a member 
of  the  Housestaff  may  spend  his  time  in  any  way  that 
he  sees  fit  on  his  off-duty  hours,  but  that  the  specifics 
of  off-duty  hour  and  extramural  activities  should  be 
negotiated  between  the  Housestaff  and  the  employer. 
Adopted. 


Report  N.  Bd.  of  Tr.  and  Resolution  67. 

A coordinating  Council  on  Medical  Education  is 
studying  the  problem  of  foreign  medical  graduates.  The 
House  asked  that  a comprehensive  report  be  made  to 
the  House  at  the  Annual  1975  convention.  Adopted. 

Resolution  52. 

This  refers  to  a report  on  Foreign  Medical  Graduates 
prepared  by  the  Task  Force  of  the  Committee  on 
Housestaff  Affairs.  It  will  be  distributed  with  the 
report  of  the  Coordinating  Council  when  the  latter  is 
available. 

Report  B.  Co.  M.  Ed. 

This  is  an  update  of  what  is  being  done  in  order  to 
prepare  individuals  for  positions  of  leadership  in 
medical  education.  Adopted. 

Report  C.  Co.  M.  Ed. 

This  responds  to  two  previous  resolutions  — 96  and 
112  respectively  which  addressed  themselves  to  the 
concept  that  graduate  medical  education  does  not 
adequately  address  itself  to  a continuum  of  broad-based 
undergraduate  education.  Report  C outlines  the 
programs  which  have  been  carried  out  in  order  to 
accomplish  these  goals.  It  should  be  carefully  studied 
by  those  engaged  in  medical  education.  Adopted. 

Report  D.  Co.  M.  Ed.  and  Resolutions  20,  31  and  40. 

These  have  to  do  with  the  failure  of  the  American 
Board  of  Allergy  and  Immunology  to  comply  with  the 
AMA  House  of  Delegates  recommendation  that  it  be 
compelled  to  change  its  name  to  the  Conjoint  Board  of 
Medical  and  Pediatric  Allergy  and  Immunology.  Report 
D was  referred  to  the  Board  of  Trustees  and  the  resolu- 
tions not  adopted. 

Report  E.  Co.  M.  Ed. 

Service  vs.  Education,  in  Medical  Education.  A sub- 
stitute resolution  was  proposed  requesting  that  an 
appropriate  balance  between  service  and  education  be 
maintained  in  the  education  of  a medical  student. 
Adopted. 

Report  F.  Co.  M.  Ed. 

This  is  a policy  statement  which  implements  due 
process  for  medical  students.  Adopted. 

Report  G.  Co.  M.  Ed. 

Request  the  individual  specialty  boards  to  consider 
providing  data  on  their  practices  and  procedures 
including  performance  of  candidates  and  cost  of 
operation.  Adopted. 

Report  H.  Co.  M.  Ed. 

Recommends  that  training  programs  provide  candi- 
dates with  a description  of  the  status  of  the  program 
and  its  accreditation,  including  any  sanctions  which  may 
have  been  directed  to  the  program,  such  as  pro- 
bationary status,  etc.  Adopted. 

Report  J.  Co.  M.  Ed. 

Confidentiality  of  Medical  Student  Records.  Much  of 
the  report  was  filed  but  the  following  was  adopted:  that 
the  record  of  the  medical  student  be  open  to  him  for  his 
examination. 

Resolution  13. 

This  calls  for  the  AMA  to  develop  appropriate  health 
education  curricula  for  school  teachers  and  to  involve 
medical  education  centers.  This  was  referred  to  the 
Board  of  Trustees. 

V.  REFERENCE  COMMITTEE  D 

Report  U.  Bd.  of  Tr. 

This  describes  several  current  mechanisms  for  ex- 
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changing  information  between  hospitals  and  medical 
societies  regarding  the  status  of  a physician.  These 
have  not  been  tested  in  court.  If  these  are  to  be  applied 
this  report  should  be  read  very  carefully.  Adopted. 

Report  B.  Jud.  Co. 

This  report  states  that  it  is  not  unethical  for 
physicians  to  provide  medical  services  to  members  of 
prepaid  medical  care  plans  that  advertise  providing 
that  the  advertising  does  not  identify  physicians  who 
provide  services  to  the  members.  Adopted. 

Joint  Report  M.E.  and  C.M.S. 

This  is  a review  of  their  progress  in  studying  the 
problems  connected  with  full-time  program  directors 
and  chiefs  of  services  in  hospitals.  The  report  was  filed. 

Report  H.  C.M.S. 

This  is  a review  of  what  the  AMA  is  doing  about 
increasing  accessibility  of  health  services  for  dis- 
advantaged segments  of  the  population.  Report  was 
filed. 

VI.  REFERENCE  COMMITTEE  E 
Report  A.  Jud.  Co. 

This  report  approves  the  dispensing  of  anti- 
gonorrheal  drugs  by  the  physician  rather  than  through 
prescription  when  the  purpose  is  to  preserve  con- 
fidentiality. Adopted. 

Report  K.  C.M.S. 

This  is  a definition  of  cosmetic  surgery.  It  should  be 
studied  by  those  interested.  Adopted. 

Resolution  18. 

Definition  of  death.  A substitute  resolution  states 
that  the  AMA  reaffirms  its  policy  that  at  present  the 
statutory  definition  of  death  is  neither  desirable  or 
necessary.  It  further  urges  state  medical  associations  to 
urge  postponement  of  enactment  of  legislation  defining 
death  by  statute.  Adopted. 

Resolution  42. 

Transportation  and  storage  of  Hazardous  Materials. 

A substitute  resolution  requests  appropriate  govern- 
ment agencies  to  develop  adequate  systems  for 
instructions  for  detoxification,  etc.  It  also  calls  for 
monitoring  of  transportation  and  storage  of  hazardous 
materials.  Adopted. 

VII.  REFERENCE  COMMITTEE  F 
Report  P.  Bd.  of  Tr. 

AMA  Dues.  The  Board  of  Trustees  calls  for  a dues 
increase  of  $90,  per  year  effective  January  1,  1975.  The 
House  adopted  a special  assessment  of  $60,  for  the 
calendar  year  of  1975  and  asks  that  the  Board  of 
Trustees  send  a report  to  the  House  in  June  of  1975  on 
the  subject  of  dues  increase.  In  addition,  the  House 
instructed  the  Board  to  rescind  its  actions  in 
discontinuing  councils,  committees,  publications,  etc. 
until  the  1975  Annual  Meeting.  A committee  of  the 
House  is  to  be  appointed  and  make  recommendations  at 
the  Annual  Meeting  in  1975.  The  Council  of  Long  Range 
Planning  was  also  asked  to  review  the  decisions  of  the 
Board  of  Trustees  which  were  set  forth  in  Report  P and 
report  back  in  June  of  1975.  Reference  Committee  F 
was  asked  to  continue  its  surveillance  of  AMA  financing 
with  the  Finance  Committee  of  the  Board,  especially 
and  including  those  items  such  as  per  diem  allowances, 
mailings,  postage,  telephone,  etc.,  etc. 

A half  day  was  allowed  for  discussions  of  Report  P in 
a large  ballroom.  The  discussion  generated  a great  deal 
of  heat  but  not  a great  deal  of  light.  One  concensus 
seemed  to  be  that  there  was  very  little  confidence 


expressed  in  the  ability  of  the  Board  of  Trustees  to 
manage  the  fiscal  affairs  of  the  AMA. 

Report  Q.  Bd.  of  Tr. 

This  has  to  do  with  the  1975  AMA  budget  as  well  as 
structural  revisions  and  public  affairs  committee 
establishment.  The  report  was  adopted  except  that  the 
structural  revision  recommendations  were  referred  to 
the  Council  on  Long  Range  Planning  and  the 
establishment  of  a public  affairs  committee  in  lieu  of  a 
Council  on  Legislation  and  the  AMPAC  Board  was  not 
approved. 

Report  X.  Bd.  of  Tr. 

This  reviews  advertising  policies  of  the  AMA.  The 
report  was  filed.  However,  recommendations  were 
made  stating  that  acceptance  of  advertising  in  medical 
journals  of  the  Association  was  a proper  function  and 
that  the  financial  considerations  be  studied  by  the 
Reference  Committee  F in  conjunction  with  the  Finance 
Committee  of  the  Board  and  a report  be  submitted  in 
June,  1975. 

Report  R.  Bd.  of  Tr. 

AMA  Priorities.  This  emphasized  the  fact  that  the 
future  challenges  can  only  be  met  by  a national 
organization  which  is  structurally  resilient,  financially 
independent,  scientifically  respected,  and  supported  by 
the  membership.  The  report  further  outlines  in  more 
detail  as  to  what  some  of  these  priorities  are.  Adopted. 

Resolution  65. 

Meaningful  Participation  of  Housestaff  in  AMA.  This 
was  a clarification  statement  of  how  Housestaff  could 
better  participate  in  AMA  activities. 

Report  Y.  Bd.  of  Tr. 

This  was  a progress  report  on  Professional  Liability. 
It  should  be  carefully  studied  by  our  own  state 
committee.  The  general  picture  throughout  the  U.S., 
particularly  as  brought  out  during  the  discussion,  is 
quite  bleak  and  something  must  be  done.  Adopted. 

Resolution  21. 

Substitute  resolution  calling  for  an  update  of  current 
procedural  terminology.  Adopted. 

VIII.  REFERENCE  COMMITTEE  G 
Report  C.  Bd.  of  Tr. 

Legal  restrictions  on  sexual  behavior  between 
consenting  adults.  This  report  recommends  that  the 
AMA  support  the  American  Law  Institute’s  Model 
Penal  Code  on  this  subject.  It  was  referred  back  to  the 
Board  of  Trustees. 

Report  J.  Bd.  of  Tr. 

Rural  Emergency  Medical  Services.  This  report 
recommends  that  State  and  County  Medical  Societies 
encourage  rural  communities  to  organize  rural 
emergency  medical  services  and  study  the  feasibility  of 
utilizing  resources  available  through  the  Emergency 
Medical  Services  Systems  Act  of  1973.  (PL  93-154)  This 
entire  report  should  be  studied  in  detail  by  the  rural 
county  societies  as  well  as  the  appropriate  committee  of 
the  State  Medical  Society.  Adopted. 

Report  I).  Jud.  Co. 

Interest  Charge  on  Delinquent  Accounts.  The  Judicial 
Council  reaffirmed  its  opinion  that  an  interest  charge 
cannot  be  made,  but  that  it  is  perfectly  ethical  to  add 
an  administrative  cost  as  a service  cost  for  re-billing. 
Adopted. 
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IX.  REFERENCE  COMMITTEE  If 

Resolution  44. 

Weight  Reduction  Clinics  Using  Human  Chorionic 
Gonadotropin.  The  House  voiced  its  opposition  to  this 
use  of  a drug  in  weight  control. 

X.  MISCELLANEOUS  ITEMS 

Dr.  Charles  E.  Robert  Parker  of  Montgomery. 
Alabama  received  the  1974  AMA  Dr.  Benjamim  Rush 
Bicentennial  Award. 

Distinguished  Service  Award  will  go  to  William  R. 
Willard,  M.D.,  of  Moundsville,  Alabama. 

Dr.  Harry  Schwartz,  of  Scarsdale,  New  York  will 
receive  the  Citation  of  a Layman  for  Distinguished 
Service. 

Ernest  B.  Howard.  M.D..  retiring  Executive  Vice 
President  of  AMA  received  a Special  Distinguished 
Service  Award. 

Leo  E.  Brown,  who  is  retiring  from  AMA  service 
after  24  years,  received  a commendation  resolution. 

LATE  RESOLUTIONS.  Seven  late  resolutions  were 
submitted  to  the  House.  None  were  received.  There 
were  many  "late"  reports  from  AMA  Councils,  etc.,  but 
none  were  challenged  by  the  members  of  the  House! 
What  is  sauce  for  the  goose  is  obviously  not  sauce  for 
the  gander! 

Respectfully  submitted. 

J.  R.  SCHENKEN,  M.D. 

Delegate  to  AMA 

REPORT  OF  AD  HOC  COMMITTEE 
ON  PSRO 

Houtz  G Steenburg,  M.D  . Chairman.  Aurora;  John  H Bancroft.  M.D., 
Kearney;  Warren  G.  Bosley.  M.D..  Grand  Island;  James  H.  Dunlap. 
M l)  . Norfolk;  Allan  C.  Landers.  M.D..  Scottsbluff;  Donald  J.  Pavelka, 
\l.l)  Omaha;  Frank  P.  Stone.  M.D..  Lincoln;  Carlyle  PL  W'ilson,  Jr., 
M l)  , Omaha 

Introduction 

The  Social  Security  Amendments  of  1972  contained 
a provision  which  requires  the  establishment  of 
Professional  Standards  Review  Organizations  (PSROs) 
to  monitor  health  care  services  rendered  to  Medicare, 
Medicaid,  and  Maternal  and  Child  Health  Beneficiaries 
which  are  reimbursable  under  the  Social  Security  Act. 
The  Nebraska  Medical  Association  House  of  Delegates 
considered  this  legislation  at  its  1973  Annual  Session 
and  adopted  the  position  that  a single-state  area  be 
designated  by  the  Secretary  of  HEW  if  a PSRO 
becomes  operative  in  Nebraska.  The  House  also 
adopted  the  establishment  of  an  Ad-Hoc  Committee  to 
study  PSRO  legislation  and  the  NMA's  future  role  in 
the  PSRO.  if  any. 

The  Ad-Hoc  Committee  held  its  first  meeting  in 
August  of  1973.  At  the  Annual  Session  in  1974,  the 
House  of  Delegates  directed  that  the  Ad-Hoc 
Committee  continue  to  explore  contingency  plans 
regarding  PSRO  in  the  event  that  repeal  of  this 
legislation  was  not  accomplished. 

The  committee,  in  its  effort  to  obtain  information  on 
programs  being  developed,  invited  consultants  to 
Lincoln  from  the  Illinois  Professional  Standards  Review 
Organization  and  the  Utah  Professional  Review 
Organization  to  discuss  in  detail  the  concepts  and 
mechanisms  they  were  employing.  The  visits  with  these 
representatives  and  other  existing  review  programs 
were  felt  beneficial  to  the  committee  in  its  effort  to 
gain  knowledge  of  how  the  statutes'  requirements  are 
being  met  across  the  country. 


At  its  Fall  Session  in  1974,  the  House  of  Delegates 
accepted  the  committee's  report  which  recommended 
the  establishment  of  the  Nebraska  Foundation  for 
Medical  Care,  and  granted  authority  to  the  Ad-Hoc 
Committee  on  PSRO  to  proceed  with  the  implementa- 
tion planning  for  a Foundation  and  a PSRO.  The  House 
adopted  a resolution  at  that  time  which  opposed  any 
special  assessment  of  the  membership  for  the  purpose 
of  providing  funds  for  operation  of  any  statewide 
PSRO. 

Following  this  important  session  the  committee 
focused  its  efforts  on  determining  how  to  approach  the 
planning  process,  and  concentrating  on  what  organiza- 
tional matters  needed  to  be  accomplished.  A budget 
was  established  and  the  matter  of  soliciting  donations 
was  considered.  A grant  from  the  Nebraska  Regional 
Medical  Program  was  obtained  in  the  amount  of 
S5.000.00  to  cover  various  expenses  incurred  by  the 
committee.  A contribution  was  obtained  from  Nebraska 
Blue  Cross-Blue  Shield  in  the  amount  of  $15,000.00  and 
it  was  decided  to  solicit  Nebraska  Physicians  for 
individual  voluntary  contributions  of  $50.00.  Currently, 
nearly  $9,000.00  has  been  obtained  from  physicians  in 
the  state. 

The  Ad-Hoc  Committee  soon  established  a Sub- 
Committee  on  Criteria  with  a primary  duty  of 
developing  length  of  stay  guidelines  and  criteria 
(diagnostic  and  treatment)  guidelines  for  Nebraska  for 
use  by  the  Foundation.  The  Sub-Committee  has  held 
several  meetings  and  is  currently  focusing  its  primary 
effort  on  establishing  length  of  stay  guidelines  bv 
utilizing  such  existing  data  as  that  available  from  PAS. 

In  November  of  1974,  the  Ad-Hoc  Committee 
formally  approved  the  Articles  of  Incorporation  for  the 
Foundation  and  they  were  submitted  to  the  Secretary 
of  State.  At  the  same  time,  legal  counsel  was  directed 
to  develop  a Constitution  and  By-Laws,  and  to  apply  for 
tax-exempt  (501C6)  status  with  the  Internal  Revenue 
Service. 

The  committee  held  joint  meetings  with  representa- 
tives of  the  Nebraska  State  Department  of  Public 
Welfare,  the  Nebraska  Hospital  Association,  the 
Nebraska  Dental  Association,  the  Nebraska  Medical 
Record  Librarians  Association.  Nebraska  Blue  Cross- 
Blue  Shield,  Optimum  Systems  Incorporated  of  Santa 
Clara,  California,  and  the  Dikewood  Corporation  of 
Albuquerque.  New  Mexico.  Discussion  primarily 
centered  around  the  relationship  each  of  these 
organizations  envisions  with  the  review  program  and 
the  actual  effort  several  of  the  organizations  hope  to 
exercise  within  the  program.  Various  review  activities 
currently  being  carried  on  by  Nebraska  agencies  were 
discussed  and  reviewed  in  detail.  The  committee  noted 
with  interest  the  preparation  being  made  by  several  of 
the  agencies  to  fulfill  various  aspects  of  the  PSRO 
requirements;  and  more  specifically  the  utilization 
review  regulations  scheduled  for  implementation  on 
April  1,  1975. 

The  committee  has  spent  many  hours  considering  the 
actual  role  which  should  be  played  by  the  Foundation  in 
meeting  Professional  Standards  Review  requirements 
as  specified  by  existing  law.  It  has  considered  the 
entire  matter  of  participation  from  a very  broad  all 
encompassing  approach  to  a rather  restrictive  "meet 
the  requirements  only"  avenue. 

Specific  proposals  have  been  received  and  studied 
from  Optimum  Systems  Incorporated  and  The 
Dikewood  Corporation  which  offer  not  only  the 
mechanical  means  of  carrying  out  data  accumulation 
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and  so  forth,  but  the  consultant  services  these 
companies  have  to  offer.  The  itemized  cost  for 
purchasing  these  services  has  also  been  considered. 
Suggestions  from  some  Nebraska  agencies  for  meeting 
the  requirements  of  Professional  Standards  Review 
were  received  and  considered  in  detail. 

The  committee  has  reviewed  all  avenues  available  to 
it  for  accomplishing  a satisfactory,  workable  review 
mechanism  and  presents  the  following  program  to  the 
House  of  Delegates.  This  report  to  the  House  of 
Delegates  is  the  direct  result  of  the  Delegates’  action  at 
the  Fall  Session  of  197-4.  which  granted  authority  to  the 
Ad-Hoc  Committee  on  PSRO  to  proceed  with  the 
implementation  planning  for  a Foundation  and  a PSRO. 

The  program  contains  the  basic  operating  structure 
to  be  employed,  and  various  proposed  contracts  which 
cover  financing  mechanisms  and  operational  function. 
Confidentiality  controls  and  organizational  relationships 
are  also  given  specific  attention  in  detail. 

Recommendation 

The  committee  recommends  the  proposal  submitted 
by  Nebraska  Blue  Cross-Blue  Shield  (a  corporation)  as 
being  the  most  appropriate  for  Nebraska.  A contract 
providing  the  formal  arrangement  has  been  added  as  an 
addendum  to  this  report. 

The  mechanism  being  proposed  will  generate 
adequate  financing  and  sustain  itself  on  an  equitable 
basis.  The  Foundation  will  purchase  those  services  it 
desires  from  the  corporation.  The  Foundation  will  be  an 
autonomous  organization  reaching  its  own  decisions 
with  only  desired  or  sought  out  information  from  any 
intermediary  or  third-party  payor. 

Statistically,  there  are  in  excess  of  265.000  hospital 
discharges  in  Nebraska  each  year.  In  1973,  there  were 
265,354  acute  discharges.  Of  this  total,  70.182  (26.4%  ) 
were  Medicare  discharges  handled  by  Blue  Cross,  and 
88.611  (33.4%)  were  Blue  Cross  subscriber  discharges. 
There  were  13.757  (5.2%  ) Medicaid  discharges. 

All  aspects  of  Foundation  function  whether  planning 
or  operational  will  be  carried  out  by  working  with 
Roger  D.  Mason.  M.D.,  Medical  Director  of  the 
corporation.  He  will  be  the  Foundation's  contact  on  any 
activities. 

The  corporation  is  interested  in  serving  in  this 
capacity  because  of  its  opportunities  to  sell  computer 
time.  It  is  also  a mechanism  for  the  corporation  to  work 
with  organized  medicine  on  establishing  agreement  on 
methodology  for  review  of  cases  and/or  problems  on 
such  matters  as.  for  instance,  how  claims  are  to  be 
judged.  It  must  be  recognized  there  is  no  specific 
corporate  advantage  for  the  corporation  to  enter  into 
this  agreement  with  the  Foundation  inasmuch  as  this 
will  be  a contractual  agreement  bought  and  paid  for  by 
the  Foundation  at  a per-cost.  per-service  basis. 

Interim  financing  will  be  available  through  a direct 
loan  from  the  corporation  in  an  amount  up  to 
S75.000.00.  This  will  need  to  cover  the  establishment  of 
the  final  mechanism  to  implement  the  review  program, 
namely  covering  the  transitional  period  between  the 
planning  and  operational  phases  of  the  program.  The 
maximum  interest  rate  on  this  loan  will  be  5%,  and  will 
apply  to  that  amount  of  money  loaned  to  the 
Foundation  in  the  form  of  cash.  Services  purchased  or 
utilized  by  the  Foundation  from  within  the  corporation 
will  be  billed  against  the  loan  with  no  financial 
transaction  taking  place  and  consequently  no  interest 
being  charged.  It  is  anticipated  the  Foundation  will  be 


on  a financially  self-sufficient  basis  in  less  than  one 
year. 

When  in  the  operational  phase,  the  Foundation  will 
be  compensated  for  its  work  on  a per  discharge  basis 
being  paid  directlv  by  the  hospital  it  serves.  The 
corporation  would  bill  the  Foundation  directly  for  the 
services  it  renders.  The  participating  Nebraska 
hospitals  can  recoup  their  costs  in  incorporating  them 
in  their  cost  structure  for  Medicare  - Medicaid,  other 
third-party  payors  and  individual  payors.  In  meeting 
their  commitment  to  the  Foundation,  Nebraska 
hospitals  would  have  two  cost  factors  to  build  into  their 
structure.  The  first  being  a base  charge  per  discharge 
which  will  be  assessed  by  the  Foundation  and 

secondly,  the  hospitals  labor  charge  for  a utilization 
review  coordinator  and  someone  (medical  record 

librarian,  nurse,  etc.  I from  within  the  institution  to 
abstract  the  cases. 

The  third-party  payor  will  be  responsible  for 

reimbursing  the  hospital  for  charges  assessed  it  or 
assumed  by  it  in  carrying  out  its  PSRO  responsibilities. 
The  Foundation  will  assess  or  bill  the  hospital  for 
review  activities  carried  out  on  its  patients.  The 

corporation  then  will  bill  the  Foundation  for  the 
services  it  provides. 

It  is  assumed  that  the  package  of  services  to  be 
provided  by  the  corporation  will  cost  approximately 
seventy  cents  per  discharge.  The  hospital  will  need  to 
apply  a cost  per  discharge  to  cover  its  labor  costs  in 
carrying  out  the  responsibilities  of  review  and  the 
Foundation  will  incorporate  a cost  per  discharge  in 
providing  sufficient  funding  to  cover  its  administrative 
responsibilities  in  this  program.  It  is  estimated  the  total 
cost  per  discharge  may  approximate  SI. 35  to  SI. 50. 

The  mechanism  for  carrying  out  the  actual  review 
has  been  discussed  in  some  detail.  Patient  care  is 
rendered  in  the  hospital,  during  which  time  concurrent 
utilization  review  and  certification  is  being  performed. 
Recognizing  that  a claim  for  payment  is  generated  by 
the  hospital  billing  office,  the  claim  is  then  sent  to  the 
third-partv  payor  or  intermediary  to  begin  its  process 
of  benefits  determination,  and  proper  utilization  of 
services.  Necessary  data  elements  would  be  abstracted 
from  the  patient's  chart  onto  a Foundation  form  by 
personnel  from  each  hospital's  medical  records 
department.  These  abstracts  then  would  be  sent  the 
corporation  on  a scheduled  basis.  If  deemed  necessary 
by  the  Foundation,  the  physician's  services  rendered  in 
any  given  hospitalization  would  be  abstracted  in 
addition  to  the  data  submitted  by  the  hospital. 

When  received  in  the  corporation's  office,  the 
abstracts  would  be  sent  to  the  Data  Entry  Division  on 
a scheduled  basis.  At  the  data  entry  position  the 
computer  would,  as  part  of  the  process,  edit  each 
abstract  for  element  voids.  If  the  abstract  is  complete, 
it  would  be  assimilated  into  the  statistical  file,  however 
abstracts  found  with  errors  by  the  computer  would  be 
sent  back  to  the  specific  quality  controller  and  the 
Utilization  Review7  Department  for  correction.  Per- 
manent storage  would  be  maintained  by  microfilming 
each  abstract  and  then  destroying  the  original  abstract 
itself. 

Various  patterns  of  care  and  profile  analysis  reports 
w'ould  be  generated  either  routinely  or  by  specific 
request  from  the  Foundation.  To  provide  flexibility,  as 
may  be  ordered  by  the  Foundation,  a full-time  system's 
analyst  and  a half-time  programmer  would  wrnrk 
directly  with  the  Utilization  Review7  Department  at  all 
times. 
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It  should  be  recognized  that  the  Foundation's  only 
contact  with  the  corporation  would  be  through  its 
Medical  Director,  and  it  should  also  be  recognized  that 
the  Medical  Director  of  the  corporation  or  any  other 
intermediary  could  request  the  Foundation's  assistance 
in  solving  specific  medically  oriented  problems  which 
may  develop  or  present  themselves  during  the 
operation  of  the  program. 

The  Foundation  has  several  responsibilities  which 
must  be  dealt  with  and  completed  prior  to  submitting 
an  application  requesting  designation  as  a conditional 
PSRO.  It  has  the  option  of  utilizing  the  assistance  of 
the  corporation  representatives,  via  the  Medical 
Director,  in  presenting  to  hospitals  the  advantages  of 
the  proposed  mechanism;  educating  various  hospital 
personnel  such  as  medical  record  librarians,  utilization 
review  coordinators,  and  utilization  review-  committees 
on  the  program;  actual  assistance  in  the  preparation  of 
the  application  for  conditional  PSRO  status;  assistance 
with  the  development  of  criteria  and  assistance  in  the 
development  of  educational  programs  for  physicians, 
nurses,  coordinators,  etc.  The  Foundation  has  the 
option  of  employing  a full-time  administrator  to  direct 
the  PSRO  function  to  be  carried  out  by  the  corporation. 

The  establishment  or  accumulation  of  data  has  been 
given  considerable  study  by  the  committee  and  it  is  felt 
that  the  most  beneficial  mechanism  to  use  would  be 
that  of  developing  a data  bank  as  it  accumulates  in  the 
computer  following  the  inception  of  the  program.  It  is 
fell  that  at  this  time  there  is  no  reason  to  utilize  data 
previously  established  by  any  agency.  Criteria  for 
guidelines  is  being  established  by  the  Foundation  and 
its  future  utilization  will  result  in  accumulated  data. 

Conclusion 

The  committee  is  prepared  to  complete  planning 
pltases  of  meeting  the  requirements  of  the  PSRO  law. 
and  is  now-  seeking  approval  to  apply  to  the 
Department  of  HEW  for  designation  as  the  conditional 
PSRO  for  the  State  of  Nebraska.  In  addition, 
authorization  is  sought  to  complete  the  organizational 
posture  for  negotiation.  The  Foundation's  Constitution 
and  By-Laws  may  need  revision  to  allow  for  designation 
as  the  PSRO.  or  the  committee  may  elect  to  organize  a 
separate  sister  organization  w-hich  would  have  the 
proper  characteristics  as  specified  in  the  law. 

The  concept  described  in  this  report  is  unique  when 
compared  to  that  being  structured  in  most  areas  of  the 
country,  and  the  committee  feels  it  allows  a 
conservative  approach  to  complying  with  the  existing 
law.  The  cost  of  development,  and  operation,  is  in  the 
opinion  of  the  committee  satisfactory  and  we  see  no 
need  for  federal  funding  to  initiate  the  program. 

In  conclusion,  your  committee  has  made  every  effort 
to  meet  the  charge  of  the  House  of  Delegates.  We  feel 
our  report  represents  the  most  functional  and  efficient 
method  of  meeting  the  requirements  of  PL  92-603. 
Finally  your  committee  asks  the  House  of  Delegates  to 
endorse  the  report  in  its  entirety. 

Respectfully  submitted. 

HOUTZ  G.  STEENBURG,  M.D.. 

Chairman 


AGREEMENT 
BY  AND  BETWEEN 
NEBRASKA  FOUNDATION 
FOR  MEDICAL  CARE,  INC. 

AND 

BLUE  CROSS  AND  BLUE  SHIELD  OF  NEBRASKA 


FOR 

THE  DEVELOPMENT  AND  IMPLEMENTATION  OF 
NEBRASKA  PROFESSIONAL 
STANDARDS  REVIEW  ORGANIZATION 

THIS  AGREEMENT,  entered  into  at  Omaha, 
Nebraska,  this  day  of  , 1975, 

by  and  between  NEBRASKA  FOUNDATION  FOR 
MEDICAL  CARE,  INC.,  a nonprofit  Nebraska 
corporation,  hereinafter  referred  to  as  the  “Foundation," 
and  BLUE  CROSS  AND  BLUE  SHIELD  OF 
NEBRASKA,  a nonprofit  Nebraska  corporation, 
hereinafter  referred  to  as  the  “Company,"  to  provide 
for  the  development  and  implementation  on  a voluntary 
basis  of  Nebraska's  Professional  Standards  Review 
Organization,  hereinafter  referred  to  as  the  “PSRO," 
under  the  following  terms  and  conditions. 

In  consideration  of  the  covenants,  premises,  and 
obligations,  and  other  valuable  consideration,  the 
parlies  hereto  agree  and  contract  as  follows: 

1.  The  Company  agrees  to  underwrite  and  loan  for  a 
period  of  one  (1)  year  from  the  date  of  this  Agreement, 
reasonable  and  necessary  financial  requirements  for  the 
development  and  implementation  of  the  PSRO  for 
Nebraska  up  to  but  not  to  exceed  the  sum  of 
Seventy-Five  Thousand  Dollars  ($75,000.00).  The 
underwritten  amount,  not  to  exceed  Seventy-Five 
Thousand  Dollars  ($75,000.00)  shall  be  a loan  from  the 
Company  to  the  Foundation,  to  be  repaid  as  follows; 

a.  For  that  portion  of  the  Seventy-Five  Thousand 
Dollars  ($75,000.00)  which  is  furnished  the  Founda- 
tion in  the  form  of  services,  as  requested  by  the 
Foundation,  repayment  shall  be  made  by  the 
Foundation  to  the  Company  at  the  cost  of  service 
with  no  interest,  not  more  than  twenty-four  (24) 
months  follow  ing  the  date  of  this  Agreement. 

1).  For  that  portion  of  the  Seventy-Five  Thousand 
Dollars  ($75,000.00)  furnished  the  Foundation  by  the 
Company,  in  cash,  which  is  reasonable  and  necessary 
to  the  Foundation  for  financing  purchases  of  goods 
and  services  not  available  from  the  Company.  The 
Foundation  shall  issue  a promissory  note  for  amounts 
received  at  an  interest  rate  of  five  per  cent  (5%  ), 
which  said  promissory  note  shall  be  due  and  payable 
one  (1)  year  from  the  date  issued. 

2.  The  Company  designates  Roger  D.  Mason,  M.D., 
Senior  Vice  President  and  Medical  Director,  as  the 
individual  responsible  for  the  Company's  obligations 
under  this  Agreement  and  grants  to  him  full  authority 
to  implement  the  terms  of  this  Agreement.  All 
Foundation  requests  for  services  and  financing  shall  be 
communicated  to  Dr.  Mason. 

3.  The  Company  agrees  to  provide  office  space  in  its 
Home  Office  at  Company's  cost  per  square  foot  for  an 
individual  employed  by  the  Foundation  for  the  purpose 
of  on-site  coordination  of  the  implementation  of  the 
PSRO  with  Dr.  Mason. 

4.  The  Company  agrees  that  all  records  and  data 
accumulated  for  Foundation  PSRO  purposes  shall 
remain  the  property  of  the  Foundation,  such  records 
and  data  shall  not  be  used  for  Company  business 
unassociated  with  PSRO  implementation  and  that  the 
confidentiality  of  such  records  and  data  shall  be 
preserved. 

5.  The  Foundation  agrees,  and  as  a condition  of  this 
Agreement,  to  do  all  things  necessary  to  obtain 
Department  of  Health,  Education  and  Welfare 
designation  as  Nebraska  PSRO.  The  Foundation  further 
agrees  to  submit  on  or  before  January  1.  1976,  an 
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application  to  the  Department  of  Health,  Education  and 
Welfare  for  conditional  designation  as  PSRO. 

6.  The  Foundation  agrees  to  execute  a Memorand- 
um of  Understanding,  a preliminary  sample  draft  of 
which  is  attached  hereto  and  marked  Exhibit  I,  with 
the  Company  as  Medicare  Intermediary  as  part  of  its 
Application  for  Conditional  PSRO  Designation. 

7.  Implementation:  The  parties  hereto  agree  that 
the  Company  shall  provide  implementation  services  to 
the  Foundation  for  a period  of  six  (6)  years  from  the 
date  of  this  Agreement.  Said  implementation  services 
as  designated  by  Exhibit  II,  attached  hereto  and  made 
a part  hereof,  shall  be  paid  for  by  the  Foundation  at 
Company’s  costs  and  shall  be  based  upon  a mutually 
agreed  negotiated  annual  charge  for  each  discharge 
abstract  received  and  processed. 

8.  Renewal:  The  parties  hereto  agree  that  the 
Foundation  shall  have  an  option  to  renew  this 
Agreement  for  additional  periods  of  time  and  under 
such  terms  and  conditions  as  mutually  agreed,  at  the 
expiration  of  this  Agreement  as  outlined  in  paragraph 

7. 

9.  Termination:  This  Agreement  shall  terminate  in 
the  event  Federal  Governmental  action  or  nonaction 
renders  impossible  the  implementation  of  Nebraska 
PSRO  under  the  terms  and  conditions  of  this 
Agreement.  Any  funds  or  services  provided  by  the 
Company  to  the  Foundation  on  the  date  of  and  prior  to 
the  termination  of  this  Agreement  shall  remain  an 
obligation  of  the  Foundation  and  shall  be  repaid 
according  to  the  provisions  of  Paragraphs  l.a.  and  l.b. 

DATED  this  day  of  , 1975. 

NEBRASKA  FOUNDATION  FOR  MEDICAL 

CARE,  INC. 

By 

President 

BLUE  CROSS  AND  BLUE  SHIELD  OF 

NEBRASKA 

By 

Roger  D.  Mason,  M.D. 

Senior  Vice  President 

and  Medical  Director 

EXHIBIT  II 

PSRO  IMPLEMENTATION  SERVICES 

The  following  itemized  services  are  submitted  as 
possible  available  alternatives.  Upon  agreement  by  and 
between  the  Foundation  and  the  Company,  one  or  all  of 
the  following  services  are  available  to  the  Foundation 
at  Company’s  cost: 

1.  Complete  computerized  processing  and  storage 
for  review  of  discharge  data  as  outlined  by  Attachment 
A. 

2.  Assist  Foundation,  if  requested,  in  presentation 
of  the  program  to  Nebraska  hospitals.  Specific  duties 
and  objectives  to  be  outlined. 

3.  Assist  Foundation  in  the  preparation  and 

submission  to  the  Department  of  Health,  Education, 
and  Welfare  of  the  Application  for  Conditional  PSRO 
designation  for  the  State  of  Nebraska. 

4.  Assist  Foundation  in  preparation  and  presenta- 
tion of  an  educational  program  for  hospital  personnel. 

5.  Assist  Foundation  with  the  development  of 

criteria  for  successful  operation  of  PSRO. 

6.  Assist  Foundation  with  the  preparation  and 


presentation  of  educational  programs  for  physicians, 
nurses,  and  other  health  care  providers. 

7.  Provide  Foundation  with  assistance  in  obtaining 
necessary  goods,  material,  and  services,  such  as 
printing,  billing  for  services,  transportation,  and  other 
items  as  requested. 

8.  Provide  Foundation  with  available  services  of 
Company  employees  such  as  utilization  review,  provider 
relations,  public  relations,  research  development  and 
training,  and  legal. 

9.  Such  other  services  as  are  requested  by  the 
Foundation. 


REPORT  OF  GERIATRICS  COMMITTEE 

Vernon  G.  Ward,  M.D.,  Chairman,  Omaha;  Dwight  M.  Frost,  M.D., 
Omaha;  Clyde  A.  Medlar.  M.D.,  Columbus;  Frederick  F.  Paustian,  M.D., 
Omaha. 

At  the  House  of  Delegates  meeting  in  the  autumn  of 
1974,  it  was  stated  that  there  is  a problem  in  the  field 
of  Geriatrics  related  to  nursing  home  care  and  the 
various  degrees  of  nursing  home  care,  specifically 
skilled  nursing  home  care  and  intermediate  care. 
Because  of  this  problem,  the  Geriatrics  Committee  was 
directed  by  the  House  of  Delegates  to  study  problems 
related  to  nursing  home  care  and  the  various  degrees  of 
nursing  home  care. 

The  Chairman  of  the  Geriatrics  Committee,  Dr. 
Vernon  Ward,  met  with  Dr.  Ed  Smith  of  the  Nebraska 
State  Welfare  Department  on  February  22,  1975,  for  a 
lengthy  discussion  of  regulations  concerning  welfare 
patients  in  nursing  homes. 

Mr.  J.  P.  O’Brien  of  the  Medicare  Department  of 
Mutual  of  Omaha  and  Dr.  Ed  Smith  of  the  State  of 
Nebraska  Department  of  Public  W'elfare  were  invited 
guests  at  the  Geriatrics  Committee  meeting  on  March 
29,  1975.  in  Omaha.  Problems  relating  to  Medicare  and 
W'elfare  regulations  were  discussed  in  detail  at  this 
meeting.  There  is  confusion  concerning  definitions  and 
regulations  and  this  is  to  some  extent  related  to  our 
lack  of  understanding  of  these  matters.  Busy  physicians 
can  hardly  be  expected  to  memorize  the  details.  It  is, 
however,  the  feeling  of  this  committee  that  a brief 
graphic  presentation  of  this  information  would  be  very 
helpful  to  physicians.  Dr.  Smith  and  Mr.  O’Brien  have 
agreed  to  draw  up  such  a graphic  presentation.  There 
are,  of  course,  gray  zones  which  make  precise 
definitions  difficult. 

The  committee  will  continue  to  study  these  matters 
and  will  report  to  the  House  of  Delegates  as  indicated. 

The  Geriatrics  Committee,  through  a request 
directed  to  the  Nebraska  Medical  Association,  was  asked 
for  its  opinion  concerning  the  development  of  a new 
community  for  aging  persons.  It  is  the  feeling  of  this 
committee  that  we  should  not  be  involved  in  the 
planning  of  such  a program  and  we  should  not  be 
expected  to  specifically  endorse  such  a program. 
However,  the  committee  would  conceivably  consider 
reviewing  such  a plan  after  its  establishment. 

It  is  presumed  that  the  Chairman  of  the  Geriatrics 
Committee  will  continue  to  represent  the  Nebraska 
Medical  Association  on  the  Interagency  Panel  which  is 
an  advisory  panel  to  the  Nebraska  Commission  on 
Aging.  Federal  regulations  now  require  that  the  panel 
be  composed  of  51%  consumers  of  service  and  other 
representatives  from  private  and  public  organizations 
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with  an  interest  in  the  needs  and  problems  of  older 
persons. 

Respectfully  submitted, 

VERNON  G.  WARD,  M.D.. 

Chairman 

REPORT  OF  THE  MEDICAL  SERV  ICE  COMMITTEE 

Robert  F Shapiro.  M.D.,  Lincoln.  Chairman;  John  D Baldwin.  M L).. 
Lincoln;  Thomas  G.  Erickson.  M.D.,  Fremont;  Herbert  D Feidler.  M.D.. 
Norfolk;  Donald  F.  Prince.  M.D..  Minden;  John  C.  Schutz,  M.D.. 
Tecumseh;  Frank  H.  Tanner.  M.D.,  Lincoln;  Eugene  M.  Zweiback.  M.D.. 
Omaha. 

The  primary  purpose  of  this  interim  report  by  the 
Medical  Service  Committee  to  the  Delegates  of  the 
Nebraska  Medical  Association  is  to  make  the  following 
recommendation. 

The  services  of  a full-time  lobbyist  or  lobbying 
service  should  be  retained  for  the  Nebraska  Medical 
Association. 

It  was  recognized  that  these  services  would  have  a 
definite  “price  tag”  and  this  should  be  taken  into 
account  in  determining  the  budget  for  the  Association. 

The  Delegates  should  consider  the  concept  of 
whether  a lobbyist  is  or  is  not  necessary.  If  approved, 
we  recommend  that  the  Policy  Committee  would  select 
the  proper  individual  or  firm. 

The  rationale  for  the  recommendation  is  as  follows: 
(1)  The  Unicameral  has  instituted  annual  rather  than 
biennual  sessions.  The  work  of  the  Medical  Service 
Committee  was  increased  considerably.  (2)  Due  to  the 
complexity  of  the  times,  more  bills  relating  directly  or 
indirectly  to  the  practice  of  medicine  are  being 
introduced  at  each  session.  Numbers  of  the  issues  are 
of  greater  scope  and  legal  technicality.  (3)  Because  of 
the  provisions  of  different  bills  called  to  our  attention 
by  members  of  the  Nebraska  Medical  Association 
relating  to  technicalities  and  interpretations  of  different 
provisions  of  legislative  bills,  we  find  it  increasingly 
necessary  to  obtain  legal  opinions  on  an  increasing 
number  of  bills.  (4)  Procedural  changes  in  the 
Unicameral  have  resulted  in  many  circumstances  in  a 
“hurry  up"  between  the  introduction  of  a bill  and  the 
Public  Hearing  even  though  resolution  of  the  bill  may 
seem  interminable  as  it  always  did  in  the  past. 

As  a consequence,  during  the  legislative  session  our 
Executive  Secretary  and  his  Assistant  are  spending  an 
ever  increasing  amount  of  time  at  the  Legislature  and 
being  involved  in  legislative  follow-up. 

Being  involved  with  the  Medical  Service  Committee 
now  for  four  years,  two  years  as  Chairman,  it  is  my 
feeling  and  one  shared  by  the  other  members  of  my 
committee  that  the  services  of  a full-time  lobbyist  or 
lobbying  service  would  be  a solid  and  prudent 
investment  by  the  Nebraska  Medical  Association. 

A lobbyist  has  been  shared  in  the  past  with  the  Blue 
Cross.  The  important  legislation  that  affects  us  on  a 
day-to-day  basis  emanates  at  the  local  level  and  hence 
we  make  the  recommendation  contained  in  this  report. 

The  primary  function  of  the  lobbyist  would:  (1)  Keep 
us  abreast  of  the  bills  that  are  introduced.  (2)  Help  us 
to  coordinate  our  efforts  to  influence  legislation.  (3) 
Develop  working  relationships  with  the  Legislature  in 
order  to  know  their  feelings.  (4)  Help  us  to  plan 
strategy,  arrange  for  compromises  or  the  introduction 
of  substitute  bills.  (5)  Arrange  liaison  with  the  doctors 
and  the  legislators  in  order  to  develop  a better 
atmosphere  for  cooperative  efforts.  (6)  Keep  working 
with  the  Legislators  all  year  around. 


As  an  addendum  to  this  report,  we  list  the  current 
status  of  1975  legislation  as  of  April  14,  1975. 

LB  20. 

Relating  to  modification  of  child  abuse  laws.  NMA 
position  — support.  Current  status  — on  final 
reading. 

LB  25. 

Provides  for  expansion  of  podiatry.  NMA  position  - 
opposition.  Current  status  — an  attempt  was  made  to 
amend  this  bill  to  provide  for  treatment  of  fractures 
only,  howrever  a recommendation  move  placed  the  bill 
back  in  committee  for  this  session. 

LB  65. 

Provided  for  defining  duties  of  the  Board  of 
Psychology  and  established  new'  classifications  of 
psychologists.  NMA  position  — opposition.  Current 
status  — bill  being  retained  in  committee  for  this 
session. 

LB  92. 

Provides  for  eliminating  basic  science  exams  for 
physicians.  NMA  position  — support.  Current  status 

— approved  by  Legislature. 

LB  127. 

Provides  for  free  choice  of  physician  under 
Workmen's  Compensation.  NMA  position  — support 
of  the  principle.  Current  status  — approved  by 
Legislature. 

LB  140. 

Provides  immunity  for  physicians,  nurses,  technicians 
and  hospitals  when  drawing  blood  in  serious  traffic 
offenses.  NMA  position  — support.  Current  status  — 
on  General  File. 

LB  157. 

Expands  definition  of  radiation  and  establishes  a 
director.  NMA  position  — no  action.  Current  status 

— approved  by  Legislature. 

LB  158,  223,  & 241. 

Provided  for  licensing  of  radiology  technicians, 
medical  technologists  and  audiologists,  respectively. 
NMA  position  — opposition.  Current  status  — all  bills 
were  killed  in  committee. 

LB  159. 

Relating  to  commitment  of  dangerously  mentally  ill 
persons.  NMA  position  — support  of  our  own  bill. 
Current  status  — bill  retained  in  committee  for  this 
session. 

LB  225. 

Provides  for  notifying  Department  of  Motor  Vehicles 
of  patients  with  impaired  driving  ability.  NMA 
position  — support.  Current  Status  — on  General 
File. 

LB  237. 

Provides  for  treatment  and  rehabilitation  program 
for  alcohol  dependent  people.  NMA  position  — no 
action.  Current  Status  — on  General  File. 

LB  326. 

Regulating  transfer  and  use  of  computer  data.  NMA 
position  — support  of  principle  of  confidentiality. 
Current  status  — bill  is  still  in  committee. 

LB  328. 

Provided  for  protective  head  gear  for  persons  riding 
motorcycles.  NMA  position  — support  in  principle. 
Current  status  — on  General  File. 
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LB  359. 

Relating  to  competitive  bidding  for  services  to  state 
agencies.  NMA  position  — requested  exclusion  of 
medicine  from  the  bill.  Current  status  — final  reading 
excluding  medicine. 

LB  418. 

Provides  for  regulation  of  ambulance  attendants. 
NMA  position  — support  in  principle.  Current  status 
— Select  File. 

LB  422 

Modifies  Nurse  Practice  Act.  NMA  position  — 
support  with  amendments.  Current  status  — Select 
File  with  NMA  amendments. 

LB  450. 

Establishes  regulations  for  HMOs.  NMA  position  — 
support  w-ith  amendments.  Current  status  — bill 
being  held  in  committee  this  session. 

LB  483. 

Providing  for  mandatory  destruction  of  hypodermic 
syringes  and  needles.  NMA  position  — support  in 
principle  but  with  amendments.  Current  status  — bill 
killed  in  committee. 

LB  520. 

Establishes  a comprehensive  health  education 
program  in  schools.  NMA  position  — support  in 
principle.  Current  status  — bill  killed  in  committee. 

LB  571. 

Establishes  a medical  education  residency  program 
for  training  resident  physicians.  NMA  position  — no 
action.  Current  status  — General  File. 

In  conclusion,  the  committee  feels  that  the  current 
legislative  program  of  the  N\L\.  to  date  has  been 
successful.  All  bills  of  major  importance  to  the 
Association  have,  to  the  date  of  this  report,  been 
handled  in  a manner  consistent  with  the  Association's 
position.  It  is  quite  evident  that  a number  of  the  issues 
which  were  indefinitely  postponed  at  this  session  w ill 
be  back  on  the  Legislatures  agenda  in  1976.  The 
committee  wishes  to  take  this  opportunity  to  thank  all 
those  physicians  who  have  responded  to  the 
committee's  call  for  assistance  in  contacting  individual 
Legislators  and  appearing  at  the  many  public  hearings 
on  bills  of  interest.  This  volunteer  activity  on  the  part 
of  the  membership  has  been  instrumental  in 
accomplishing  a successful  legislative  program  activity. 

Respectfully  submitted, 

ROBERT  F.  SHAPIRO,  M.D.. 
Chairman 

REPORT  OF  THE  PUBLIC  RELATIONS 
COMMITTEE 

William  T Griffin.  M.D.,  Chairman.  Lincoln;  James  S.  Carson.  M.D.. 
McCook:  William  S.  Carter.  M.D..  Omaha;  Donald  Matthews.  M.D.. 
Lincoln;  G.  P.  McArdle.  M.D..  Omaha. 

This  interim  report  by  the  Public  Relations 
Committee  focuses  primarily  on  the  new  NMA  program 
entitled  "Let's  Hear  It  For  Medicine,  U.S.A.”  A short 
audiovisual  presentation  has  been  developed  and  will  be 
presented  to  the  House  of  Delegates  which  concisely 
details  the  various  facets  of  this  effort. 

The  program  is  directed  primarily  at  telling 
medicine's  story  over  the  past  tw'o  hundred  years 
emphasizing  positive  advances  in  health  care.  It  is  a 
practical,  media  integrated  public  relations  program 
that  demonstrates  the  accomplishments  of  American 
medicine  and  the  importance  of  good  health.  The 
program  will  include  the  NMA's  Bicentennial  efforts 
over  the  next  eighteen  months. 


It  is  hoped  physicians  attending  the  Annual  Session 
and  their  wives  will  take  the  packets  of  materials  that 
have  been  prepared  to  the  schools  and  media  in  their 
communities.  The  material  is  not  dated  and  can  be 
utilized  as  an  ad  infinitum  item.  Media  can  use  the 
materials  for  a quarter  of  the  year  without  repetition, 
or  space  them  into  monthly  use.  whichever  they  prefer. 

The  materials  are  designed  to  stand  alone,  but  are 
very  adaptable  for  use  by  local  physicians  in  medical 
specialties,  medical  societies,  and  Auxiliaries  to  inform 
and  educate  within  the  local  community.  If  each 
physician  can  take  a moment  to  interest  a fellow 
community  leader  in  the  utilization  of  the  materials  in 
the  packet,  and  supplement  it  with  personal  expertise, 
the  total  information  campaign  will  become  more 
personal  and  meaningful. 

Packets  will  include:  instructions  for  use  and 

purpose:  a poster  suitable  for  bulletin  boards,  framing 
or  window  use:  description  of  television  materials  and 
radio  spots:  copies  of  newspaper  ads  suitable  for 
reproduction:  copies  of  historical  news  release  features; 
and  a bibliography  of  resource  materials  including 
books,  movies,  and  other  audio  material.  Art  is 
designed  to  be  used  for  newspaper  reports  and  then 
colored  for  television  slides. 

Radio  tapes  will  be  issued  as  w^ell  as  audio  tapes  for 
television.  Milburn  Stone,  Gunsmoke's  Doc  Adams,  has 
consented  to  record  the  audio  material  for  use  in  the 
packet  at  his  home  in  California.  He  has  done  this  at  no 
charge  and  we  are  most  appreciative  of  his  willingness 
to  assist  us  in  our  program. 

The  entire  concept  of  the  “Let's  Hear  It  For” 
program  is  based  on  the  premise  that  it  is  about  time 
someone  decided  to  “tell  it  like  it  is.” 

In  other  public  relations  efforts,  the  Associaton  has 
continued  to  mail  spot  announcement  to  Nebraska's 
radio  stations,  television  stations  and  provided  copy  for 
newspapers.  Various  changes  have  been  made  within 
this  program  to  better  accommodate  the  desires  of  the 
media  in  relationship  to  length  of  copy,  time  of  mailing, 
etc. 

In  recent  years,  the  President  of  the  NMA  has  been 
utilized  in  the  recording  of  spot  announcements  for  use 
on  Nebraska's  radio  stations.  It  is  anticipated  this 
practice  will  be  continued  in  future  months. 

The  utilization  of  the  NMA  film  entitled  "But  For 
The  Grace  ..."  by  Nebraska  schools  and  other  groups 
is  continuing  to  increase  and  the  response  from  those 
groups  viewing  this  film  has  been  most  gratifying. 
Additional  mailings  regarding  the  film  and  its 
accompanying  study  guide  will  be  sent  in  future  weeks 
in  our  effort  to  inform  as  many  groups  as  possible  of 
the  film's  availability.  When  checking  with  other 
agencies  who  have  purchased  a copy  of  the  film,  it  was 
learned  that  their  copies  are  also  receiving  nearly 
optimum  use.  Our  copies  of  the  film  are  scheduled 
solidly  through  the  summer  and  into  the  month  of 
September  of  1975.  We  project  our  two  copies  will 
reach  75  audiences  during  this  year. 

The  Nebraska  Medical  Association  has  continued  to 
disseminate  news  releases  which  cover  a broad  range  of 
subject  matter.  Copies  of  the  releases  have  been  sent 
the  members  of  the  NMA  Public  Relations  Committee 
and  other  organizational  groups  which  are  responsible 
for  the  subject  being  discussed.  The  clipping  service 
reflects  a good  utilization  of  the  materials  distributed 
and  it  is  anticipated  this  effort  will  be  continued  in  the 
future. 
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NMA  committee  chairmen  were  contacted  recently 
for  ideas  on  subject  matter  being  considered  by  their 
individual  committees  which  they  felt  would  be  suitable 
for  news  releases.  The  stories  will  be  developed  and 
disseminated  as  their  responses  are  received. 

Under  the  direction  of  this  committee,  a rate  card 
and  other  descriptive  material  was  prepared  for  the 
NEBRASKA  MEDICAL  JOURNAL  and  has  now  been 
sent  Nebraska  advertising  agencies  and  related 
businesses  who  it  was  felt  might  have  an  interest  in 
advertising  in  the  Journal. 

The  Association  has  continued  to  utilize  the  services 
of  The  Thompson  Company  in  its  public  relations 
efforts  and  the  relationship  has  been  most  fruitful.  In 
addition  to  the  services  rendered  pertaining  to  the 
aforementioned  projects,  the  Company  is  at  the  present 
time  exploring  the  feasibility  of  developing  a film  on 
motorcycle  safety.  It  is  anticipated  this  item  will  be 
considered  in  more  detail  by  the  committee  at  a future 
point  in  time. 

The  NMA  was  asked  to  assist  in  publicizing  May, 
1975  as  National  High  Blood  Pressure  Month.  The 
Association's  various  mailings  to  the  media  will  reflect 
this  subject  and  recorded  announcements  utilizing  the 
President  of  the  Association  will  be  distributed  in  early 
May. 

The  committee  has  been  busy  and  look  forward  to 
continually  expanding  its  role  of  function  in  future 
months. 

Respectfully  submitted, 

WILLIAM  T.  GRIFFIN,  M.D., 
Chairman 

REPORT  OF  THE  RELATIVE  VALUE 
STUDY  COMMITTEE 

Orin  R.  Hayes,  M.D.,  Chairman,  Lincoln;  Lyle  Nelson,  M.D.,  Crete; 
Bernard  Kratochvil,  M.D.,  Omaha;  Carlyle  Wilson,  M.D.,  Omaha;  Donald 
Purvis,  M.D.,  Lincoln;  John  Haggstrom,  M.D.,  Omaha. 

On  February  17,  1975,  the  final  meeting  of  the 
Relative  Value  Study  Committee  was  held  with 
members  of  the  Policy  Committee  and  certain  specialty 
societies  representatives.  At  this  time,  all  of  the 
material  as  submitted  was  approved  by  the  Relative 
Value  Study  Committee  and  concurred  with  by  the 
available  members  of  the  Policy  Committee. 

The  entire  Relative  Value  Study  has  now  been 
assembled  and  the  material  released  for  printing  and 
the  publication  will  hopefully  be  ready  for  distribution 
by  the  Annual  Meeting. 

The  Committee  wishes  to  take  this  opportunity  to 
thank  the  representatives  of  the  various  specialty 
societies  for  their  continued  interest  and  support  during 
the  preparation  of  the  Relative  Value  Study.  In 
addition,  special  thanks  are  extended  to  the  Policy 
Committee  of  the  Nebraska  Medical  Association  for 
their  support  in  these  final  deliberations.  Special  thanks 
are  also  extended  to  the  Members  of  the  administrative 
and  clerical  staff  for  their  perseverance  and  continued 
good  nature  during  the  preparation  of  this  most 
difficult  assignment. 

Respectfully  submitted, 

ORIN  R.  HAYES,  M.D., 

Chairman 

REPORT  OF  THE  RURAL  MEDICAL 
SERVICE  COMMITTEE 

James.  W.  Peck,  M.D.,  Chairman,  Kearney;  Michael  J.  Haller,  M.D., 
Omaha;  F.  A.  Mountford.  M.D.,  Davenport;  R.  L.  Tollefson,  M.D., 
Wausa;  John  H.  Worthman,  M.D.,  Cozad. 


The  Rural  Medical  Service  Committee  met  in 
January  and  discussed  the  feasibility  of  continuing  the 
Rural  Medical  Day  Program.  After  discussing  the 
attendance  figures  over  recent  years  and  assessing  the 
results,  the  committee  felt  that  the  Rural  Medical  Day 
programs  of  the  past  had  served  a useful  purpose  but 
that  it  is  now  time  to  try  new  approaches  to  the 
problems  of  rural  health  manpower. 

In  reaching  this  decision,  the  committee  noted  that  a 
survey  of  physicians  recently  locating  in  Nebraska 
revealed  that  Rural  Medical  Day  had  had  little  impact 
on  their  decision  to  locate  in  Nebraska.  Input  from  the 
Department  of  Medical  and  Educational  Administration 
of  the  University  of  Nebraska  Medical  Center  indicates 
decreasing  enthusiasm  for  the  program  by  both 
students  and  house  officers.  Also,  a survey  of 
participating  communities  reveals  that  few  communities 
have  recruited  physicians  through  this  program. 

The  program  has  helped  educate  the  smaller 
communities.  Most  small  communities  are  now  aware  of 
the  problems  they  face  providing  the  health  facilities 
and  social  climate  necessary  to  recruit  physicians  and  in 
many  instances  realize  that  they  will  be  better  served 
by  adequate  facilities  and  manpower  in  a larger 
neighboring  community.  A letter  inviting  suggestions 
and  comments  as  to  the  type  of  program  or  activities 
that  would  be  helpful  in  physician  recruitment  was  sent 
to  all  Nebraska  communities  seeking  physicians. 

A new  Physician  Placement  office  has  been 
tentatively  established  at  the  University  of  Nebraska 
Medical  Center.  (This  program  needs  to  be  approved  by 
the  State  Legislature).  This  office  would  gather 
pertinent  data  and  statistics  on  communities  in 
Nebraska  and  relay  this  information  to  students  and 
house  officers  when  they  request  information  or 
practice  sites  in  the  state. 

The  committee  has  reviewed  the  University  Task 
Force  manpower  survey  and  hopes  to  review  the 
manpower  surveys  being  done  by  CHP  and  the  NMA’s 
Health  Planning  Committee. 

In  the  near  future,  the  committee  will  spend  its 
efforts  considering  new  approaches  to  rural  health 
manpower  problems. 

Respectfully  submitted, 
JAMES  W.  PECK,  M.D., 
Chairman 

REPORT  OF  SUB  COMMITTEE  ON 
ATHLETIC  INJURIES 

John  E.  Murphy,  M.D.,  Chairman.  Aurora;  Stanley  M.  Bach,  M.D., 
Omaha;  Robert  B.  Benthack,  M.D.,  Wayne;  S.  I.  Fuenning,  M.D., 
Lincoln;  Paul  Goetowski,  M.D.,  Lincoln;  Richard  W.  Hammer,  M.D., 
Lincoln;  Jack  K.  Lewis,  M.D.,  Omaha;  Otis  W.  Miller,  M.D.,  Ord; 
Charles  W.  Newman,  M.D.,  Lincoln;  George  Sullivan,  R.P.T.,  Lincoln; 
Wayne  Wagner,  A.T.,  Omaha;  John  G.  Yost.  M.D.,  Hastings. 

Your  Sub-Committee  on  Athletic  Injuries  has 
continued  to  handle  the  affairs  of  athletic  medicine  in  a 
most  rewarding  manner. 

Our  fall  program  presented  on  November  16th, 
resulted  in  the  best  attendance  of  any  of  our  athletic 
medicine  seminars.  The  program  was  on  wrestling 
injuries  and  rehabilitation  of  same.  Program  speakers 
included  Doctor  Charles  Newman,  team  physician  for 
University  of  Nebraska,  at  Lincoln;  Mike  Palmisano, 
University  of  Nebraska,  at  Omaha,  wrestling  coach; 
Doctor  Robert  Robertson,  University  of  Nebraska 
Exercise  Physiologist;  and  Boyd  Epley,  Chairman  of  the 
University  of  Nebraska,  at  Lincoln,  Weight  Training 
Program.  The  program  drew  outstanding  attendance, 
including  23  practicing  physicians,  three  medical 
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students,  two  interns,  93  coaches,  five  miscellaneous, 
for  a total  of  130.  A questionnaire  was  sent  to  each  of 
the  participants  following  the  seminar,  with  ve:y  active 
return  response.  Our  committee  will  definitely  continue 
the  fall  seminar.  With  the  enthusiastic  turnout  of 
coaches,  we  will  attempt  to  place  more  emphasis  on  this 
type  of  joint  meeting  between  coaches  and  physicians. 
The  fall  topic  for  this  year  is  yet  to  be  decided. 

Our  committee  is  presently  helping  to  subsidize  a 
survey  study  of  the  “Provisions  for  Prevention  and 
Care  of  Athletic  Injuries  in  Nebraska  High  Schools," 
being  conducted  by  Dennis  Sealy,  R.P.T.C. A.T.,  from 
the  University  of  Nebraska.  This  report  will  be 
returned  to  our  State  Association  as  a statement 
regarding  endorsement  of  our  endeavors  to  establish 
athletic  training  programs  and  athletic  trainers  in  the 
schools  of  our  state. 

Doctor  Sam  Fuenning  continues  to  give  able  direction 
to  our  efforts  of  obtaining  endorsement  of  and 
accreditation  for  a program  of  studies  designed  to  lead 
toward  recognition  by  the  National  Athletic  Trainers 
Association,  for  a Minor  in  Athletic  Training.  The 
program  continues  through  the  necessary  mill  work  at 
the  University  level  for  obtaining  this  same 

accreditation.  We  feel  that  this  program  will  definitely 
meet  the  demands  of  present  national  legislation  in  the 
form  of  Bill  HR  2575,  "The  Athletic  Safety  Act." 

As  Chairman  of  the  Sub-Committee  on  Athletic 
Injuries,  I wish  to  express  my  sincere  appreciation  to 
all  of  my  committee  members  for  their  continued 
cooperation  and  work  in  meeting  the  increasing 
demands  of  athletic  medicine  in  our  State  of  Nebraska. 

Respectfully  submitted, 
JOHN  E.  MURPHY,  M.D., 
Chairman 

REPORT  OF  THE  MEDICAL 
EDUCATION  COMMITTEE 

John  W.  Smith,  M L)..  Omaha,  Chairman;  James  E.  Bridges.  M.D., 
Fremont;  Randolph  M Ferlic,  M.D..  Omaha;  James  S.  Long,  M.D  . 
Alma:  R.  C.  Rosenlof,  M.D  , Kearney;  Robert  J.  Stein,  M.D.,  Lincoln; 
Joseph  M.  Holthaus,  M l)  , Omaha;  Perry  G.  Rigby,  M.D.,  Omaha;  Mr. 
Mathew  M.  Bosley,  Omaha. 

Recent  meetings  of  your  Medical  Education 
Committee  have  found  the  subject  of  continuing  medical 
education  of  primary  importance  on  its  agenda.  It  was 
pointed  out  that  in  the  United  States  today,  at  least 
40%  of  the  State  Medical  Associations  have  developed 
or  are  actively  forming  accreditation  committees  which 
function  as  a part  of  the  State  Association.  The 
committees  offer  basically  two  services:  the  first  being 
to  serve  as  an  accreditation  body  reviewing  and 
approving  continuing  medical  education  programs  put 
on  by  hospitals,  medical  schools,  medical  societies,  and 
other  organizations  taking  an  interest  in  this  activity; 
second,  the  committees  serve  as  the  provider  of  actual 
credit  or  certification  for  a given  number  of  hours  that 
have  been  approved  for  a specific  program. 

The  Medical  Education  Committee  feels  that  it  has  a 
commitment  to  concern  itself  with  continuing  medical 
education.  The  committee  desires  to  take  the  necessary 
steps  to  help  physicians  in  the  State  of  Nebraska  by 
monitoring  the  programs  that  are  developing  and 
seeing  to  it  that  physicians  are  properly  recognized  for 
the  continuing  education  they  obtain. 

The  physicians  of  the  NMA  have  long  been  involved 
in  continuing  education  for  themselves  and  for  others. 
The  committee  recognizes  that  there  are  many  facets  to 
"Continuing  Education;"  formal  programs,  informal 


programs,  innovative  approaches,  and  many  efforts 
toward  self  education.  It  is  our  hope  that  multiple 
approaches  to  the  problem  will  continue,  and  that  the 
committee  can  lend  encouragement  in  many  areas. 

However,  current  priorities  seem  to  push  us  toward 
“required  hours"  (A AFP)  or  “Category  1 hours"  (AMA 
recognition  award).  By  starting  an  accreditation 
program  in  the  State  of  Nebraska  by  the  NMA,  the 
busy  physician  can  receive  recognition  for  his  efforts 
in  Continuing  Medical  Education  carried  out  near  his 
home,  and  then  can  fulfill  at  least  some  of  the 
requirements  of  his  specialty  society  or  of  the  AMA 
Physicians’  Recognition  Award. 

The  NMA  must  develop  the  essentials  of  its  program 
for  accreditation  of  continuing  education.  These  will 
include  a presurvey  questionnaire,  a site  visit,  and 
various  other  mechanisms.  Representatives  from  the 
AMA  would  work  with  the  accrediting  team  in  its  first 
year  to  be  sure  that  the  programs  met  AMA  standards 
and  then  would  accredit  the  NMA  to  perform  this  work 
for  a four  year  period.  The  overall  program  would  be 
reviewed  by  the  AMA  every  four  years. 

As  an  initial  step,  it  was  felt  the  committee  could,  for 
instance,  develop  a continuing  medical  education 
accreditation  program  beginning  as  of  a certain  date 
and  stating  that  an  accreditation  program  operated 
through  a given  committee  or  committees  will  be 
established  by  the  NMA.  It  will  be  the  committee's 
responsibility  to  accredit  continuing  medical  education 
programs  across  the  state  so  that  a physician  does  not 
have  to  travel  long  distances.  At  the  same  time,  a 
recognition  award  at  the  state  level  would  be 
developed.  Along  these  lines  it  is  felt  that  an 
appropriate  plaque  or  certificate  as  well  as  notification 
to  the  physician's  local  media  would  be  appropriate. 
This  would  not  in  any  way  limit  the  committee's  effort 
to  promote  the  AMA's  Physicians’  Recognition  Award. 
The  committee  voiced  its  support  for  circuit-riding 
courses  recognizing  the  physician's  limited  time  to 
travel.  Courses  might  well  be  offered  once  every  two 
months  in  up  to  ten  areas  across  the  state. 

Nebraska’s  two  medical  schools  have  reported  that 
regional  learning  centers  may  well  be  developed  within 
the  next  few  years.  The  primary  purpose  of  these 
centers  would  be  the  provision  of  continuing  medical 
education  programs. 

It  must  be  recognized  that  a worthwhile,  functional 
accreditation  program  takes  time.  Input  must  be 
received  from  representatives  from  the  AMA’s  Council 
on  Medical  Education,  a review  or  survey  document 
must  be  developed  specifically  for  this  state,  and 
mechanism  for  implementation  of  an  acceptable  and 
beneficial  program  must  be  developed.  The  Medical 
Education  Committee  requests  the  House  of  Delegates 
endorsement  and  approval  of  this  committee  to 
continue  the  process  of  developing  a continuing  medical 
education  accreditation  program  in  Nebraska  and  the 
accompanying  development  of  a state-level  recognition 
award  for  physicians  meeting  the  criteria  which  will  be 
established. 

Respectfully  submitted, 
JOHN  W.  SMITH,  M.D., 
Chairman 

REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
NATIONAL  HEALTH  INSURANCE 

Jerald  R.  Schenken.  M I).,  Omaha,  Chairman;  Wm.  H.  Berrick,  M.I).. 
Madison;  Louis  J Gogela.  M.D.,  Lincoln  Arnold  W.  Lempka.  M I).. 
Omaha;  Robert  J.  Morgan.  M.D.,  Alliance;  Donald  F Prince.  M.D.. 
Minden:  A.  L.  Smith,  Jr..  M.D  . Lincoln;  Mr  Patrick  S.  Dunlap,  Omaha 
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The  Ad- Hoc  Committee  on  National  Health  Insurance 
of  the  Nebraska  Medical  Association,  composed  of  Drs. 
Prince,  Herrick.  Morgan,  Lempka,  Gogela,  Schenken 
(Chairman),  and  Mr.  Pat  Dunlap  has  met  on  two 
occasions  and  considered  many  issues  relative  to 
National  Health  Insurance.  The  Committee  is  concerned 
about  the  fiscal  and  professional  impact  which  any 
program  of  National  Health  Insurance  might  have 
upon  the  medical  services  and  medical  care  available  in 
Nebraska  as  well  as  in  the  nation.  No  estimates  were 
available  to  the  Committee  concerning  the  potential 
increase  in  demand  for  services  within  the  State  of 
Nebraska,  but  there  will  most  certainly  be  an  increased 
demand. 

The  Committee  was  greatly  concerned  that  a 
program  for  "No-Fault  Medical  Liability  Insurance" 
might  be  added  onto  a National  Health  Insurance  plan 
introduced  in  the  Congress  in  order  to  encourage 
physicians  to  support  the  concept  of  National  Health 
Insurance. 

The  Committee  also  considered  what  effect,  if  any, 
the  National  Health  Planning  and  Resources  Act  (PL 
93-641)  and  Professional  Standards  Review  Organization 
(PSRO)  might  have  on  the  implementation  of  a National 
Health  Insurance  plan.  It  appeared  that  these  may  be 
used  as  mechanisms  for  controlling  the  four  major  areas 
of  medical  care,  that  is  services,  facilities,  quality,  and 
costs. 

The  Committee  carefully  considered  the  guidelines 
for  any  National  Health  Insurance  policy  which  were 
adopted  by  the  AMA  (see  attached).  The  Committee 
was  sympathetic  with  the  position  the  AMA  found  itself 
in  and  agreed,  in  principle,  with  the  individual 
provisions.  However,  the  Committee  felt  that  the 
adoption  of  these  principles  might  be  interpreted  by 
some  as  tacit  support  for  a program  of  National  Health 
Insurance  contrary  to  the  stated  position  of  the 
American  Medical  Association. 

The  Committee  recommends  that  the  House  of 
Delegates  of  the  Nebraska  Medical  Association  consider 
the  following  resolution: 

RESOLVED,  that  the  Nebraska  Medical  Associa- 
tion is  opposed  to  compulsory  National  Health 
Insurance;  and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical  Associa- 
tion instruct  its  delegates  to  the  American  Medical 
Association  to  frame  and  present  a resolution  to  the 
House  of  Delegates  of  the  American  Medical 
Association  requesting  that  the  position  of  the  AMA 
on  National  Health  Insurance  be  clarified  following 
their  adoption  of  this  set  of  guidelines  and  that  they 
reaffirm  their  previous  position  opposing  National 
Health  Insurance. 

Respectfully  submitted, 

JERALD  R.  SCHENKEN,  M.D., 
Chairman 

NATIONAL  HEALTH  INSURANCE  GUIDELINES 
These  Guidelines  or  Principles  were  endorsed  by  the 
Board  of  Trustees  of  the  American  Medical  Association 
during  its  meeting  in  Chicago  on  October  25-26,  1974: 

(1)  Minimum  Federal  involvement  in  administration 
of  any  national  health  insurance  program 

(2)  State  jurisdiction  with  respect  to  licensure  and 
certification  of  professional  health  personnel  and 
regulation  of  insurance 

(3)  Minimum  Federal  dollars  in  financing  of 


programs  for  comprehensive  coverage  at  least 
possible  cost 

(4)  Funding  through  Federal,  state  and  private 
funds  including 

(a)  employer-employee  contributions  for 
private  health  insurance  and 

(b)  an  individual  tax  credit  as  applied  for  full 
health  care  protection 

(5)  No  added  Social  Security  tax  for  financing 

(6)  No  administration  by  Social  Security 

(7)  Cost  sharing  by  participating  individuals  and 
families  and  a subsidy  for  the  indigent  scaled 
according  to  income 

(8)  Use  of  private  insurance  on  risk  and 
underwriting  basis 

(9)  Comprehensive  coverage,  basic  and  catastrophic, 
for  the  entire  population 

(10)  Pluralism  in  methods  of  health  care  delivery 

(11)  Cost  controls  as  appropriate 

(12)  Quality  controls  as  appropriate 

(13)  Continuity  of  benefits 

(14)  Coordination  of  benefits 

FOR  FURTHER  INFORMATION  CONTACT 
THE  AMA  PUBLIC  AFFAIRS  DIVISION 

REPORT  OF  THE  POLICY  COMMITTEE 

James  H.  Dunlap.  M.D.,  Norfolk.  Chairman;  Warren  G.  Bosley,  M.D., 
Grand  Island:  John  D.  Coe.  M.D.,  Omaha;  Frank  P Stone,  M.D..  Lincoln; 
Roger  D.  Mason.  M.D.,  Omaha. 

The  Policy  Committee  brings  the  following  items  to 
the  House  of  Delegates  in  this  interim  report: 

(1)  The  Policy  Committee  has  been  the  negotiating 

committee  for  the  Association  in  working  with 
third-party  payors.  Consequently,  in  June  the 

committee,  with  the  counsel  of  the  Relative  Value 
Study  Committee,  negotiated  a new  conversion  factor 
with  the  Nebraska  Workmen’s  Compensation  Court. 
The  Court  was  utilizing  the  1965  NMA  Relative  Value 
Study  with  a conversion  factor  of  five.  The  committee 
negotiated  a seven  conversion  factor  which  represented 
a forty  percent  increase  in  remuneration  from  that 
agency. 

The  new  revision  of  the  Relative  Value  Study,  which 
is  based  on  the  AMA  Current  Procedural  Terminology 
(CPT)  is  now  finished  and  printing  will  soon  be 
complete.  It  is  anticipated  the  committee  will  then 
negotiate  with  the  Workmen's  Compensation  Court 
utilizing  the  new  Relative  Value  Study. 

(2)  The  situation  at  the  University  of  Nebraska  at 
Lincoln  and  specifically  its  Health  Center  was  discussed 
in  detail  at  a recent  session  of  the  House  of  Delegates. 
A Sub-Committee  of  the  Policy  Committee  has  met 
with  the  University  of  Nebraska  officials  on  several 
occasions  in  an  effort  to  better  enhance  communication. 
In  addition,  a committee  has  been  offered  which  would 
concern  itself  with  the  quality  of  care  rendered  on  the 
University  of  Nebraska  Lincoln  campus.  It  is 
anticipated  the  effect  of  this  arrangement  will  be  more 
beneficial  in  the  future. 

(3)  The  Policy  Committee  has  been  fully  aware  of 
the  many  activities  and  the  considerable  amount  of  time 
given  to  the  subject  of  PSRO  for  the  State  of  Nebraska. 
The  NMA  Ad-Hoc  Committee  on  PSRO  has  been 
extremely  busy  and  the  desire  of  the  Policy  Committee 
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that  a positive  recommendation  be  made  to  the  House 
of  Delegates  has  been  accomplished.  This  very 
important  subject  that  will  affect  the  practice  of 
medicine  in  the  State  of  Nebraska  in  the  years  to  come 
is  now  before  this  session  of  the  House  of  Delegates 
and  the  Policy  Committee  urges  that  all  Delegates 
study  this  matter  in  detail  and  be  prepared  to  make  a 
definite  decision  during  this  session  of  the  House. 

(4)  The  committee  concerned  itself  with  the  nursing 
bill  which  was  considered  by  the  Legislature  at  this 
session.  Several  meetings  were  held  in  an  effort  to 
revise  the  legislative  bill  to  make  it  feasible  for  the 
State  of  Nebraska  and  more  workable  especially  as  it 
pertains  to  the  rural  setting. 

It  is  felt  the  current  bill  as  presently  worded  is  more 
acceptable  inasmuch  as  the  Board  of  Examiners  in 
Medicine  and  Surgery  has  been  given  joint  respon- 
sibility in  the  development  of  rules  and  regulations 
implementing  the  various  facets  of  the  legislation  when 
passed. 

(5)  The  NMA's  Mental  Health  and  Mental 
Retardation  Committee  developed  a statement  on 
marihuana  which  read  as  follows: 

‘‘The  Mental  Health  and  Mental  Retardation 
Committee  of  the  Nebraska  Medical  Association 
strongly  urges  that  there  be  increased  research  on 
marihuana.  In  view  of  the  need  for  further  research, 
and  the  possibility  of  some  deleterious  effects  on  the 
user  and  on  society  at  large  which  could  constitute  a 
major  public  health  problem,  a policy  of  discourage- 
ment is  strongly  advocated. 

‘‘The  Committee  does  not  condone  the  production 
sale  or  use  of  marihuana.  It  does,  however, 
recommend  that  the  personal  possession  of  insignifi- 
cant amounts  of  that  substance  be  considered  a 
misdemeanor  with  commensurate  penalties  applied.  It 
also  recommends  its  prohibition  for  public  use;  and 
that  a plea  of  marihuana  intoxication  should  not  be  a 
defense  in  any  criminal  proceedings. 

“Medical  treatment  is  indicated  for  persons  who 
become  seriously  involved  with  the  use  of 
marihuana." 

Upon  submission  by  that  committee  to  the  Policy 
Committee  of  this  statement,  it  was  the  unanimous 
decision  to  endorse  this  position.  This  is  the  same 
position  on  this  subject  as  taken  by  the  AMA.  It  is 
presented  here  to  the  House  of  Delegates  for 
endorsement  by  the  NMA. 

(6)  The  Policy  Committee  considered  and  approved 
an  additional  mailing  piece  to  Nebraska  physicians.  The 
new,  consise  NMA  NEWS  NOTES  fliers  were 
instituted  several  months  ago.  They  are  sent 
periodically  to  all  Nebraska  hospitals  with  a 
suggestion  that  they  be  placed  in  the  Physicians' 
Lounge.  Each  issue  carries  three  or  four  concisely 
worded  items  which  are  of  concern  and  of  current 
interest  to  physicians.  The  utilization  has  evidently 
been  quite  good  as  the  response  from  physicians  has 
been  most  complimentary.  It  is  anticipated  the  mailings 
will  continue  in  the  future. 

(7)  The  committee  discussed  the  National  Health 
Planning  and  Resources  Development  Act  of  1974  - P.L. 
93-641,  at  several  meetings.  Following  a considerable 
amount  of  discussion  and  deliberation  regarding  this 
statute  the  committee  made  its  decision  and  has 
contacted  the  Governor.  The  committee  recommended, 
for  the  Governor’s  consideration,  that  one  statewide 
Health  Service  Agency  be  established  in  the  State  of 


Nebraska.  The  committee  further  recommended  that 
consideration  be  given  to  the  designation  of  five 
Sub-Area  Councils.  The  communication  to  the  Governor 
further  recommended  that  the  State  Department  of 
Health  be  named  the  designated  State  Agency  to 
service  the  State  Health  Coordinating  Council.  The 
governor  must  make  his  decision  in  early  May  and  it  is 
hoped  the  recommendations  of  the  Association  will  be 
considered. 

(8)  The  committee  held  a special  meeting  by 
telephone  conference  call  in  early  April  for  purposes  of 
discussing  potential  legislation  to  alleviate  a potential 
crisis  regarding  professional  liability  insurance  in  the 
State  of  Nebraska.  Included  in  this  meeting  were  the 
Chairman  of  the  NMA's  Medicolegal  Advice  Committee, 
the  Chairman  of  the  NMA’s  Insurance  and  Prepayment 
Medical  Care  Committee,  the  President  of  the  Omaha 
Medical  Society,  and  the  President  of  the  Lancaster 
County  Medical  Society.  The  decision  of  the  group  was 
to  prepare  legislation  which  would  develop  a pool  of 
insurance  coverage,  incorporating  all  liability  carriers 
operating  in  the  State  of  Nebraska,  should  the 
physicians  of  the  state  find  it  impossible  to  purchase 
adequate  professional  liability  coverage.  The  legislation 
was  drafted  and  submitted  to  the  Banking,  Commerce 
and  Insurance  Committee  by  the  NMA.  It  was 
recognized  the  statute  would  only  be  implemented  if 
current  carriers  stopped  providing  coverage.  It  was  felt 
paramount  to  produce  legislation  which  would  assure 
availability  of  adequate  coverage.  The  Association  has 
also  recommended  that  an  interim  study  committee  be 
requested  from  the  Legislature  to  study  the  Nebraska 
situation  in  detail  and  produce  legislation  for 
submission  in  the  1976  session  of  the  Legislature. 

A progress  report  will  be  given  at  this  session  of  the 
House  of  Delegates. 

The  committee  has  fulfilled  the  responsibility 
delegated  to  it  by  the  Association  and  the  House  of 
Delegates  and  stands  ready  to  assume  items  referred  to 
it  at  this  session  of  the  House  of  Delegates. 

Respectfully  submitted, 

JAMES.  H.  DUNLAP,  M.D., 
Chairman 

REPORT  OF  THE  NEBRASKA 
REGIONAL  MEDICAL  PROGRAM 

Public  Law  93-641,  the  National  Health  Planning  and 
Resources  Development  Act  of  1974,  requires  that  all 
Regional  Medical  Programs  be  terminated  and  their 
functions  assumed  by  newly  created  agencies  termed 
Health  Systems  Agencies.  The  Nebraska  Regional 
Medical  Program  will  be  terminated  sometime  after 
December  31,  1975.  The  law  requires  that  Regional 
Medical  Program  activity  cease  within  three  months 
after  a Health  Systems  Agency  is  designated  and 
functioning  in  the  area.  In  addition,  the  law  requires 
that  Regional  Medical  Programs  assist  in  the  transition 
to  the  newly  established  Health  Systems  Agencies,  and 
to  make  recommendations  to  the  Governor.  The 
Regional  Advisory  Group’s  recommendations  for  health 
service  area  designation  were  forwarded  to  the 
Governor  on  April  18,  1975. 

The  past  year  has  been  one  of  unusual  activity  for 
the  Nebraska  Regional  Medical  Program.  Over  50 
separate  projects  received  funding  and  assistance  from 
RMP.  These  projects  address  themselves  to  a wide 
variety  of  health  care  problems  and  needs.  These 
include  home  health  care  agencies,  electronic  screening 
process  for  eye  diseases,  continuing  education  programs 
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for  health  personnel  and  for  the  general  public.  Other 
projects  address  themselves  to  dental  problems,  to 
diabetes,  hypertension,  stroke  rehabilitation,  renal 
disease,  nutrition  and  emergency  medical  services. 

Specific  projects  were  implemented  to  meet  the 
health  needs  of  the  newborn,  the  handicapped,  mothers 
and  children,  the  elderly  and  the  minority  populations 
of  the  state.  Collectively,  however,  the  projects  benefit 
all  of  the  state’s  citizens. 

An  important  objective  for  NRMP  has  been  to  insure 
that  its  projects  are  able  to  continue  their  activities 
with  funds  from  other  sources.  A major  thrust  of  the 
program  this  year  will  be  to  aid  its  projects  in  this 
area.  When  necessary,  continuation  funds  will  be 
sought  from  HEW  to  assist  the  individual  projects. 

Program  staff,  Regional  Advisory  Group  and  its 
committees  also  will  be  concerned  this  next  year  with 
aiding  the  merger  of  NRMP,  the  current  Compre- 
hensive Health  Planning  “A"  and  "B"  agencies,  and  the 
Hill-Burton  program  into  the  new  agencies  created  by 
P.L.  93-641.  A smooth  and  orderly  transition  into 
organizations  that  will  best  serve  the  interests  of 
Nebraskans  will  be  a major  activity  of  NRMP.  On 
behalf  of  NRMP's  program  staff,  I extend  our  thanks  to 
our  Grantee,  the  Nebraska  Medical  Association,  and  to 
all  the  project  directors,  the  Regional  Advisory  Group, 
and  members  of  other  NRMP  committees  who  have 
worked  long  and  hard  to  fulfill  the  goals  of  the 
Nebraska  Regional  Medical  Program.  Our  sincere 
thanks  are  also  extended  to  members  of  the  State 
Medical  Association,  to  nurses  and  members  of  the 
general  public  throughout  the  state  who  have 
generously  given  up  their  time  and  efforts  on  behalf  of 
NRMP  and  its  projects.  The  annual  report  of  the 
Nebraska  Regional  Medical  Program  has  been 
forwarded  to  all  physicians  within  the  state. 

Respectfully  submitted, 

DONALD  MATTHEWS,  M.D. 

Program  Coordinator 

REPORT  OF  INSURANCE  AND  PREPAYMENT 
MEDICAL  CARE  COMMITTEE 

A.  L.  Smith.  Jr..  M.D.,  Lincoln,  Chairman;  Harold  D.  Dahlheim,  M.D., 
Norfolk;  Russell  J.  Mclntire,  M.D.,  Hastings.  Frederick  F.  Paustian, 
M.D.,  Omaha;  Blaine  Y.  Roffman,  M.D.,  Omaha;  Paul  M.  Scott.  M.D., 
Auburn;  Stanley  M.  Truhlsen,  M.D.,  Omaha;  Hiram  R.  Walker.  M.D.. 
Kearney. 

Your  committee  and  its  sub-committee  composed  of 
the  Chairman  and  the  Executive  Secretary  of  the 
Nebraska  Medical  Association  have  met  on  very 
frequent  occasions  during  this  past  year.  The  new 
group  life  insurance  and  accidental  death  and 
dismemberment  program  with  Western  Life  Insurance 
Company  to  high  limits  of  $250,000  was  negotiated.  A 
separate  package  of  high-limit  accidental  death  and 
dismemberment  insurance  up  to  $100,000  was  also 
negotiated.  The  dependent  life  insurance  coverage  was 
approved  and  initiated.  Disability  income  insurance  is 
still  in  the  negotiation  stage  and  not  yet  approved  by 
your  committee  because  of  inadequate  limits,  definitions 
of  disability  and  prorating  of  benefits. 

The  new  rate  adjustment  costs  of  the  NMA  Health 
insurance  program  with  Blue  Cross-Blue  Shield  was 
reviewed  by  the  committee.  These  rates  effective  June 
1,  have  been  approved  by  the  State  Insurance 
Department  and  were  approved  by  your  Insurance 
Committee  to  be  sent  to  the  Policy  Committee  for 
review  and  action. 

Professional  liability  insurance  in  all  its  ramifications 
has  occupied  practically  all  of  your  committee’s  time 


during  the  past  six  months.  During  this  period  the 
situation  in  rumor  and  in  fact  has  changed  almost  daily 
in  every  state  and  more  than  300  bills  have  been 
introduced  in  State  Legislatures  in  1975  relating  to  this 
problem.  A state-by-state  review  is  too  lengthy  for  this 
report,  but  has  been  made  by  your  committee  on  three 
occasions.  We  have  met  with  the  State  Insurance 
Commissioner,  representatives  of  insurance  companies 
and  large  agents,  individual  doctors,  our  attorneys,  a 
representative  of  the  AMA,  representatives  of  the 
Nebraska  Hospital  Association  to  summarize  available 
information  and  obtain  reasonable  ideas  for  action. 
Letters  have  been  sent  to  the  Executive  Officer  of  each 
of  the  seventeen  liability  insurance  companies  who 
write  over  $50,000  of  premium  for  a year  in  Nebraska 
concerning  their  interest  in  professional  liability 

insurance  in  Nebraska  and  other  states.  A summary  of 
the  answers  is  essentially  "not  interested,”  “will 
continue  present  coverage  only"  or  a summary  of  the 
alarming  aspects  of  professional  liability  insurance 
coverage  across  the  country. 

The  committee’s  summary  of  the  situation  might  be 
presented  under  three  headings. 

I.  Availability  of  professional  liability  insurance.  We 
believe  the  Association  must  accept  the  “claims- 
made”  policy  offered  by  St.  Paul  Insurance 
Companies.  A proposed  emergency  bill  has  been 
sent  to  the  Legislature’s  Banking,  Commerce,  and 
Insurance  Committee  to  permit  the  Nebraska 
Insurance  Director  to  activate  an  “assigned  risk 
pool"  if  he  finds  that  malpractice  insurance  is  not 
available  for  physicians  in  Nebraska.  Further 
legislative  moves  are  being  carefully  considered. 

II.  Cost.  An  “assigned  risk  pool"  will  cost  the 
physicians  more  than  the  present  “occurrence"  type 
of  insurance  and  definitely  more  than  the 
“claims-made”  policy  offered  by  St.  Paul  Insurance. 
The  rates  of  the  “claims-made"  policy  have  just 
been  approved  by  the  Nebraska  Insurance 

Commissioner  and  are  enclosed  in  a separate 
exhibit.  Your  committee  finds  them  to  be  lower 
than  the  actual  and  projected  rates  of  the 
“occurrence”  type  policy. 

III.  Reform  has  been  discussed  at  very  great  length 
and  includes  the  following:  Standard  statute 

outlining  “informed  consent,”  Statute  of  Frauds 
requiring  Agreements  to  Cure  to  be  in  writing, 
contingency  fee  schedules,  limited  liability  of 
physicians,  shift  “burden  of  proof"  to  the  plaintiff 
from  the  defendant,  limited  awards  for  pain  and 
suffering  (as  in  the  Indiana  Law),  compulsory 
arbitration,  screening  panels  or  hearing  panels 
which  would  not  deny  "due  process  of  law,”  paying 
medical  liability  insurance  awards  on  a periodic 
basis  rather  than  a lump  sum,  Workmen’s 
Compensation  type  or  “no-fault"  system,  re- 
strictions of  the  Statute  of  Limitation,  establish- 
ment of  Committee  on  Professional  Conduct  of  the 
State  Board  of  Medicine,  narrowing  the  legal 
definition  of  “malpractice"  to  include  only  “mal- 
practice" rather  than  "unsatisfactory  result,”  suits 
to  be  placed  on  court  dockets  and  heard  by  panels 
within  forty-five  days,  no  duplication  of  in- 
demnification of  malpractice  awards,  expert 
medical  witnesses  for  the  plaintiff  should  be 
licensed  in  the  defendant’s  specialty  and  practice  in 
the  state. 

“Claims-made"  professional  liability  insurance  has  its 
greatest  advantage  in  making  "malpractice”  insurance 
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available.  It  covers  claims  reported  in  the  current  year 
of  insurance  no  matter  when  the  “incident"  occurred. 
The  same  level  of  protection  is  provided  in  the  contract 
and  the  current  premiums  (see  enclosure)  are  much  less 
than  under  the  old  “occurrence"  type  insurance.  A 
"reporting  endorsement"  is  guaranteed  available  within 
thirty  days  of  termination  by  the  insured  which  is 
non-cancelable  and  is  presently  calculated  to  cost  in  the 
first  year  72%  of  insurance  premium  and  37%  in  the 
second  year.  The  insurance  coverage  by  this  “reporting 
endorsement”  continues  for  the  indefinite  future.  There 
will  be  an  optional  “disability  endorsement”  to  pay 
malpractice  premiums  if  the  physician  is  totally 
disabled.  The  cost  of  this  endorsement  is  very  low.  We 
have  asked  the  company  to  consider  an  “annuity 
concept"  for  payment  of  the  premium  for  "reporting 
endorsement"  upon  retirement  and  to  consider  life 
insurance  coverage  in  the  amount  necessary  to  pay  for 
"reporting  endorsement"  needed  for  a physician's 
estate. 

The  Insurance  and  Prepayment  Medical  Care 
Committee  strongly  recommends  approval  of  the 


"claims-made"  policy  as  modified  by  St.  Paul  Insurance 
Companies.  Recommends  approval  of  the  "assigned  risk 
pool"  proposed  law  as  presented  to  the  Nebraska 
Legislature's  Banking,  Commerce,  and  Insurance 
Committee  to  insure  availability  of  professional  liability 
insurance  in  case  of  crisis.  We  strongly  recommend  an 
active  “strong"  Study  Committee  composed  of  the 
Chairmen  of  the  Public  Relations  Committee,  Insurance 
and  Prepayment  Medical  Care  Committee,  Medical 
Service  committee,  Medical  Education  Committee,  and 
Medicolegal  Advice  Committee  to  study  in  depth  the 
entire  problem  of  professional  liability  insurance 
availability,  cost,  reform  and  possible  effective  remedies 
in  all  aspects  including  the  advantages  and  dis- 
advantages as  manifest  by  legislative  and  insurance 
activities  in  other  states.  This  committee  is  to  report 
findings,  recommendations  and  action  to  the  Policy 
Committee  and/or  the  House  of  Delegates  of  the 
Nebraska  Medical  Association  as  soon  as  possible. 

Respectfully  submitted, 

A.  L.  SMITH,  JR.,  M.D., 

Chairman 
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PHYSICIANS  AND  SURGEONS 
RATE  COMPARISON 


Description 


AT  100/300  LIMITS  OF  LIABILITY 

STATE  OF  NEBRASKA 

Occurrence  Rates 


Class 

St  Paul 
Eff  6-6-74 

Indicated 

1975 

S tandard 
Eff  12-31-74 

Proposed 
1st  Yr 

St. Paul 
Mature 

UkT~ 

New 

1 

1 

Phys icians-No  Surgery 

$ 410. 

$ 850. 

$ 540. 

$ 399. 

$ 737. 

2 

2 

Physicians-Minor  Surgery 

717. 

1489. 

841. 

691. 

1292. 

3 

3 

Surgeons-General 

Practitioners 

1551. 

2497. 

1664. 

1150. 

2166. 

3 

3 

Opthalmologista 

1551. 

2497. 

1664. 

1150. 

2166. 

3 

3 

Proctologists 

1551. 

2497. 

1664. 

1150. 

2166. 

4 

4 

Urologists 

2068. 

3313. 

2218. 

1522. 

2874. 

4 

5 

Cardiac  Surgeons 

2068. 

4128. 

2772. 

1894. 

3581. 

4 

5 

Otolaryngologists -No 

Plastic  Surgery 

2068. 

4128. 

2772. 

1894. 

3581. 

4 

5 

Surgeons-General 

2068. 

4128. 

2772. 

1894. 

3581. 

5 

5 

Anesthesiologists 

2586. 

4128. 

2772. 

2482. 

3581. 

5 

5 

Otolarynogologists- 

Plastic  Surgery 

2586. 

4128. 

2772. 

1894. 

3581. 

5 

6 

Cfcs tetricians-Cyn ecologists 

2586. 

4944. 

3327. 

2266. 

4288. 

5 

6 

Plastic  Surgeons 

2586. 

4944. 

3327. 

2266. 

4288. 

4 

7 

Thoracic  Surgeons 

2068. 

6575. 

4437. 

3010. 

5703. 

4 

7 

Vascular  Surgeons 

2068. 

6575. 

4437. 

3010. 

5703. 

5 

7 

Neurosurgeons 

2586. 

6575. 

4437. 

3950. 

5703. 

5 

7 

Orthopedists 

2586. 

6575. 

4437. 

3010. 

5703. 

Claims -Hade 


Thl3  displays,  by  specialty,  the  annual  rate  for  $100,000/300,000  liability  limits,  showing 
tho  current  program  rate,  the  indicated  rate  for  1975  if  The  St.  Paul  had  continued  to 
market  occurrence  coverage,  the  current  bureau  (standard)  rated,  the  rate  for  first  year 
(1975)  claims-made  coverage  and  the  "mature"  rate  (fifth  year)  as  now  computed. 
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Report  of 

Board  of  Councilors 

FIRST  SESSION 

The  first  session  of  the  Board  of  Councilors  was  held 
April  27,  1975,  at  the  Lincoln  Hilton  Hotel,  Lincoln, 
Nebraska.  The  meeting  was  called  to  order  by  the 
Chairman,  Dr.  Steenburg. 

The  following  members  were  present:  Drs.  Louis  J. 
Gogela,  H.  C.  Stewart,  James  G.  Carlson,  Robert 
Sorensen,  Houtz  Steenburg,  Lyle  Nelson,  Hiram 
Walker,  Fred  J.  Rutt,  Berl  Spencer,  Calvin  Oba  and 
James  H.  Dunlap.  The  seating  of  Dr.  J.  Whitney  Kelley 
as  Councilor  of  the  First  District  for  this  session  was 
approved  by  the  Board  of  Councilors. 

Dr.  Steenburg  called  for  approval  of  the  minutes  of  the 
Fall  Session  and  these  were  approved  as  printed  in  the 
December,  1974,  issue  of  the  Nebraska  Medical  Journal. 

Election  of  the  Secretary-Treasurer  was  called  for, 
the  term  of  Dr.  Russell  Gorthey  expiring.  The  Board 
approved  the  reelection  of  Dr.  Gorthey  for  this  office. 

Election  of  a member  of  the  Board  of  Directors 
replacing  Dr.  Carl  Frank  was  delayed  until  the  second 
session. 

Election  of  a member  of  the  Medicolegal  Advice 
Committee  was  called  for,  the  term  of  Dr.  J.  P.  Gilligan 
expiring.  The  Board  approved  the  reelection  of  Dr. 
Gilligan  on  this  committee. 

Election  of  a member  of  the  Council  on  Professional 
Ethics  was  called  for,  the  term  of  Dr.  Frank  Tanner 
expiring.  The  Board  approved  the  reelection  of  Dr. 
Tanner  to  this  Council. 

The  requests  for  Life  Membership  were  approved  by 
the  Board  of  Councilors. 

The  Board  approved  the  formation  of  the  new 
society,  The  Butler  County  Medical  Society,  and 
directed  that  a charter  be  issued. 

The  reports  and  resolutions  in  the  Handbook  were 
discussed  and  approved  for  consideration  by  the  House 
of  Delegates. 

There  being  no  further  business,  the  Board  was 
recessed  until  the  second  session. 

SECOND  SESSION 

The  second  session  of  the  Board  of  Councilors  was 
held  April  29,  1975.  The  following  members  were 
present:  Drs.  Louis  J.  Gogela,  H.  C.  Stewart,  James  G. 
Carlson,  Robert  Sorensen,  Houtz  Steenburg,  Lyle 
Nelson,  Berl  Spencer,  Calvin  Oba,  James  H.  Dunlap, 
and  Warren  G.  Bosley. 

The  meeting  was  called  to  order  by  the  Chairman, 
Dr.  Steenburg. 

The  minutes  of  the  first  session  were  approved  as 
printed. 

Dr.  Steenburg  said  he  had  received  two  names  for 
consideration  as  a member  of  the  Board  of  Directors, 
Drs.  Robert  Morgan  and  A.  J.  Alderman.  It  was  moved 
that  Dr.  Morgan  be  elected  to  the  Board  of  Directors 
and  this  was  approved. 

There  was  discussion  relative  to  the  need  for  more 
time  at  the  second  session  of  the  Board  of  Councilors, 
inasmuch  as  the  annual  meeting  of  the  Nebraska 
Medical  Foundation  was  also  held  at  that  time.  It  was 


the  decision  of  the  Board  to  hold  the  second  session  on 
Tuesday  morning  during  the  Annual  Session. 

There  was  discussion  of  the  duties  of  the  Board  of 
Councilors,  and  the  recommendation  was  made  that  the 
Board  of  Councilors  be  embodied  as  voting  members  of 
the  House  of  Delegates  and  that  this  constitutional 
change  be  requested.  This  was  approved. 

An  ethical  problem  emanating  from  the  Cardio- 
vascular Department  of  the  University  of  Nebraska 
College  of  Medicine  was  discussed  and  referred  to  the 
Council  on  Professional  Ethics  for  definitive  action. 
Their  disposition  of  this  case  is  to  be  transmitted  to  the 
Board  of  Councilors. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Report  of 

House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  was  held 
April  27,  1975,  at  the  Lincoln  Hilton  Hotel,  Lincoln, 
Nebraska.  The  meeting  was  called  to  order  by  the 
Speaker,  Dr.  Harry  W.  McFadden,  Jr. 

A call  for  a quorum  showed  65  delegates  present,  and 
the  House  was  declared  in  session. 

Following  the  seating  of  Alternate  Delegates  to  re- 
place Delegates  not  present,  the  following  oral  reports 
were  given: 

Dr.  James  H.  Dunlap,  President  of  NMA. 

Dr.  Frank  J.  Jirka,  Jr.,  Member  of  AMA  Board  of 
Trustees. 

Dr.  Walter  A.  Bennett,  Representative  from  the 
Nebraska  Dental  Association. 

Mr.  John  Hermann,  Creighton  University  School  of 
Medicine. 

Dr.  C.  A.  McWhorter,  University  of  Nebraska 
College  of  Medicine. 

Dr.  John  P.  Gilligan,  Chairman,  Medicolegal  Advice 
Committee. 

Dr.  Richard  Cottingham,  Chairman,  Health  Planning 
Committee. 

The  Chair  called  for  approval  of  the  minutes  of  the 
1974  Fall  Session  of  the  House  of  Delegates,  and  these 
were  approved  as  printed  in  the  December,  1974,  issue 
of  the  Nebraska  Medical  Journal. 

Members  of  Reference  Committees  were  selected  and 
approved  by  the  House. 

The  following  Nominating  Committee  members  were 
selected  and  approved  by  the  House: 

1st  District  - Dr.  C.  A.  McWhorter 
2nd  District  - Dr.  John  T.  McGreer,  III 
3rd  District  - Dr.  Wendell  Fairbanks 
4th  District  - Dr.  L.  Chadek 
5th  District  - Dr.  Robert  Sorensen 
6th  District  - Dr.  Richard  Pitsch 
7th  District  - Dr.  V.  F.  Colon 
8th  District  - Dr.  Wm.  Becker 
9th  District  - Dr.  Gordon  Francis 

10th  District  - Dr.  H.  A.  McConahay 

11th  District  - Dr.  Robert  Getty 

12th  District  - Dr.  C.  J.  Cornelius 
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The  following  Reference  Committee  assignments  of 

reports  and  resolutions  were  made: 

Reference  Committee  #1 
Life  Memberships 
Annual  Audit 
Board  of  Directors 
Medical  Service  Committee 
Policy  Committee  - Sections  #2,  #4,  #5,  and  #6 

Reference  Committee  #2 
Delegate  to  AMA 

Insurance  and  Prepayment  Medical  Care  Committee 
Policy  Committee  - Section  #8 

Resolution  #1  - Medical  Malpractice  “Claims-Made” 
Policy  (Omaha  Medical) 

Resolution  #2  - Malpractice  Insurance  (Southwest 
Nebr.) 

Resolution  #9  - Legislation  to  Alleviate  Problem  of 
Medical  Liability  Insurance  (Oma- 
ha Medical) 

Resolution  #14  - Public  and  Official  Information  on 
Problem  of  Medical  Liability  (Lan- 
caster Co.) 

Resolution  #15  - Legislation  Affecting  Medical  Liabil- 
ity (Lancaster  Co.) 

Reference  Committee  #3 
Ad-Hoc  Committee  on  PSRO 
Policy  Committee  - Section  #3 

Resolution  #4  - Physician  Reimbursement  Under 
Mandated  Federal  Regulations 
Buffalo  Co.) 

Resolution  #10  - PSRO  Relationship  with  Third-Party 
Carriers  (Omaha  Medical) 

Resolution  #18  - Report  of  Ad-Hoc  Committee  on 
PSRO  (Lancaster  Co.) 

Reference  Committee  #4 

Geriatrics  Committee 
Rural  Medical  Service  Committee 
Ad-Hoc  Committee  on  National  Health  Insurance 
Resolution  #8  - Reaffirmation  of  Position  Relative  to 
Legislation  Authorizing  Diagnosis 
of  Disease  (Omaha  Medical) 
Resolution  #12  - Non-Compliance  with  Admission  Re- 
view Procedures  (Hall  Co.) 

Reference  Committee  #5 
Public  Relations  Committee 
Sub-Committee  on  Athletic  Injuries 
Medical  Education  Committee 

Resolution  #7  - Study  of  Relicensure  and  Recertifica- 
tion (Omaha  Medical) 

Resolution  #16  - Implied  Overcharging  (Lancaster 
Co.) 

Reference  Committee  #6 

Relative  Value  Study  Committee 
Nebraska  Regional  Medical  Program 
Policy  Committee  - Sections  #1  and  #7 
Resolution  #3  - Opposition  to  Federal  Register  Pro- 
posal to  Establish  Standards  and 
Guidelines  in  Intermediate  Care 
Facilities  (Saline  Co.) 

Resolution  #5  - Certification  of  Need  (Omaha  Medi- 
cal) 

Resolution  #6  - Area  Designations  as  Per  P.L.  93 
641  (Omaha  Medical) 

Resolution  #11  - Required  Physician  Visits  to  Nursing 
Homes  (Hall  Co.) 


Resolution  #17  - National  Health  Planning  Act,  P.L. 
93-641  (Lancaster  Co.) 

Resolution  #19  - Medical  Manpower  Numbers  and 
Maldistribution  (Health  Planning 
Com. ) 

Resolutions  from  the  floor  were  called  for  and  Dr. 
Truhlsen  introduced  Resolution  #20,  Omaha  Medical 
Society,  regarding  regulation  of  increased  physicians 
fees  under  Medicare.  This  was  referred  to  Reference 
Committee  #1. 

There  being  no  further  business,  the  House  was  re- 
cessed until  Monday  morning. 


SECOND  SESSION 

The  second  session  of  the  House  of  Delegates  wras 
held  April  28,  1975.  The  meeting  was  called  to  order  by 
Dr.  McFadden,  Speaker.  A call  for  a quorum  showed  66 
delegates  present  and  the  House  was  declared  in 
session. 

Dr.  McFadden  informed  the  House  that  inasmuch  as 
Dr.  Landgraf,  Vice  Speaker,  was  unable  to  attend  this 
session  of  the  House,  he  had  asked  Dr.  Schenken  to  act 
as  interim  Vice  Speaker.  This  was  approved  by  the 
House. 

The  Chair  called  for  approval  of  the  minutes  of  the 
first  session,  and  these  were  approved. 

The  Chair  called  for  approval  of  the  minutes  of  the 
first  session  of  the  Board  of  Councilors,  and  these  were 
approved. 

An  oral  report  was  presented  to  the  House  by  Dr. 
Henry  Smith,  Director  of  the  State  Department  of 
Health. 

Reports  of  the  Reference  Committees  were  called  for 
and  the  following  were  presented: 

Reference  Committee  #1 

Reference  Committee  #1  considered  four  reports  and 
two  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations: 

(1)  LIFE  MEMBERSHIPS 

Each  application  was  screened  and  all  were  approved 
by  the  committee.  They  are  as  follows: 

Dr.  Harry  A.  Jakeman  - Fremont 
Dr.  E.  T.  Hobbs  - Lincoln 
Dr.  Otto  E.  Kaarma  - Lincoln 
Dr.  H.  H.  Whitlock  - Vashon,  Wash. 

Dr.  Emery  Carlson  - Newman  Grove 
Dr.  A.  J.  Schwedhelm  - Norfolk 
Dr.  Carl  Barr  - Tilden 
Dr.  Max  Fleishman  - Omaha 
Dr.  William  E.  Kroupa  - Omaha 
Dr.  J.  P.  Tollman  - TTicson,  Ariz. 

Dr.  E.  F.  Leininger  - McCook 

Recommendation : 

Your  Reference  Committee  recommends  the  approval 
of  this  action. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(2)  ANNUAL  AUDIT  REPORT 

The  Annual  Audit  Report  was  read  and  there  was  no 
discussion  of  this  report  by  the  members  of  the  House 
of  Delegates  who  were  present. 
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Recommendation : 

Your  Reference  Committee  recommends  the  approval 
of  this  report  as  carried  in  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS 

There  was  a great  deal  of  discussion  regarding  the 

need  for  a dues  increase.  It  was  pointed  out  that  the 
dues  increase  was  necessary  because  of  the  increase  in 
costs  in  running  the  Headquarters  Office  as  well  as  an 
increase  in  the  cost  of  all  Association  activities.  We 
learned  that  the  activities  of  the  Insurance  and  Pre- 
payment Medical  Care  Committee  will  require  legal 
help  in  the  future  and  that  this  will  be  rather 
expensive.  It  was  felt  by  some  members  that  the  cost 
of  publishing  the  NEBRASKA  MEDICAL  JOURNAL 
was  rather  great,  but  when  the  figures  were  broken 
down  and  it  was  found  what  the  true  picture  was  the 
Reference  Committee  felt  this  was  not  a valid  argu- 
ment against  the  Journal.  For  further  clarification  of 
this  situation,  refer  to  the  latter  part  of  the  report 
titled,  JOURNAL. 

There  was  a great  deal  of  discussion  in  regard  to  the 
need  for  the  employment  of  a lobbyist.  It  was  felt  by 
those  present  that  it  would  relieve  the  duties  of  the 
Executive  Secretary  and  his  Assistant  a great  deal  so 
that  they  could  handle  other  problems  which  are 
pressing  to  the  Association.  This  means  that  the 
Association  would  have  a lobbyist  who  works  for  the 
NMA  and  for  other  organizations  at  the  same  time.  In 
trying  to  determine  what  this  might  cost  the  Associa- 
tion, the  Reference  Committee  was  told  that  the 
expense  would  probably  be  between  $5,000  and  $7,500  a 
year. 

Recommendation : 

Your  Reference  Committee  recommends  the  approval 
of  the  Report  of  the  Board  of  Directors  as  carried  in 
the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(4)  REPORT  OF  THE  MEDICAL  SERVICE  COMMIT- 
TEE 

The  question  of  the  full-time  lobbyist  again  appears 
in  this  report.  Since  this  item  was  discussed  in 
connection  with  the  Board  of  Directors  Report,  no 
further  discussion  was  entertained. 

Recommendation : 

Your  Reference  Committee  recommends  the  approval 
of  the  Report  of  the  Medical  Service  Committee  as 
carried  in  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(5)  ITEM  2 - REPORT  OF  THE  POLICY  COMMITTEE 

The  members  of  the  Reference  Committee  felt  that 

this  statement  did  not  clarify  the  situation  in  regard  to 
the  Health  Center  at  the  University  of  Nebraska, 
Lincoln.  The  question  arose  as  to  whether  or  not  the 
committee  which  was  appointed  according  to  the  Policy 
Committee  Report  has  ever  been  called  into 
consultation  by  the  University  of  Nebraska.  The 
Reference  Committee  feels  that  for  the  satisfaction  of 
the  members  who  have  been  concerned  with  this 
situation  that  an  expanded  report  would  be  desirable. 


Recommendation: 

Your  Reference  Committee  recommends  the  approval 
of  Item  2 of  the  Report  of  the  Policy  Committee  and 
asks  that  remarks  in  relationship  to  a further  report  be 
noted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 

THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(6)  ITEM  4 - REPORT  OF  THE  POLICY  COMMITTEE 

This  item  was  considered  and  accepted  bv  the 

Reference  Committee  with  no  discussion. 

Recommendation : 

Your  Reference  Committee  recommends  approval  of 
Item  4 of  the  Report  of  the  Policy  Committee  as  carried 
in  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 

THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(7)  ITEM  5 - REPORT  OF  THE  POLICY  COMMITTEE 
Item  5 of  the  Report  of  the  Policy  Committee  was 

considered  and  this  item  was  also  approved  by  the 
Reference  Committee  with  no  discussion. 

Recommendation : 

Your  Reference  Committee  recommends  approval  of 
Item  5 of  the  Report  of  the  Policy  Committee  as  carried 
in  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(8)  ITEM  6 - REPORT  OF  THE  POLICY  COMMITTEE 
Item  6 of  the  Report  of  the  Policy  Committee  was 

then  considered  and  there  was  no  discussion  in  relation- 
ship to  this  item. 

Recommendation : 

Your  Reference  Committee  recommends  approval  of 
Item  6 of  the  Report  of  the  Policy  Committee  as  carried 
in  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(9)  RESOLUTION  #13  - FORMATION  OF  NEBRASKA 
MEDICAL  ALLIANCE  (SALINE  CO.) 

This  resolution  read  as  follows: 

WHEREAS,  the  Congress  of  the  United  States  is 
obligated  to  make  laws  and  the  several  agencies  of 
the  executive  implement  those  laws  via  directives, 
and 

WHEREAS,  there  has  been  an  unimaginable 
burgeoning  of  directives  in  recent  months  many  of 
which  do  not  reasonably  pertain  to  medical  care  in 
non-metropolitan  areas,  and 

WHEREAS,  there  seems  to  be  little  recourse  for 
the  individual  physician  or  groups  of  physicians  when 
those  directives  become  a burden  to  their  patients  and 
to  them  personally,  and 

W'HEREAS,  it  has,  of  late,  been  shown  by  various 
organized  groups  that  the  federal  government  only 
takes  heed  of  well  organized  highly  motivated 
groups;  therefore 

BE  IT  RESOLVED,  that  an  economic  wing  of  the 
Nebraska  Medical  Association  be  established  and  that 
wing  be  known  as  the  Nebraska  Medical  Alliance; 
and 
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BE  IT  ALSO  RESOLVED,  that  the  responsibilities 
of  that  group  include  the  representatives  of  its 
members  in  negotiations  with  the  federal  government 
and  third  party  carriers  not  only  as  regards  fees 
where  they  are  at  issue  but  also  as  regards  disputes 
over  the  reasonableness  of  federal  directives  where 
they  are  inappropriate  to  our  area;  and 

BE  IT  FURTHER  RESOLVED,  that  the  alliance 
be  organized  so  that  definitive  socioeconomic 
pressure  may  be  brought  to  bear  on  the  federal 
government  via  joint  action  of  its  members  when 
deemed  necessary  by  the  membership. 

Resolution  #13  as  introduced  by  the  Saline  County 
Medical  Society  in  relationship  to  the  formation  of  a 
Nebraska  Medical  Alliance  was  discussed  at  length.  The 
Reference  Committee  felt  that  it  could  not  recommend 
approval  of  this  resolution  as  written  because  it  would 
direct  formation  of  a Nebraska  Medical  Alliance  with- 
out actually  documenting  what  this  organization  would 
be  or  do.  It  was  finally  recommended  that  the 
resolution  be  referred  to  the  Policy  Committee  of  the 
Nebraska  Medical  Association  for  further  study  and 
report  at  the  next  session  of  the  House  of  Delegates. 

As  a matter  of  information  it  was  stated  by  one  of 
the  members  that  Wisconsin  had  just  started  an  organ- 
ization of  this  sort  and  that  it  had  necessitated  the 
increase  in  yearly  dues  of  the  members  of  the  Associa- 
tion by  a figure  of  $125,  which  now  makes  their  dues 
$300  a year.  The  Reference  Committee  endorses  the 
philosophy  of  this  resolution  and  hopes  that  favorable 
activity  can  be  taken  by  the  Policy  Committee. 

Recommendation : 

Your  Reference  Committee  recommends  that  Resolu- 
tion #13  be  referred  to  the  Policy  Committee  of  the 
Nebraska  Medical  Association  for  further  study  and 
report  at  the  next  session  of  the  House  of  Delegates. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  seconded 
and  following  discussion  and  comments  by  Dr.  Colon  to 
strengthen  this  resolution,  the  House  endorsed  the 
philosophy  of  this  resolution  and  approved  this  section 
of  the  Reference  Committee  Report. 

(10)  RESOLUTION  #20  - REGULATIONS  LIMITING 

INCREASES  IN  PHYSICIAN'S  FEES  UNDER 

MEDICARE  (OMAHA  MEDICAL) 

Resolution  #20  as  submitted  by  the  Omaha  Medical 
Society  was  considered  and  read  as  follows: 

WHEREAS,  the  Department  of  Health  Education 
and  Welfare  has  proposed  regulations  which  would 
set  limits  on  the  amount  of  increases  in  physician's 
fees  under  Medicare,  and 

WHEREAS,  these  regulations  provide  that  any 
recognition  of  a prevailing  charge  increase,  for  a 
physician's  services  in  a locality,  would  be  tied  to  an 
“appropriate  national  economic  index,"  and 

WHEREAS,  these  regulations  would  continue  re- 
imbursement at  the  75th  percentile  based  on  fiscal 
1973  prevailing  charges,  in  a locality,  as  adjusted  to 
reflect  calendar  1971  charges,  and 

WHEREAS,  physician's  costs  of  operating  an 
office,  supplies,  personnel,  etc.,  increase  along  the 
national  scale,  and 

WHEREAS,  this  represents  discriminatory  practice 
against  a particular  group  of  citizens,  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association  voice  its  strong  opposition  to  such  unfair 


and  discriminatory  practices  and  urge  the  Nebraska 
Congressional  Delegation  to  take  the  proper  action  to 
assure  reversal  of  such  regulations,  and 

BE  IT  FURTHER  RESOLVED,  that  this  resolu- 
tion be  forwarded  to  the  Nebraska  Congressional 
Delegation,  the  American  Medical  Association,  and 
the  Nebraska  Delegate  to  the  American  Medical 
Association. 

This  resolution  deals  with  the  regulation  of  increased 
physician's  fees  under  Medicare.  The  Reference  Com- 
mittee was  given  consultation  bv  Mr.  Jim  O'Brien  of 
the  Medicare  Section  of  Mutual  of  Omaha  who 
presented  the  Reference  Committee  with  a copy  of  the 
FEDERAL  REGISTER,  Volume  40,  Number  72,  which 
was  printed  on  Monday,  April  14,  1975.  The  section 
with  which  the  Reference  Committee  was  concerned 
was  titled.  "Federal  Health  Insurance  for  the  Aged  and 
Disabled."  Among  other  items  this  section  states  that  if 
there  are  objections  to  these  proposed  regulations,  that 
these  objections  be  brought  to  the  Commissioner  of 
Social  Security  within  one  month  of  the  date  that  the 
Register  was  issued.  This  means  that  the  NMA  needs 
to  communicate  with  the  Commissioner  of  Social 
Security  before  May  14.  1975. 

After  due  consideration,  the  resolution  was  amended 
in  the  following  way: 

WHEREAS,  the  Department  of  HEW  has  proposed 
regulations  as  set  forth  in  the  FEDERAL 
REGISTER  dated  April  14.  1975,  which  would  set 
limits  on  the  amount  of  increases  in  physician's  fees 
under  Medicare,  and 

WHEREAS,  these  regulations  provide  that  any 
recognition  pf  a prevailing  charge  increase,  for  a 
physician's  services  in  a locality,  would  be  tied  to  an 
"appropriate  national  economic  index,"  and 

WHEREAS,  these  regulations  would  continue  re- 
imbursement at  the  75th  percentile  based  on  fiscal 
1973  prevailing  charges,  in  a locality,  as  adjusted  to 
reflect  calendar  1971  charges,  and 

WHEREAS,  physician’s  costs  of  operating  an 
office,  costs  of  supplies,  and  personnel  increase  along 
the  national  scale,  and 

WHEREAS,  this  represents  discriminatory  practice 
against  a particular  group  of  citizens,  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association  voice  its  strong  opposition  to  such  unfair 
and  discriminatory  practices  and  urge  the  Nebraska 
Congressional  Delegation  to  take  the  proper  action  to 
assure  reversal  of  such  regulations,  and 

BE  IT  FURTHER  RESOLVED,  that  this  resolution 
be  forwarded  to  the  Nebraska  Congressional 
Delegation,  the  American  Medical  Association,  and 
the  Nebraska  Delegates  to  the  American  Medical 
Association,  and  the  Commissioner  of  Social  Security. 

You  will  note  that  the  first  amendment  appears  in 
the  second  line  of  the  first  WHEREAS  where  the 
words,  "as  set  forth  in  the  FEDERAL  REGISTER 
dated  April  14,  1975”  has  been  added.  On  the  first  line 
of  the  fourth  WHEREAS,  the  Reference  Committee  has 
added  “costs  of,"  and  after  the  word  “supplies"  added 
the  word  "and,"  and  removed  the  "etc.".  On  the  last 
line  of  the  resolution  these  words  have  been  added  “and 
the  Commissioner  of  Social  Security." 

This  resolution  should  be  transmitted  in  triplicate  to 
the  Commissioner  of  Social  Security  immediately  so 
that  it  reaches  him  before  May  14.  1975. 


326 


Nebraska  M.  J. 


Recommendation : 

Your  Reference  Committee  recommends  the  ap- 
proval of  Resolution  #20  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  seconded 
and  Dr.  Morgan,  Chairman  of  the  Reference  Committee, 
asked  if  this  amended  resolution  was  acceptable  to  the 
Omaha  Medical  Society.  This  was  accepted  by  the 
County  Society  and  this  section  of  the  report  was 
approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted. 

Dr.  Robert  J.  Morgan, 
Chairman 

Dr.  William  J.  Chleborad 

Dr.  Harlan  L.  Papenfuss 
Reference  Committee  #2 

Reference  Committee  #2  considered  three  reports 
and  five  resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendation: 

(1)  REPORT  OF  DELEGATE  TO  AMERICAN 
MEDICAL  ASSOCIATION,  CLINICAL  MEETING 

Dr.  John  R.  Schenken  was  present  at  the  Reference 
Committee  meeting  and  discussion  centered  primarily 
on  two  items,  AMA  dues  and  the  Report  on  National 
Health  Insurance.  Dr.  Schenken  elaborated  upon  the 
special  assessment  as  a mandatory  obligation  of  each 
member  of  the  AMA.  Dr.  Schenken  also  discussed 
briefly  the  principles  which  the  Board  has  adopted  as 
guidelines  in  its  position  on  National  Health  Insurance, 
as  carried  in  the  Report  of  the  Delegate  to  the  AMA. 
He  pointed  out  the  danger  of  such  guidelines,  and 
stated  that  it  has  been  his  belief  that  we  should 
oppose  National  Health  Insurance  as  unnecessary 
rather  than  adopt  guidelines  such  as  those  enumerated 
in  the  Report  of  the  Delegate  to  AMA. 

Recommendation : 

Your  Reference  Committee  recommends  the  approval 
of  the  Report  of  the  Delegate  to  the  American  Medical 
Association,  Clinical  Meeting,  as  carried  in  the 
Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  seconded 
and  there  was  considerable  discussion  regarding  the 
guidelines  which  the  AMA  Board  of  Trustees  adopted 
in  its  position  on  National  Health  Insurance.  The  Chair 
pointed  out  that  these  guidelines  also  appeared  in  the 
Report  of  the  Ad-Hoc  Committee  on  National  Health 
Insurance  which  was  being  considered  by  Reference 
Committee  #4  and  asked  that  these  be  considered  at 
the  time  of  the  Report  of  Reference  Committee  #4.  It 
was  moved  by  Dr.  Prince  that  this  be  tabled  until  the 
Report  of  Reference  Committee  #4  was  presented  to 
the  House,  and  this  was  approved  by  the  House.  This 
section  of  the  Reference  Committee  Report  was  then 
approved  by  the  House. 

(2)  REPORT  OF  INSURANCE  AND  PREPAYMENT 
MEDICAL  CARE  COMMITTEE 

The  next  item  considered  was  the  Report  of  the 
Insurance  and  Prepayment  Medical  Care  Committee  as 
carried  in  the  Handbook.  Discussion  of  this  item  was 
held  in  conjunction  with  discussion  of  the  various 
resolutions  considered  by  this  Reference  Committee.  It 
was  felt  by  several  persons  discussing  the  report  as 


well  as  the  members  of  the  Reference  Committee  that 
it  is  important  that  "claims  made"  professional  liability 
insurance  be  clearly  understood  and  accurately  defined. 
It  was  felt  that  the  statement  in  the  first  paragraph 
following  the  committee’s  summary  of  the  situation, 
second  sentence,  was  perhaps  a little  misleading  and 
that  the  statement  should  be  expanded  to  include  the 
words,  "if  coverage  with  that  company  was  in  effect  for 
that  individual  at  that  time."  This  statement  would 
then  read.  “It  covers  claims  reported  in  the  current 
year  of  insurance  no  matter  when  the  ‘incident’ 
occurred  if  coverage  with  that  company  was  in  effect 
for  that  individual  at  that  time." 

Recommendation : 

It  is  the  recommendation  of  the  Reference  Committee 
that  the  Report  of  the  Insurance  and  Prepayment 
Medical  Care  Committee  be  accepted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  seconded 
and  discussion  followed.  The  Chair  pointed  out  that 
approval  of  this  section  of  the  Reference  Committee 
report  would  recommend  approval  of  the  “claims  made" 
policy  offered  bv  St.  Paul  Insurance  Companies.  This 
section  of  the  Reference  Committee  Report  was 
approved  by  the  House. 

(3)  ITEM  8 - REPORT  OF  THE  POLICY  COMMITTEE 
The  next  item  considered  was  Item  8 of  the  Report  of 

the  Policy  Committee  as  carried  in  the  Handbook.  This 
item  was  accepted  as  an  informational  item  with  no 
particular  discussion. 

Recommendation : 

It  is  the  recommendation  of  your  Reference 
Committee  that  Item  8 of  the  Report  of  the  Policy 
Committee  be  accepted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(4)  RESOLUTION  #1  - MEDICAL  MALPRACTICE 
“CLAIMS  MADE"  POLICY  (OMAHA  MEDICAL) 

Resolution  #1  was  then  considered  and  read  as 
follows: 

WHEREAS,  the  most  critical  problem  facing 
Nebraska  physicians  at  this  time  is  the  availability  of 
malpractice  liability  insurance,  and 

WHEREAS,  several  years  ago  the  Nebraska 
Medical  Association  chose  to,  solely,  endorse  one 
company,  and 

WHEREAS,  this  company  is  now  changing  the 
type  of  coverage  for  Nebraska  physicians  to  “Claims 
Made”  policies,  and 

WHEREAS.  very  few  Nebraska  physicians 
understand  the  ramifications  of  "Claims  Made" 
policies,  and 

WHEREAS,  it  is  the  responsibility  of  the  Nebraska 
Medical  Association  to  distribute  to  the  membership 
a thorough  explanation  of  these  ramifications,  and 

WHEREAS,  it  is  the  further  responsibility  of  the 
Nebraska  Medical  Association  to  investigate  all  other 
alternate  insurors,  their  availability  and  types  of 
coverage:  therefore 

BE  IT  RESOLVED,  that  the  Insurance  Committee 
of  the  Nebraska  Medical  Association  carry  out  the 
above  two  recommendations  and  report  by  special 
letter  to  the  entire  membership  of  the  Nebraska 
Medical  Association  at  the  earliest  opportunity. 
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The  Reference  Committee  felt  that  this  resolution 
could  be  amended  to  clarify  the  intent  of  the  resolution 
by  deleting  in  the  BE  IT  RESOLVED,  the  words  “carry 
out  the  above  two  recommendations  and,"  and  adding 
after  the  word  "opportunity”  at  the  end,  the  words  “in 
regard  to:  (1)  explanation  of  ‘claims  made'  policies  and 
the  ramifications  of  such  coverage;  (2)  results  of  the 
Insurance  and  Prepayment  Medical  Care  Committee’s 
investigation  of  alternate  insurors  as  to  availability  of 
medical  liability  coverage.”  Your  attention  is  called  to 
the  third  paragraph  of  the  Report  of  the  Insurance  and 
Prepayment  Medical  Care  Committee  in  this  regard. 

Recommendation : 

It  is  the  recommendation  of  your  Reference 
Committee  that  this  Resolution  #1  be  adopted  as 
amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(5)  RESOLUTION  # 2 - MALPRACTICE  INSURANCE 
(SOUTHWEST  NEBR.) 

Resolution  #2  was  then  considered,  which  read  as 
follows: 

WHEREAS,  the  St.  Paul  Insurance  Company,  with 
whom  the  Nebraska  Medical  Association  has  had  a 
long  association,  has  decided  to  pursue  a claims  made 
policy  with  regard  to  their  malpractice  insurance 
underwriting:  therefore  be  it 

RESOLVED,  that  the  Southwest  Nebraska  Medical 
Society  encourage  the  House  of  Delegates  of  the 
Nebraska  Medical  Association  to  investigate  alterna- 
tive malpractice  policy  arrangement  for  its  members. 

It  was  the  concensus  of  the  Reference  Committee 
that  this  item  has  been  covered  in  the  Report  of  the 
Insurance  and  Prepayment  Medical  Care  Committee. 

Recommendation : 

Your  Reference  Committee  recommends  that  Resolu- 
tion #2  be  accepted  with  the  stipulation  that  the  intent 
of  the  resolution  has  been  covered  in  the  Report  of  the 
Insurance  and  Prepayment  Medical  Care  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(6)  RESOLUTION  #9  - LEGISLATION  TO  ALLEVI- 
ATE PROBLEM  OF  MEDICAL  LIABILITY  IN- 
SURANCE (OMAHA  MEDICAL) 

Resolution  #9  was  then  considered  and  read  as 
follows: 

WHEREAS,  the  availability  of  medical  liability 
insurance  can  become,  in  the  near  future,  a most 
serious  problem  for  the  physicians  of  the  State  of 
Nebraska,  and 

WHEREAS,  due  to  early  adjournment  of  the 
Legislature,  time  becomes  essential;  therefore 

LET  IT  BE  RESOLVED,  that  the  Nebraska 
Medical  Association  immediately  institute  or  follow 
up  legislation  using  the  Wisconsin  legislation, 
LRB-2298/1  Assembly  Substitute  Amendment  1,  to 
1975  Assembly  Bill  58,  as  a model  bill,  with  the 
Legislature  to  alleviate  this  problem  in  this  current 
session. 

This  resolution  was  approved  with  the  concensus  of 
the  Reference  Committee  that  the  intent  of  this 
resolution  has  been  accomplished  in  part  by 


submission  of  “assigned  risk  pool”  legislation  to  the 
Legislature  which  they  are  currently  considering. 

Recommendation : 

We  recommend  that  the  Nebraska  Medical  Associa- 
tion follow  up  on  the  progress  of  this  legislation  and 
work  towards  its  passage  in  the  current  session  of  the 
Legislature. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(7)  RESOLUTION  #14  - PUBLIC  AND  OFFICIAL 
INFORMATION  ON  PROBLEM  OF  MEDICAL 
LIABILITY  (LANCASTER  CO.) 

Resolution  #14  was  then  considered  and  read  as 
follows: 

WHEREAS,  it  has  become  obvious  to  all  members 
of  the  Nebraska  Medical  Association  that  the  problem 
of  obtaining  and  continuing  Medical  Liability  In- 
surance has  reached  a crisis  proportion,  and 

WHEREAS,  it  is  recognized  that  this  crisis  will  be 
of  an  increasing  and  continuing  nature  in  the  near 
future,  and 

WHEREAS,  it  is  recognized  that  in  other  states 
the  problem  has  gone  beyond  the  point  of  emergency 
to  that  of  a complete  unavailability  of  Medical 
Liability  Insurance  and  that  this  problem  has 
resulted  in  a disproportionate  number  of  doctors 
being  rendered  unable  to  practice  medicine  due  to 
this  factor  alone,  and 

WHEREAS,  it  is  recognized  that  this  produces  the 
harshest  burden  on  the  patient  who  must  pay  an 
increased  fee  for  the  increase  in  medical  liability 
premium  and  who  suffers  from  inability  of  his 
physician  to  continue  proper  treatment  due  to 
restrictions  of  the  threat  of  malpractice. 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  through  its  various 
committees  place  maximum  stress  and  effort  on 
bringing  this  issue  before  the  public,  before  the 
Legislature  and  before  the  Governor  within  this 
calendar  year,  and  that  the  appropriate  committee 
should  be  encouraged  to  immediately  prepare 
appropriate  releases  to  the  press  to  indicate  to  the 
public  both  the  nature  of  this  problem  and  the 
potential  dangers  to  the  consumers  of  medical 
care  and  to  the  medical  care  system  itself;  and 
be  it  further 

RESOLVED,  that  maximum  effort  should  be  made 
to  formulate  an  acceptable  and  consistent  plan  for 
immediate  remedial  action  in  this  area  and  that  this 
plan  should  be  placed  before  the  Governor  and 
before  the  Legislature  within  this  calendar  year; 
and  be  it  further 

RESOLVED,  that  the  membership  of  the  Nebraska 
Medical  Association  be  kept  up  to  date  on  the 
progress  of  legislation  from  other  states  in  this  field 
and  that  periodic  releases  to  the  press  be  made  of  the 
mounting  problems  which  are  developing  in  this 
regard  in  other  states. 

Discussion  concerning  this  resolution  centered  on  the 
fact  that  it  was  essential  that  the  intent  of  this 
resolution  be  carried  out  in  an  ongoing  fashion. 

Recommendation : 

Your  Reference  Committee  recommends  approval  of 
Resolution  #14  as  written  and  further  recommends  that 
the  intent  of  the  first  and  third  RESOLVED  be  brought 
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to  the  attention  of  the  Public  Relations  Committee  of 
the  Nebraska  Medical  Association. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(8)  RESOLUTION  #15  - LEGISLATION  AFFECTING 
MEDICAL  LIABILITY  (LANCASTER  CO.) 
Resolution  #15  was  then  considered  and  read  as 
follows: 

WHEREAS,  the  malpractice  problem  in  this 
country  has  gotten  out  of  hand,  so  that  physicians  in 
this  state  cannot  get  satisfactory  medical  liability 
insurance,  and 

WHEREAS,  awards  have  skyrocketed  beyond  all 
reason,  and  raised  the  cost  of  medical  care  to 
prohibitive  levels,  and 

WHEREAS,  only  approximately  16%  of  mal- 
practice premiums  ever  get  to  the  party  who  is 
injured,  the  remainder  going  to  lawyers  and 
administrators,  and 

WHEREAS,  the  State  of  Indiana  has  enacted  into 
law  House  Bill  1460  which  provides  model  legislation 
concerning  medical  malpractice. 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  request  legislation  to 
include  the  following  changes  in  the  handling  of 
medical  liability  claims: 

1.  Use  the  local  community  rule  for  the  definition 
of  malpractice. 

2.  Abolish  informed  consent  as  a basis  for  suit. 

3.  Eliminate  the  contingent  fee  system. 

4.  Set  the  statute  of  limitations  at  a flat  figure  of  2 
years,  dating  from  the  occurrence,  and  not  from 
discovery,  except  for  true  foreign  bodies  and 
except  that  birth  injuries  may  claim  up  to  3-6 
years. 

5.  Set  a definite  and  reasonable  ceiling  on  awards. 

6.  Eliminate  duplicate  payments  for  the  same 
incident  or  injury. 

7.  Require  awards  to  be  made  on  a structured  or 
annuity  basis  so  that  the  award  actually  goes  to 
recompense  the  person  who  has  been  injured 
rather  than  uninjured  beneficiaries. 

8.  Elimination  of  Ad  Damnum  clause  (the  dollar 
demand  in  the  lawsuit). 

BE  IT  FURTHER  RESOLVED,  that  an  Ad-Hoc 
Committee  - Medical  Liability  Legislation  be 
appointed  and  charged  with  carrying  out  the 
provisions  of  this  resolution  for  the  next  Nebraska 
Legislative  session. 

Discussion  centered  on  several  areas,  one  of  which 
was  the  importance  of  removing  the  word  “malpractice" 
from  our  vocabulary  and  replacing  it  with  the  term 
"professional  liability.”  Discussion  on  this  resolution 
centered  on  the  fact  that  something  had  to  be  done  and 
had  to  be  done  now.  It  was  felt  that  legislation  in  at 
least  three  areas  was  needed,  these  areas  being 
contingency  fee,  control  of  size  of  settlements,  and 
regarding  something  the  physicians  themselves  can  do, 
namely  the  establishment  of  medical  review  committees 
or  arbitration  boards.  It  was  the  opinion  of  one  of  the 
discussants  that  something  must  be  done  to  eliminate 
"shaking  the  tree"  to  get  settlements  out  of  court  by 
insurance  carriers  to  avoid  a court  battle.  Discussion  of 
Item  2 under  the  first  RESOLVED  in  Resolution  #15, 
questioned  the  word  “abolish"  and  a suggestion  was 
made  that  the  word  "define”  be  substituted.  Further 


discussion  centered  on  the  importance  of  separating  bad 
results  from  professional  liability  in  certain  cases  of  a 
very  bad  illness  or  bad  accident  in  which  neither 
negligency  nor  malpractice  were  involved,  but  in  which 
cases  perhaps  some  form  of  recovery  should  be 
available  such  as  some  sort  of  risk  insurance  to  cover 
possible  bad  results. 

Recommendation : 

Your  Reference  Committee  recommends  approval  of 
Resolution  #15  as  amended  and  further  recommends 
that  the  President  of  the  Nebraska  Medical  Association 
be  given  wide  discretion  in  appointing  such  a committee 
in  terms  of  size  and  make-up  of  the  Ad-Hoc  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  seconded 
and  discussion  followed.  It  was  pointed  out  that 
Resolution  #15  called  for  an  Ad-Hoc  Committee  to  carry 
out  the  changes  in  legislation  to  handle  medical  liability 
claims,  and  that  the  Report  of  the  Insurance  and 
Prepayment  Medical  Care  Committee  called  for  a Study 
Committee  to  study  in  depth  the  entire  problem  of 
professional  liability  insurance,  including  legislation. 
The  Reference  Committee  was  asked  if  it  was  their 
intent  to  have  two  committees  or  if  this  would  be  one 
committee.  Dr.  Schlichtemier,  Chairman,  indicated  that 
his  committee  felt  that  the  Study  Committee  should  be 
an  Ad-Hoc  Committee,  and  the  intent  of  the  Reference 
Committee  was  that  by  approving  the  report  of  the 
Insurance  Committee  and  Resolution  #15,  that  this 
would  be  one  committee.  This  section  of  the  Reference 
Committee  report  was  then  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Dr.  James  P.  Schlichtemier, 
Chairman 

Dr.  F.  H.  Hathaway 
Dr.  Myron  E.  Samuelson 

Reference  Committee  #3 

Reference  Committee  #3  considered  two  reports  and 
three  resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations: 

(1)  ITEM  3 - REPORT  OF  POLICY  COMMITTEE 

Your  Reference  Committee  acknowledged  the 

statement  by  the  Policy  Committee  that  PSRO  is  a 
“very  important  subject  that  will  affect  the  practice  of 
medicine  in  the  State  of  Nebraska  in  the  years  to  come 
(and)  is  now  before  this  session  of  the  House  of 
Delegates  and  the  Policy  Committee  urges  that  all 
Delegates  study  this  matter  in  detail  and  be  prepared 
to  make  a definite  decision  during  this  session  of  the 
House.” 

Recommendation : 

Your  Reference  Committee  recommends  that  Item  3 
of  the  Report  of  the  Policy  Committee  be  accepted  for 
informational  purposes. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(2)  RESOLUTIONS  #10  (OMAHA  MEDICAL)  & #18 
(LANCASTER  CO.)  - PSRO  RELATIONSHIP 
WITH  THIRD-PARTY  CARRIERS 

Your  Reference  Committee  recognized  the  contra- 
diction between  the  Report  of  the  Ad-Hoc  Committee  on 
PSRO  which  recommended  a contractual  arrangement 
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between  the  Nebraska  Foundation  for  Medical  Care, 
Inc.  and  Nebraska  Blue  Cross-Blue  Shield  on  the  one 
hand,  and  Resolutions  #10  and  #18  on  the  other.  These 
resolutions  would  prohibit  the  Nebraska  Foundation  for 
Medical  Care,  Inc.  from  entering  into  any  agreement 
with  any  third-party  reimbursement  agency  because  of 
possible  conflicts  of  interest.  The  weight  of  testimony 
was  heavily  in  favor  of  the  resolutions.  These 
resolutions  read  as  follows: 

Resolution  #10 

WHEREAS,  the  PSRO  mechanism  will  require 
computer  capability  in  all  areas,  and 

WHEREAS,  it  would  be  undesirable  for  any  third 
party  insuring  agency  to  provide  or  control  such 
capability  because 

(a)  it  would  create  a conflict  of  interest 

(b)  the  concept  of  one  third-party  payer,  storing 
patients  records  in  another  third-party  payer’s 
system,  would  be  untenable 

(c)  undue  control  of  an  entire  local  health  care 
system  could  result  from  both  financing  and 
data  control  being  vested  in  the  same 
organization: 

RESOLVED,  that  the  Nebraska  Medical  Associa- 
tion adopt  the  policy  that  existing  computer  systems 
operated  either  by  insurance  carriers,  prepayment 
plans,  or  other  sources  of  financing,  should  be 
ineligible  as  the  storage  point  or  processor  of  data  for 
PSRO. 

Resolution  #18 

WHEREAS,  the  Ad-Hoc  Committee  on  PSRO  has 
recommended  an  agreement  be  entered  into  between 
the  Nebraska  Foundation  for  Medical  Care,  Inc.  and 
Blue  Cross  and  Blue  Shield  of  Nebraska,  and 

WHEREAS,  it  is  the  opinion  that  the  data 
accumulated  under  the  PSRO  program  is  of  sensitive 
character  and  should  not  be  affiliated  with  any 
third  party  payer  as  such  threatens  a conflict  of 
interest; 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  Foundation  for  Medical  Care,  Inc.  should  be 
prohibited  from  entering  into  any  agreement  with 
any  third  party  reimbursement  agency  w'hich  is  a 
conflict  of  interest  as  prohibited  by  Section  108  of  the 
PSRO  Program  Manual. 

Recommendations: 

Since  Resolutions  #10  and  #18  contain  similar  intent 
and  wording,  it  is  recommended  that  Resolution  #18  be 
adopted  after  deletion  of  the  phrase  "it  is  the  opinion 
that"  in  the  second  WHEREAS.  This  resolution  would 
then  read  as  follows: 

WHEREAS,  the  Ad-Hoc  Committee  on  PSRO  has 
recommended  an  agreement  be  entered  into  between 
the  Nebraska  Foundation  for  Medical  Care,  Inc.  and 
Blue  Cross  and  Blue  Shield  of  Nebraska,  and 

WHEREAS,  the  data  accumulated  under  the  PSRO 
program  is  of  sensitive  character  and  should  not  be 
affiliated  with  any  third-party  payer  as  such 
threatens  a conflict  of  interest; 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  Foundation  for  Medical  Care,  Inc. 
should  be  prohibited  from  entering  into  any 
agreement  with  any  third-party  reimbursement 
agency  which  is  a conflict  of  interest  as  prohibited  by 
Section  108  of  the  PSRO  Program  Manual. 


Your  Reference  Committee  recommends  approval  of 
Resolution  #18  as  amended  and  that  Resolution  #10  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  seconded 
and  discussion  followed.  The  question  was  asked 
whether  this  was  a conflict  of  interest  or  whether  it 
might  be  a conflict  of  interest.  Dr.  Porterfield, 
Chairman  of  the  Reference  Committee,  said  the  intent 
of  the  committee  was  that  it  might  appear  to  be  a 
conflict  of  interest.  It  was  moved  by  Dr.  Cornelius  that 
the  latter  part  of  the  RESOLVED,  "which  is  a conflict 
of  interest  as  prohibited  by  Section  108  of  the  PSRO 
Program  Manual.",  be  deleted.  This  would  then  read: 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  Foundation  for  Medical  Care,  Inc.  should  be 
prohibited  from  entering  into  any  agreement  with 
any  third-party  reimbursement  agency. 

This  motion  was  approved  and  this  section  of  the 
Reference  Committee  Report  was  approved  as 
amended. 

(31  REPORT  OF  AD-HOC  COMMITTEE  ON  PSRO 
Your  Reference  Committee  wishes  to  commend  the 
Ad-Hoc  Committee  on  PSRO  for  an  outstanding  effort 
under  the  most  adverse  conditions.  These  conditions 
were  created,  in  part,  by  past  actions  of  the  House  of 
Delegates.  The  House  approved  the  following 
committee  report  at  its  Fall  Session  in  1974:  "The 
committee  recommends  the  House  of  Delegates:  (1) 
establish  the  Nebraska  Foundation  for  Medical  Care, 
Inc.  as  previously  presented  to  the  House  of  Delegates 
in  April,  1974  (2)  grant  authority  to  the  Ad-Hoc 
Committee  on  PSRO  to  proceed  with  the  implementa- 
tion planning  for  a Foundation  and  a PSRO.”  There 
ensued  considerable  discussion  of  methods  of  financing. 
The  record  is  clear  that  financing  by  special  assessment 
of  the  membership  was  disapproved  by  the  House. 
Although  the  record  contains  evidence  of  strong 
sentiment  against  accepting  Federal  funds,  your 
Reference  Committee  was  unable  to  find  a specific 
restriction  against  accepting  Federal  funds  in  the 
record  of  the  actions  of  the  House  of  Delegates. 

Testimony  before  your  Reference  Committee  tended 
to  separate  the  concepts  of  third-party  payers  and  the 
data  processing  required  in  a PSRO  activity.  There  was 
a strong  sentiment  against  combining  the  two  functions. 
In  other  words,  third-party  payers  should  not  become 
involved  in  PSRO  data  processing:  likewise,  processors 
of  PSRO  data  should  not  become  involved  in  payment 
of  claims. 

Since  the  Ad-Hoc  Committee  on  PSRO  was  not  under 
restriction  from  the  House  in  accepting  Federal  funds, 
and  since  important  data  processing  organizations  not 
involved  in  claims  payment  were  not  considered  by  the 
committee,  and  since  the  testimony  before  your 
Reference  Committee  was  strongly  against  entering 
into  an  agreement  between  the  Nebraska  Foundation 
for  Medical  Care,  Inc.  and  Blue  Cross-Blue  Shield  of 
Nebraska,  your  Reference  Committee  believes  the 
Report  of  the  Ad-Hoc  Committee  on  PSRO  should  be 
returned  to  the  committee. 

Recommendation : 

Your  Reference  Committee  recommends  that  the 
Report  of  the  Ad-Hoc  Committee  on  PSRO  be  referred 
back  to  the  committee  for  the  purpose  of  incorporating 
the  above  recommendations  of  this  House  of  Delegates 
and  this  section  of  our  report. 


330 


Nebraska  M.  J. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  seconded 
and  considerable  discussion  followed. 

Dr.  Retelsdorf  thought  there  should  be  some 
interpretation  of  the  past  actions  of  the  House  of 
Delegates  regarding  the  establishment  of  a PSRO.  Dr. 
Dunlap  said  that  at  no  time  did  the  House  authorize  the 
committee  to  apply  for  PSRO  status.  The  committee 
was  directed  to  continue  with  the  study  and  make 
recommendations  to  the  House. 

Permission  of  the  floor  was  given  to  Dr.  Kirchner,  a 
member  of  the  Omaha  Medical  Society,  who  indicated 
that  alternate  financing  was  available  from  the  Nebraska 
Hospital  Association  in  the  form  of  a loan,  and  he  also 
felt  that  Federal  funding  should  be  accepted. 

A motion  was  made  by  Dr.  Retelsdorf  to  amend  the 
report  of  Reference  Committee  H3  to  state  that  the 
House  of  Delegates  again  reaffirm  its  position  to  not 
form  a PSRO  and  instruct  the  Ad-Hoc  Committee  that 
the  Foundation  will  not  ask  for  designation  as  a PSRO. 
This  motion  was  not  adopted. 

Dr.  Francis  moved  that  this  portion  of  the  Reference 
Committee  report  be  tabled  until  the  Wednesday 
session  and  another  hearing  be  held  with  a revised 
report  with  more  specific  recommendations  being 
brought  back  to  the  House.  This  motion  was  not 
adopted. 

Dr.  Reese  moved  that  the  report  of  the  Reference 
Committee  be  amended  to  instruct  the  Ad-Hoc 
Committee  that  they  may  use  Federal  funding  for 
planning  for  implementation.  This  was  seconded  and 
following  discussion,  this  amendment  was  adopted. 

A motion  was  made  by  Dr.  Cassel  that  the  Ad-Hoc 
Committee,  through  the  Nebraska  Foundation  for 

Medical  Care,  Inc.,  be  instructed  to  proceed  and  seek 
designation  as  an  official  PSRO  body  in  the  State  of 
Nebraska.  This  motion  was  not  adopted. 

Dr.  Paustian  moved  that  the  House  of  Delegates 
direct  the  Ad-Hoc  Committee,  through  the  Nebraska 
Foundation  for  Medical  Care,  Inc.,  to  make  application 
for  a planning  grant  from  private  or  Federal  sources 
and  then  report  on  the  result  of  the  planning  grant  to 
the  House  of  Delegates  so  that  further  action  might  be 
taken.  This  motion  was  seconded  and  discussion 

followed.  Dr.  Cornelius  moved  to  amend  this  motion  to 
read  that  the  House  of  Delegates  direct  the  Ad-Hoc 
Committee,  through  the  Nebraska  Foundation  for 

Medical  Care,  Inc.,  to  make  application  for  a planning 
grant  from  private  or  Federal  sources  and  then  present 
a plan  for  application  for  designation  as  a conditional 
PSRO  to  the  House  of  Delegates  at  the  1975  Fall 
Session.  This  amended  motion  was  adopted  by  the 
House  of  Delegates. 

The  House  then  approved  this  section  of  the 

Reference  Committee  Report  as  amended. 

(4)  RESOLUTION  #4  - PHYSICIAN  REIMBURSE- 
MENT UNDER  MANDATED  FEDERAL  REG- 
ULATIONS (BUFFALO  CO.) 

Resolution  #4  received  unanimous  support  and  read 
as  follows: 

WHEREAS,  a physician’s  only  service  is  his 

knowledge  and  expertise,  and 

WHEREAS,  Federal  law  and  regulations  propose 

to  utilize  this  service  in  utilization  review;  be  it 

therefore 

RESOLVED,  that  any  law  or  regulation  which 


mandates  utilization  review  should  also  provide 
physician  remuneration  at  his  usual  and  customary 
rate  when  participating  in  that  activity,  and  be  it 
further 

RESOLVED,  that  copies  of  this  resolution  be 
forwarded  to  the  American  Medical  Association, 
the  American  Hospital  Association,  and  the  Nebraska 
Congressional  Delegation. 

Recommendation : 

Your  Reference  Committee  recommends  that  Resolu- 
tion #4  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #3 
AS  A WHOLE  AS  AMENDED.  This  was  approved  by 
the  House. 

Respectfully  submitted, 

Dr.  John  F.  Porterfield, 
Chairman 

Dr.  Frederick  F.  Paustian 
Dr.  Allan  C.  Landers 
Dr.  Robert  B.  Benthack 

Dr.  McFadden  said  because  of  other  scheduled 
meetings,  the  balance  of  the  Reference  Committee 
Reports  would  be  given  at  the  last  session  of  the  House 
on  Wednesday. 

Dr.  McFadden  informed  the  House  that  Dr.  Cornelius 
had  asked  to  be  replaced  on  the  Nominating  Committee 
and  asked  for  approval  of  the  House  to  select  Dr. 
Robert  Morgan  to  fill  this  vacancy.  This  was  approved. 

The  House  was  recessed  until  Wednesday  morning. 


THIRD  SESSION 

The  third  session  of  the  House  of  Delegates  was  held 
April  30,  1975.  The  meeting  was  called  to  order  by  Dr. 
McFadden,  Speaker  of  the  House.  A call  for  a quorum 
showed  60  delegates  present  and  the  House  was 
declared  in  session. 

The  following  oral  reports  were  presented: 

Mrs.  J.  Whitney  Kelley,  Nebraska  Chairman, 
AMA-ERF 

Mrs.  Kenneth  McGinnis,  Immediate  Past  President, 
Woman's  Auxiliary  to  NMA 

Dr.  Barnard  Hall,  President,  Minnesota  State  Medical 
Association 

The  Chair  called  for  approval  of  the  minutes  of  the 
second  session,  and  these  were  approved  as  corrected. 

Reports  of  the  remaining  Reference  Committees  were 
called  for  and  the  following  were  presented: 

Reference  Committee  #4 

Reference  Committee  #4  considered  three  reports 
and  two  resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations: 

(1)  REPORT  OF  GERIATRICS  COMMITTEE 
Recommendation : 

Your  Reference  Committee  recommends  the  approval 
of  the  report  as  carried  in  the  Handbook.  In  this  report, 
specifically  Paragraph  3,  reference  is  made  to  problems 
relating  to  Medicare  and  Welfare  regulations  and 
associated  confusion  concerning  these  definitions  and 
regulations.  The  committee  is  aware  that  these 
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problems  exist  not  only  with  nursing  homes,  but  also 
with  utilization  review  procedures  in  hospitals  and 
extended  care  facilities.  The  committee  recommends 
that  the  appropriate  committee  of  the  Nebraska 
Medical  Association  work  with  the  State  Welfare 
Department  and  Medicare  officials  to  clarify  criteria  for 
level  of  care,  length  of  stay  and  other  regulations 
relating  to  hospital  and  nursing  home  care  and  that  this 
information  be  made  readily  available  to  all  practicing 
physicians. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 

THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(2)  REPORT  OF  RURAL  MEDICAL  SERVICE 
COMMITTEE 

Recommendation : 

Your  Reference  Committee  recommends  the  approval 
of  the  report  as  carried  in  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 

THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(3)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
NATIONAL  HEALTH  INSURANCE 

Recommendation : 

Your  Reference  Committee  recommends  approval  of 
the  report  as  carried  in  the  Handbook  with  the 
following  additions. 

In  the  first  RESOLVED  of  the  resolution  in  this 
report,  following  the  w'ord,  "compulsory,”  add  the 
words  “federally  controlled.” 

In  the  second  RESOLVED  of  this  resolution, 
following  the  word,  "opposing,”  add  the  words 
"compulsory  federally  controlled.” 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(4)  RESOLUTION  #8  - REAFFIRMATION  OF  POSI- 
TION RELATIVE  TO  LEGISLATION  AUTHOR- 
IZING DIAGNOSIS  OF  DISEASE  (OMAHA 
MEDICAL) 

Recommendation : 

Your  Reference  Committee  recommends  approval  of 
Resolution  #8.  This  resolution  reads  as  follows: 

RESOLVED,  that  the  Nebraska  Medical  Associa- 
tion approve  the  following  resolution  adopted  by  the 
AMA  House  of  Delegates  at  their  Annual  Meeting, 
June,  1973: 

WHEREAS,  there  continue  to  be  legislative 
proposals  which  would  extend  the  definition  of  the 
practice  of  optometry  beyond  the  application  of 
optical  principles  to  embrace  the  use  of  drugs  and 
medical  diagnosis;  therefore  be  it 

RESOLVED,  that  the  American  Medical  Associa- 
tion reaffirm  that  any  legislation  that  would  authorize 
optometrists  to  engage  in  the  diagnosis  or  treatment 
of  disease  or  injury,  or  the  diagnosis  of  the  absence 
of  disease  or  injury,  or  to  use  drugs  or  medications  in 
any  form  for  any  purpose  is  in  conflict  with  the  public 
interest,  and  that  the  Association  urge  constituent 
societies  unequivocally  to  oppose  and  to  seek  the 
defeat  of  any  legislation  that  would  extend  the  scope 
of  optometry  into  these  areas  of  the  practice  of 
medicine;  and  be  it  further 

RESOLVED,  that  the  constituent  state  societies  be 
promptly  informed  by  special  communication  of  this 


action  of  the  House,  and  that  state  societies  where 
such  legislation  is  now  pending  be  officially  informed 
without  delay  of  this  supportive  action  of  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(5)  RESOLUTION  #12  - NON-COMPLIANCE  WITH 
ADMISSION  REVIEW  PROCEDURES  (HALL  CO.) 
Recommendation 

Your  Reference  Committee  does  not  approve  of  the 
resolution  as  submitted.  The  Reference  Committee  does 
recommend  that  the  House  of  Delegates  go  on  record 
as  supporting  the  position  of  the  AMA  in  its  current 
legal  action  contesting  the  constitutionality  of  the 
admissions  review  procedures  as  proposed  under  HEW 
regulations.  Resolution  #12  read  as  follows: 

WHEREAS,  admission  review  procedures  clearly 
interfere  with  the  physician-patient  relationship  and 
are  nearly  impossible  to  implement; 

THEREFORE  BE  IT  RESOLVED,  that  the 
physicians  of  Hall  County  recommend  to  the 
physicians  of  the  State  of  Nebraska  that  physicians 
will  not  cooperate  or  comply  with  admission  review 
precedures  as  proposed  under  HEW  regulations  to  be 
effective  1 July  1975. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #4 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted. 
Dr.  Richard  D.  Gentry, 
Chairman 

Dr.  Michael  J.  Haller 
Dr.  James  G.  Carlson 

Reference  Committee  #5 

Reference  Committee  #5  considered  three  reports 
and  two  resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations: 

(1)  REPORT  OF  THE  PUBLIC  RELATIONS  COM- 
MITTEE 

The  Reference  Committee  wishes  to  commend  the 
Public  Relations  Committee  for  the  excellent  job  it  is 
doing  particularly  for  the  fine  presentation  as  outlined 
in  the  opening  session.  The  amount  of  effort  expended 
was  quite  evident. 

Recommendation : 

Your  Reference  Committee  recommends  approval  of 
the  report  as  carried  in  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(2)  REPORT  OF  SUB-COMMITTEE  ON  ATHLETIC 
INJURIES 

In  addition  to  the  written  report,  verbal  reports  were 
made  regarding  future  plans  of  the  committee  which 
seemed  quite  promising. 

Recommendation : 

Your  Reference  Committee  recommends  approval  of 
the  report  as  carried  in  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 
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(3)  REPORT  OF  MEDICAL  EDUCATION  COM- 
MITTEE AND  RESOLUTION  #7  - STUDY  ON 
RELICENSURE  AND  RECERTIFICATION 
(OMAHA  MEDICAL) 

There  was  considerable  discussion  of  this  report  and 
its  allied  Resolution  #7.  The  resolution  read  as  follows: 

WHEREAS,  the  State  Medical  Societies  in  seven 
states  require  participation  in  continuing  education  as 
a condition  of  membership,  and 

WHEREAS,  forty  State  Medical  Societies  are 
considering  this  action,  and 

WHEREAS,  three  state  medical  licensing  boards 
have  legislative  authority  to  insist  on  documented 
participation  in  continuing  education  as  a require- 
ment of  relicensure,  and 

WHEREAS,  at  least  19  national  specialty  societies 
are  considering  establishing  participation  in  con- 
tinuing education  as  a condition  of  membership,  and 

WHEREAS,  one  American  Board  requires  periodic 
recertification,  and  most  of  the  other  specialty 
boards  are  considering  or  committed  to  voluntary 
recertification,  and 

WHEREAS,  at  least  one  bill  presently  before 
Congress  requires  relicensure  of  physicians  per 
minimum  national  standards:  therefore 

BE  IT  RESOLVED,  that  the  Speaker  of  the 
Nebraska  Medical  Association  House  of  Delegates 
appoint  an  ad-hoc  committee  to  reevaluate  and 
explore  the  possible  future  necessity  of  re- 
certification, the  problems  of  relicensure,  and  develop 
reasons  both  for  and  against  this  type  of  regimenta- 
tion. and  report  to  the  House  at  the  Fall  Session  so 
that  the  Nebraska  Medical  Association  can  adopt  a 
position  in  response  to  future  legislative  action  in  this 
regard. 

After  considering  the  resolution  and  the  committee 
report,  your  Reference  Committee  recommends 
non-acceptance  of  the  resolution  because  the  work  is 
presently  being  handled  adequately  by  the  Medical 
Education  Committee  and  it  is  not  felt  an  ad-hoc 
committee  is  necessary.  It  is  evident  that  the  Medical 
Education  Committee  has  explored  this  subject 
thoroughly  and  has  been  working  in  conjunction  with 
the  State  Board  of  Medical  Examiners. 

Recommendations: 

(a)  Your  Reference  Committee  recommends  the 
acceptance  of  this  report  and  encourages  further 
cooperation  and  discussion  between  the  Medical 
Education  Committee  and  the  State  Board  of  Medical 
Examiners. 

(b)  Your  Reference  Committee  recommends  non- 
acceptance  of  the  Resolution  #7  as  the  work  is 
presently  being  handled  adequately  by  the  Medical 
Education  Committee. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  seconded 
and  following  discussion,  it  was  moved  to  amend 
recommendation  (b)  of  the  Reference  Committee  report 
bv  referring  the  subject  matter  in  Resolution  #7, 
recertification  and  problems  of  relicensure,  to  the 
Medical  Education  Committee  for  review  and  report  at 
the  next  session  of  the  House  of  Delegates.  This 
amendment  was  approved  by  the  House,  and  this 
section  of  the  Reference  Committee  report  was  adopted 
as  amended. 


(4)  RESOLUTION  #16  - IMPLIED  OVERCHARGING 
(LANCASTER  CO.) 

This  resolution  read  as  follows: 

WHEREAS,  third  party  payers  including  insurance 
carriers  such  as  Blue  Cross-Blue  Shield  are 
implying  physicians  are  overcharging  in  certain 
instances,  and 

WHEREAS,  such  letters  are  causing  resentment 
and  hostility  for  the  insurance  carrier  as  well  as  the 
physicians  at  a time  when  mutual  cooperation  is 
imperative: 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  inform  all  third 
party  payers  to  cease  and  desist  their  practice  of 
sending  letters  to  their  constituents  implying 
physicians  are  overcharging. 

Recommendation : 

After  some  discussion  of  this  subject  and  its  wording, 
the  Reference  Committee  recommends  rejection  of  this 
resolution. 

MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  seconded 
and  following  discussion,  the  House  approved  an 
amendment  to  neither  reject  no  approve  Resolution 
#16,  but  rather  to  refer  this  matter  to  the  Insurance 
and  Prepayment  Medical  Care  Committee.  Dr. 
McFadden  also  asked  that  members  be  informed 
through  the  Association  Newsletter,  Journal,  etc.,  that 
they  may  refer  problems  of  this  type  to  the  Chairman 
of  the  Insurance  and  Prepayment  Medical  Care 
Committee.  This  section  of  the  Reference  Committee 
report  was  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5 
AS  A WHOLE  AS  AMENDED.  This  was  approved  by 
the  House. 

Respectfully  submitted. 

Dr.  Robert  C.  Weldon, 
Chairman 

Dr.  William  A.  Doering 
Dr.  Maurice  M.  Steinberg 

Reference  Committee  #6 

Reference  Committee  #6  considered  three  reports 
and  six  resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations: 

(1)  REPORT  OF  RELATIVE  VALUE  STUDY  COM- 
MITTEE & SECTION  1,  POLICY  COMMITTEE 
Reference  Committee  #6  considered  the  report  of  the 
Relative  Value  Study  Committee  and  Section  1 of  the 
Policy  Committee  report  and  again  wishes  to  commend 
this  committee  for  a monumental  task  well  done. 

Recommendations: 

Your  Reference  Committee  recommends  that  this 
report  be  approved  with  the  following  recommenda- 
tions: 

(a)  That  the  Nebraska  Medical  Association  inform  all 
third  parties  that  this  Study  will  shortly  be  utilized  by 
physicians  throughout  the  state. 

(b)  Your  Reference  Committee  recommends  that  the 
House  encourage  the  Policy  Committee  to  renegotiate  a 
new  conversion  factor  with  the  Nebraska  Workmen’s 
Compensation  Court. 

(c)  That  the  House  of  Delegates  be  informed  that  the 
Recommendation  #2  of  Reference  Committee  #3.  at  the 
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1974  Fall  Session,  concerning  a percentile  allowance  of 
the  relative  value  for  post  operative  care,  is  not  found 
in  the  published  edition  of  the  Study. 

(d)  That  it  be  noted  by  all  members  that  there  is 
available  in  the  Study  a standard  form  to  be  used  to 
indicate  criticism  of  the  relative  value  of  any  item. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(2)  RESOLUTIONS  #3  (SALINE  CO.)  and  #11  (HALL 
CO.) 

These  resolutions  were  considered  jointly  by 
Reference  Committee  #6,  and  considerable  discussion  of 
a positive  nature  was  received  by  the  committee.  It 
was  brought  out  that  different  standards  are  being 
utilized  in  different  areas  of  the  state.  Considerable 
testimony  was  heard  concerning  required  visits  by 
physicians  each  sixty  days  regardless  of  the  health 
status  of  the  patient.  A majority  of  objection  was  heard 
as  to  the  increased  cost,  the  lack  of  proven  benefit  to 
the  patient,  and  unnecessary  utilization  of  medical 
manpower  in  areas  of  scarcity. 

These  resolutions  read  as  follows: 

Resolution  #3 

WHEREAS,  the  Federal  Government  in  the 
Federal  Register  of  Thursday,  January  17,  1974, 
Volume  39,  Number  12,  under  the  heading  of  inter- 
mediate Care  Facilities  Standards  and  Guidelines 
under  Physicians  Services,  Section  249.12  (b)  (6), 
has  imposed  an  unreasonable  demand  on  physicians 
in  asking  them  to  see  each  and  every  nursing  home 
patient  that  they  care  for  every  two  months 
regardless  of  need;  and 

WHEREAS,  this  relates  not  only  to  those  patients 
whose  care  is  financed  through  public  funds  but  also 
burdens  the  Medicare  private  pay  patient  as  well,  in 
as  much  as  the  Nebraska  Welfare  Department  has 
insinuated  they  will  not  pay  welfare  payments  to 
nursing  homes  unless  all  the  Medicare  and  Medicaid 
private  fee  patients  are  visited  and  notations  made 
on  their  charts  every  tw'o  months  regardless  of  need; 
and 

WHEREAS,  Medicare  private  pay  patients  are 
persons  over  65  years  of  age  who  reside  in  nursing 
homes  but  receive  no  federal  or  state  subsidy  and 
must  pay  for  their  own  medical  costs;  and 

WHEREAS,  there  is  no  constitutional  prerogative 
which  enables  the  government  at  any  level  to  impose 
automatic  medical  care  without  need  to  any  private 
patient;  and 

WHEREAS,  there  is  not  enough  medical 
manpower  to  accomplish  these  ends  without  over 
burdening  the  physicians  caring  for  the  patients 
because  the  number  of  visits  to  nursing  homes  would 
consume  too  much  time  and  the  Welfare  Department 
declines  to  pay  physicians  for  "gang  visits;”  and 

WHEREAS,  the  state  in  licensing  a nursing  home 
certifies  the  competence  of  the  administration  and 
staff  which  implies  their  competence  to  contact  a 
physician  in  time  of  need;  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association  go  on  record  as  being  in  opposition  to 
this  example  of  governmental  overstep  of  constitu- 
tional rights  and  encourages  members  to  ignore  the 
provisions  as  they  regard  the  private  pay  Medicare 
patients. 


Resolution  #11 

WHEREAS,  the  Nursing  Homes  of  the  City  of 
Grand  Island  are  under  the  impression  that  HEW 
Standard  1973  45  CFR  249.12  (B)  6,  require  inter- 
mediate level  nursing  homes  to  have  their  residents 
examined  by  the  attending  physician  every  60  days 
whether  or  not  medically  indicated,  and 

WHEREAS,  the  physicians  of  Hall  County  feel  that 
this  is  a federal  interference  with  the  doctor-patient 
relationship; 

THEREFORE  BE  IT  RESOLVED,  that  the 
physicians  of  Hall  County  are  strongly  opposed  to 
making  unnecessary  visits  or  visits  more  frequent 
than  the  physician's  professional  judgement  would 
dictate  to  nursing  home  patients  as  required  under 
HEW'  standards  on  the  basis  that  they  interfere  with 
the  physician-patient  relationship. 

Recommendation : 

Your  Reference  Committee  #6  recommends  adoption 
of  Resolutions  #3  and  #11,  with  the  additional  request 
that  Resolution  #3  be  forwarded  to  the  Nebraska  AMA 
Delegates  for  the  AMA  House  of  Delegates 
consideration. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(3)  RESOLUTION  #5  - CERTIFICATE  OF  NEED 
(OMAHA  MEDICAL) 

Reference  Committee  #6  heard  considerable  testi- 
mony to  the  effect  that  continued  exchange  of 
information  in  matters  of  mutual  interest  between  the 
Nebraska  Hospital  Association  and  NMA  be  promoted 
and  encouraged.  Resolution  #5  read  as  follows: 

WHEREAS,  the  Nebraska  Hospital  Association  has 
proposed  or  is  planning  to  propose  legislation  calling 
for  Certification  of  Need,  and 

WHEREAS,  the  medical  profession  is  deeply 
concerned  about  this  and  feel  strongly  that  an 
intense  and  complete  study  must  be  made  by  the 
profession;  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association  strongly  urge  the  Nebraska  Hospital 
Association  to  withhold  proposal  of  such  legislation 
until  a future  session  of  the  Unicameral. 

Recommendation : 

It  is  the  recommendation  of  this  Reference 
Committee  that  this  resolution  be  amended  by  adding 
the  following: 

BE  IT  FURTHER  RESOLVED,  that  continued 
exchange  of  information  in  matters  of  mutual  interest 
between  the  Nebraska  Hospital  Association  and  NMA 
be  promoted  and  encouraged. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(4)  REPORT  OF  THE  NEBRASKA  REGIONAL 
MEDICAL  PROGRAM 

Recommendation : 

Reference  Committee  #6  reviewed  this  report  with 
interest  and  recommends  approval  of  the  report  as 
carried  in  the  Handbook. 

MR.  SPEAKER.  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by 
the  House. 
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(5)  RESOLUTION  #19  - MEDICAL  MANPOWER 
NUMBERS  AND  MALDISTRIBUTION  (HEALTH 
PLANNING  COM.) 

Your  Reference  Committee  heard  considerable 
discussion  related  to  medical  manpower  numbers  and 
the  maldistribution  problem  in  Nebraska.  There  is 
interest  in  sustaining  a cooperative  spirit  on  the  part  of 
all  organizations  involved  in  this  endeavor.  Resolution 
#19  read  as  follows: 

WHEREAS,  another  critical  problem  existent  in 
Nebraska  for  some  time  is  a primary  maldistribution 
of  primary  and  specialty  care  practitioners,  par- 
ticularly in  rural  areas,  and 

WHEREAS,  annual  qualified  and  graduating 
numbers  of  primary  and  specialty  care  practitioners 
in  the  state  has  been  greater  than  necessary  to  meet 
such  needs  if  these  could  have  been  retained  and 
appropriately  distributed,  and 

WHEREAS,  there  may  be  serious  question  that 
further  increasing  the  numbers  of  individuals  in  such 
training  at  significantly  increasing  costs  without 
simultaneous  development  of  appropriate  retention 
mechanisms  may  not  represent  the  most  judicious 
approach  to  solution  of  this  problem  in  Nebraska,  and 

WHEREAS,  the  maldistribution  problem  is 
receiving  the  attention  of  the  Governor’s  Council  on 
Medical  Manpower,  the  State  Health  Department 
Manpower  Project  Study  (CHP),  the  Health  Planning 
and  Medical  Education  Committees  of  a number  of 
provider  associations  and  the  medical  schools; 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  communicate  to  the 
varied  groups  involved  an  interest  in  supporting  and 
endorsing  cooperative  and  collective  effort  to  solve 
the  maldistribution  problem,  and  to  oppose  legislative 
or  other  individual  proposals  designed  to  increase 
numbers  of  medical  manpower  in  training  without 
simultaneous  development  of  mechanisms  designed  to 
stimulate  their  retention  in  Nebraska  upon  comple- 
tion of  such  training. 

Recommendation : 

Your  Reference  Committee  recommends  approval  of 
Resolution  #19,  with  the  following  changes  in  the 
RESOLVED,  to  read  as  follows: 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  communicate  to  the 
varied  groups  involved  an  interest  in  supporting  and 
endorsing  cooperative  effort  to  solve  the  mal- 
distribution problem. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by 
the  House. 

(6)  POLICY  COMMITTEE  REPORT,  SECTION  7, 
AREA  DESIGNATION  93-641  AND  RESOLU- 
TIONS #6  (OMAHA  MEDICAL)  and  #17  (LAN- 
CASTER CO.) 

Your  Reference  Committee  #6  heard  prolonged 
discussion  on  area  designation  under  P.L.  93-641,  and  a 
majority  opinion  was  expressed  in  favor  of  greater 
representation  in  terms  of  the  number  of  Health 
Service  Areas  to  be  requested  for  Nebraska.  The 
resolutions  read  as  follows: 

Resolution  #6 

WHEREAS,  the  Omaha  Medical  Society  has  been 
asked  by  the  Governor  to  take  a stand  regarding 
area  designations  as  per  P.L.  93-641;  therefore 


BE  IT  RESOLVED,  that  the  present  Health 
Planning  Council  of  the  Midlands  area  be  maintained 
and  that  the  Health  Planning  Council  of  the  Midlands 
be  designated  as  a service  area.  It  was  felt  that  the 
designations  in  the  rest  of  the  state  should  be 
determined  by  residents  in  those  areas  in  conjunction 
with  the  governor. 

Resolution  No.  17 

WHEREAS,  Public  Law  93-641  provides  for  the 
combining  of  the  Comprehensive  Health  Program,  the 
Regional  Medical  Program,  the  Hill-Burton  Program 
and  related  programs,  and 

WHEREAS,  P.L.  93-641  vests  control  over  these 
programs  in  unelected  Health  Service  Agencies 
responsible  to  the  Secretary  of  the  U.S.  Department 
of  Health,  Education  and  Welfare,  and 

WHEREAS,  the  constitutional  powers  of  the 
Governors  and  Legislatures  of  the  various  states  are 
deliberately  circumvented  under  the  law,  and 

WHEREAS,  the  people  of  the  various  communities 
and  states  will  be  unable  to  hold  their  elected 
representatives  accountable  for  health  planning  under 
the  law; 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  urge  the  people  of 
the  Great  State  of  Nebraska  and  our  elected 
representatives  to  fight  to  return  the  control  of  the 
health  planning  process  to  the  people,  and 

BE  IT  FURTHER  RESOLVED,  that  any  health 
service  or  health  planning  areas  be  designed  by,  and 
directly  responsible  to,  the  duly  elected  representa- 
tives of  the  Government  of  the  State  of  Nebraska  or 
political  subdivisions  thereof  with  the  advice  and 
consent  of  the  people. 

TO  THIS  END  BE  IT  FURTHER  RESOLVED, 
that  the  State  Health  Planning  and  Development 
Agency  (State  Agency)  be  the  State  of  Nebraska 
Department  of  Health. 

Recommendations: 

Your  Reference  Committee  recommends: 

(a)  That  Resolution  #17  be  adopted  by  the  House. 

(b)  That  Resolution  #6  be  adopted  by  the  House. 

(c)  That  the  House  of  Delegates  of  the  NMA  direct  a 
request  to  the  Governor  that  several  Health  Service 
Areas  be  designated  within  the  state  and  appropriate 
waivers  be  sought  for  those  which  will  require  waiver 
due  to  their  population  numbers  in  view  of  the  vast 
geographic  area,  and  needs  for  assistance  in 
establishing  areas  more  responsive  to  specific  needs, 
differing  in  geography,  industry,  facilities,  manpower, 
etc. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  seconded 
and  there  was  considerable  discussion  relative  to  a 
single  area  designation  or  several  throughout  the  state. 

A motion  was  made  to  amend  Recommendation  (c)  of 
the  Reference  Committee  to  include  the  following: 

“That  the  NMA  wishes  to  go  on  record  as  support- 
ing the  implied  intent  of  the  law,  and  that  present 
established  referral  pattern  areas  in  the  State  of 
Nebraska  not  be  disrupted.  ” 

This  amendment  was  approved,  and  this  section  of 
the  Reference  Committee  report  was  adopted  as 
amended. 
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MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #6  AS  A 
WHOLE  AS  AMENDED.  This  was  approved  by  the 

House. 


Respectfully  submitted. 
Dr.  R.  A.  Cottingham, 
Chairman 

Dr.  Stanley  Truhlsen 

Dr.  H.  Feidler 

Dr.  John  T.  McGreer,  III 


Dr.  McFadden  called  for  acceptance  of  the  minutes  of 
the  second  session  of  the  Board  of  Councilors.  A motion 
was  made  to  refer  the  recommendation  that  the  Board 
of  Councilors  be  embodied  as  voting  members  of  the 
House  of  Delegates  to  the  proper  committee  of  the 
House  of  Delegates  for  study,  and  this  committee  to 
report  back  to  the  House  of  Delegates.  This  motion  was 
approved  by  the  House,  and  the  minutes  of  the  Board 
of  Councilors  were  accepted  as  amended. 

The  report  of  the  Nominating  Committee  was  called 
for  and  Dr.  McWhorter.  Chairman,  presented  the 
following  slate  of  officers: 


President-Elect  — Harlan  Papenfuss.  M.D..  Lincoln 

Councilors: 

1st  District  — Carlyle  Wilson.  M.D.,  Omaha 
2nd  District  — Louis  Gogela,  M.D..  Lincoln 
3rd  District  - H.  C.  Stewart.  M.D..  Pawnee  City 
-Hh  District  — James  Carlson.  M.D..  Verdigre 

Delegate  to  AMA  — Carl  Cornelius,  Jr..  M.D., 
Sidnev 

Alternate  Delegate  to  AMA  — Louis  Gogela.  M.D.. 
Lincoln 

Delegate  to  North  Central  Medical  Conference  — 
Russell  Gorthey.  M.D..  Lincoln 

1'he  motion  was  made  to  accept  this  slate  of  officers 
presented,  and  this  was  approved  unanimously. 

A motion  was  made  and  approved  by  the  House  that 
the  Association  issue  a letter  of  commendation  to  Dr. 
Stephen  Carveth  on  the  Basic  Life  Support  Program 
during  the  Annual  Session. 

There  being  no  further  business,  the  House  was 
adjourned. 
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Acute  Nonspecific  Lung  Abscess:  Controlled 
Study  Comparing  Orally  and  Parenterally 
Administered  Penicillin  G — W.  Weiss 
(Philadelphia  General  Hosp,  Philadelphia 
19104)  and  N.  S.  Cherniack  Chest 
66:348-351  (Oct)  1974. 

A controlled  study  was  undertaken  to 
compare  oral  and  parenteral  administration 
of  penicillin  G in  the  treatment  of  acute 
nonspecific  lung  abscess.  Eighteen  patients 
received  1.2  million  units  four  times  a day  by 
mouth  and  18  were  given  either  500,000 
units  intramuscularly  every  eight  hours  (five 
patients)  or  20  million  units/day  intra- 
venously for  two  weeks  followed  by  orally 
administered  penicillin  (13  patients).  Medica- 
tion was  continued  until  the  process  resolved 
or  stabilized  on  serial  roentgenograms.  Those 
treated  parenterally  and  orally  were  com- 
parable with  respect  to  various  background 
factors.  Two  patients  receiving  penicillin 
orally  failed  to  show  a clinical  response  in  six 
days  but  then  responded  to  orally  ad- 
ministered tetracycline.  One  patient  re- 
ceiving intravenously  administered  penicillin 


did  not  respond  in  six  days  but  was  treated 
successfully  with  clindamycin  by  mouth.  The 
rate  of  defervescence  and  the  rate  of  cavity 
disappearance  were  similar  in  the  two 
groups. 


New,  Rapid  Test  for  Diagnosing  Micro- 
hematuria, Compared  With  Results  of 
Microscopic  Examination  — J.  S.  Braun 
(Urologische  Universitatsklinik,  Homburg, 
West  Germany)  and  W.  Straube  Dtsch 
Med  Wochenschr  100:87-89  (Jan  17)  1975. 

A new  test  strip  (Sangur-Test)  has  its 
lower  limit  of  positive  results  at  1,000 
RBC/ml  urine,  and  physiologic  ranges  of 
RBC  excretion  can  be  distinguished  from 
microhematuria  with  satisfactory  accuracy. 
Comparative  tests  of  637  freshly  voided 
urine  specimens  in  routine  diagnosis  pro- 
duced no  false-negative  results  and  in  only  a 
small  percentage  of  cases  recorded  a higher 
RBC  concentration  than  the  ten-field  sedi- 
ment method. 
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Physicians'  Classified 


POSITION  AVAILABLE  OCTOBER.  Physician 
experienced  or  interested  in  alcohol  detox/ 
treatment.  Salary  Range  $27827  to  $31806;  liberal 
fringe  benefits;  equal  opportunity  employer.  Can 
pay  relocation  expenses.  Write  or  call  J.  G. 
Clothier,  M.D.,  Chief  of  Staff,  VA  Hospital, 
Lincoln,  Nebraska,  (402)  489-3802. 


ABILENE,  KANSAS  — Growing  city  of  8000. 
Trade  area,  23,000.  Opportunity  for  three 
primary  care  physicians.  Private  practice  or  join 
an  established  clinic.  70  bed  modern  hospital. 
Skilled  consultive  services  close-by.  Excellent 
family  living.  Contact:  Physician  Development 
Task  Force  (913)  263-1770. 


SPORTSMEN!!  Small  University  community  in 
S.E.  South  Dakota  urgently  needs  FP/GP  or  INT 
to  serve  solo  or  with  established  group. 
Opportunity  to  participate  in  clerkship  program 
with  USD  Medical  School.  Hunting  & fishing 
paradise.  Excellent  University  sports  program. 
Home  of  the  future  DAKOTA  DOME.  Contact: 
D.  Garris,  Administrator,  Dakota  Hospital, 
Vermillion,  South  Dakota  57069. 


CLINIC  AVAILABLE  — General  practice  in 
furnished  clinic.  County  seat  town,  SW  Nebraska. 
Three  nursing  homes  in  town,  good  territory. 
Equipped  office  available  for  dentist.  Write  Box 
8,  Beaver  City,  Nebraska  68926. 

QUALITY  MEDICAL  EQUIPMENT:  Includes 
Pelton  Autoclave;  Welch-Allyn  Ophthalmoscope, 
Otoscope,  Proctoscope  and  Headlamps;  Cautery, 
Revolving  Stool,  Leitz  Colorimeter,  Clay-Adams 
Centrifuge;  Surgical  Instruments,  Trays  and 
More.  OFFICE  EQUIPMENT  includes  ‘Wilson- 
Jones  Posting  Trays  with  Stand,  Electric 
Typewriter  with  Table,  Adding  Machine  and 
More.  To  see,  Please  Contact  Mrs.  L.  T.  Davies, 
3035  Sheridan,  Lincoln,  Ne.,  (402)  432-8270. 

DOCTORS  - THE  NEXT  MOVE  IS  YOURS 
— Midwest  Medical,  Inc.  will  provide  you  with 
more  information  about  each  opportunity  than 
you  have  ever  imagined  possible.  For  the  first 
time  you  can  visually  preview  the  Community 
and  Medical  Facilities  of  over  80  opportunities  in 
the  Upper  Midwest,  at  ONE  location.  Saves  you 
time,  expense,,  and  frustration.  For  a thorough 
appraisal  of  all  Tactors  involved,  please  accept  our 
invitation  to  call.  For  discreet  and  confidential 
assistance  contact  M.  A.  Cornwall,.  M.D.,  MMI’S 
Medical  Director,  or  write:  Midwest  Medical, 
Inc.,  Lakeland,  Minnesota  55043,  612/436-5161. 
Locum  Tenens  opportunities  always  available. 
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PERFORMANCE. 
IT’S  A MATTER  OF 
RECORD. 


• an  unsurpassed  record  validated  in  several  thousand 
clinical  papers 

• rarely  interferes  with  mental  acuity 

• wide  margin  of  safety 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 


Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 


occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 to  1 0 mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxideHCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 
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LIBRIUM 
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chlordiazepoxide  HCI/Roche 
5 mg,  10  mg,  25  mg  capsules 


f 


o 

■ 

o b-  >• 
u 

V o 
o:  ui  or  O' 
OZfJfj 
2 — o 

o — * 
2=  - cr 
UQt-O 
2 UI  CO  > 

2 < 

UI  iii  > f 
^ U-  uj  t 
*“  O N 2 


IN  PAINFUL 

ACUTE 

CYSTITIS* 

*nonobstructed; 
due  to  susceptible 
organisms 


WHILE  YOU  BJVMATE 
THE  PATHOGENS. 


FOR  THE  PAIN 

□ Early  relief  of  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

FOR  THE  PATHOGENS 

□ Effective  control  of  susceptible  pathogens 

such  as  E.  coli,  Klebsiella- Aerobacter,  Staph,  au- 


reus, Proteus  mirabilis  and,  less  frequently,  Proteus 
vulgaris. 

Appropriate  antibacterial  therapy:  Up  to  3 

days  therapy  with  Azo  Gantrisin  4 to  6 tablets  Stat., 
then  2 tablets  q.i.d.\ then  1 1 days  with  Gantrisin 
(sulfisoxazole)  may  be  considered. 


(50  mg  phenazopyridine  HCI  and  0.5  Gm  sulfisoxazole) 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows. 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  cystitis,  pyelitis 
and  pyelonephritis)  due  to  susceptible  organ- 
isms (usually  E.  coli,  Klebsiella- Aerobacter, 
Staphylococcus  aureus,  Proteus  mirabilis,  and, 
less  frequently,  Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Important  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic 
and  clinical  response.  Add  armnobenzoic  acid 
to  culture  media  for  patients  already  taking  sul- 
fonamides. Increasing  frequency  of  resistant 
organisms  currently  is  a limitation  of  the  useful- 
ness of  antibacterial  agents  including  the  sul- 
fonamides. Blood  levels  should  be  measured  in 
patients  receiving  sulfonamides  for  serious 
infections,  since  there  may  be  wide  variations 
with  identical  doses;  12  to  15  mg/ 100  ml  is 
considered  optimal  for  serious  infections;  20  mg/ 
100  ml  should  be  the  maximum  total  sulfon- 
amide level,  as  adverse  reactions  occur  more 
frequently  above  this  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term 
and  during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HCI 
component. 


Warnings:  Safe  use  n pregnancy  has  not  been 
established.  Teratogenicity  potential  has  not 
been  thoroughly  investigated.  Deaths  from  hy- 
persensitivity reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias  have  been 
reported;  clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indica- 
tions of  serious  blood  disorders.  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently 
during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  lat- 
ter, hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranu- 
locytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme 
(Stevens-Johnson  syndrome),  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia 
and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and 
stomatitis.  C.N.S.  reactions:  Headache,  periph- 


eral neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  in- 
somnia. Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  with  some  goitro- 
gens,  diuretics  (acetazolamide  and  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity 
with  these  agents  may  exist 
Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infections  is  4 to  6 tablets 
initially,  then  2 tablets  four  times  daily  for  up  to 
3 days.  If  pain  persists,  causes  other  than  infec- 
tion should  be  sought.  After  relief  of  pain  has 
been  obtained,  continued  treatment  of  the  infec- 
tion with  Gantrisin  (sulfisoxazole)  may  be  con- 
sidered. 

Note:  Patients  should  be  told  that  the  orange- 
red  dye  (phenazopyridine  HCI)  will  color  the 
urine  soon  after  ingestion. 

How  Supplied:  Tablets,  each  containing  0.5  Gm 
sulfisoxazole  and  50  mg  phenazopyridine  HCI 
—bottles  of  100  and  500. 
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psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso  0_mcr  C ma  1H  mrrtakWo 

dated  depressive  symptoms  ^ 1 1 J 1 1 [t>->  1 1 LdUlCld 

and  thus  encourage  a more 
restful  night’s  sleep. 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Catch  the  spirit  and 
get  a second  summer. 


Just  when  you're  starting  to  enjoy  sum- 
mer, it's  over.  But  why  take  the  bitter  cold 
all  winter  when  sunny  California  is  so  close 
on  a United  Friend  Ship? 

United  can  have  you  basking  on  a warm, 
sunny  beach— without  burning  your  budget. 
Our  California  vacations  include  a car  if 
you  like,  a choice  of  hotels,  bus  tours,  and 
a meal  plan. 


Go  to  Los  Angeles,  San  Francisco,  San 
Diego,  and  12  other  California  cities. 

Ask  your  Travel  Agent  about  our  wide 
range  of  California  tours.  You'll  find 
everything  from  Disneyland  trips  to  romantic 
fly/drive  adventures  in  Big  Sur  country. 

Or  call  us  at  United  for  details. 

And  give  up  a little  winter  for  a little 
summer. 


^cations  to  more  of  California. 


The  friendly  skies  of  your  land. 

WJ  uniTED  AiRLines 


If  it  were  made  for  everyone, 
everyone  would  have  one. 


Wo 

Imports  • 5020  O Street 
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Pleural  Involvement  in  Sarcoidosis  — S.  B. 
Wilen  et  al  (1404  Cibolo  Trail,  Universal 
City,  TX  78148).  Am  J Med  57:200:209 
(Aug)  1974. 

A review  of  the  records  of  227  patients 
with  biopsy-proved  sarcoidosis  disclosed  ro- 
entgenographic  evidence  of  pleural  reactions 
(pleural  effusion  or  pleural  thickening)  in  23 
(10.1%  ).  Pleural  effusions  were  noted  in  15, 
and  in  all  of  these  the  disease  process 
showed  signs  of  progression  to  stage  2 or 
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beyond.  Transudative  effusions  were  found 
in  eight  patients.  Pleural  biopsies  in  seven 
patients  with  effusion  disclosed  noncaseating 
granulomas  consistent  with  sarcoidosis.  An 
extensive  evaluation  for  other  underlying 
disease  processes,  in  all  cases  was  negative. 
The  effusions  resolved,  but  in  two  patients 
serial  roentgenographic  studies  showed 
progression  to  chronic  pleural  thickening. 
Pleural  thickening  was  observed  initially  in 
eight  patients  and  was  always  associated 
with  an  advanced  stage  of  sarcoidosis. 
Biopsies  performed  in  five  of  these  patients 
showed  thickening  fibrotic  pleura  inter- 
spersed with  noncaseating  granulomas.  On 
review  of  lung  biopsy  specimens  from  11 
patients  with  no  roentgenographic  indication 
of  pleural  reactions,  noncaseating  granulomas 
in  simultaneously  obtained  pleura  were  found 
in  four.  The  pleura  is  affected  in  sarcoidosis 
more  frequently  than  has  been  recognized. 


Renal  Transplantation  in  End-Stage  Poly- 
cystic Renal  Disease  — D.  G.  Amamoo  et 
al  (Section  of  Publications,  Mayo  Clinic, 
Rochester,  MN  55901).  J Urol  112:443-444 
(Oct)  1974. 

Experience  with  renal  transplantation  in 
patients  with  polycystic  end-stage  renal 
disease  suggests  that  transplantation  is  the 
treatment  of  choice.  Patient  survival  with 
well-functioning  allografts  was  82%  , whereas 
overall  kidney  survival  was  75% . These 
results  differ  little  from  those  seen  in  the 
general  transplant  population. 
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ALLBEE  vMhC  Scrapbook 
of  Vitamin  Facts  Fallacies 


The  Indian  fruit-eating  bat,  almost  all  monkeys,  man  and  the 
guinea  pig  are  the  only  mammals  whose  bodies  lack  an  enzyme 
needed  to  synthesize  ascorbic  acid  from  glucose1  Hence  they 
must  obtain  their  vitamin  C from  exogenous  sources 


De  Joinville  writing  about  a 1 3th  century  crusade  reported  that 
barber  surgeons  had  to  cut  away  the  dead  flesh  from  the  gums 
to  enable  people  to  masticate  their  food  . The  disease  he 
described  was  probably  scurvy. 


The  outer  leaves  of  cabbage  and  brussels  sprouts  contain  more 
vitamin  C than  the  heads.  Yet,  ironically,  these  are  often  trimmed 
away  by  the  grocer  to  improve  appearance  and  enhance  sales 
appeal!  Many  housewives  trim  them  even  more  before  cooking! 


Available  on  your 
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recommendation 


High  Potency 
B-Complex  and 
Vitamin  C 
Formula 
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MULTIVITAMINS 


Each  capsule  contains  ?>  — 
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Pyridonne  hydrochloride  (B.)5  mg  * 
Niacinamide  50  mg  500* 

Calcium  pantothenate  10  mg  '' 
Ascorbic  acid  (Vitamin  C)  300  mg  1000> 


30  CAPSULES 


A.H.  Robins  Company.  Richmond.  Va.  2.1220 
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phenobarbital  (Kgr)  16  2 mg  (H  gr)  32  4 mg 

(warning:  may  be  habit  forming) 


each 
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Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage  Contraindications: 
Glaucoma:  renal  or  hepatic  disease:  obstructive  uropathy  (for  ex- 
ample. bladder  neck  obstruction  due  to  prostatic  hypertrophy):  or 
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Don’t  let  estate  taxes 
rob  your  family  of 
wbat  you  worked  all  your  life 

to  provide. 


When  a family  loses  its  major 
provider,  the  personal  loss  is  tremen- 
dous. But  the  financial  loss  can  also  be 
great  — unless  proper  planning  is 
made  in  advance. 

Estate  taxes,  among  the  most 
burdensome  on  the  books,  hit  especially 
hard  at  the  larger  estates  commonly  left 
by  medical  professionals. 

Example:  A doctor  and  his  wife 
built  an  estate  valued  at  $500,000.  But 
after  estate  taxes  and  probate  expenses 
had  been  paid,  the  children  received 
only  $325,000  — far  less  than  what  the 
parents  had  spent  a lifetime  providing. 

Such  losses  can  be  easily 
avoided,  however,  through  the  use 
of  a financial  tool  called  a Trust. 

Properly  established  Trusts  not 
only  reduce  estate  taxes  and  probate 
expenses  by  many  thousands  of 
dollars,  they  also  assure  the  owner  that 
his  family's  financial  concerns  will 
be  well  managed  and  fully  protected. 

We  offer  a free  brochure  with 
vital  information  on  State  and  Federal 
Estate  Taxes  and  how  to  protect  against 
the  financial  losses  they  can  create. 

For  your  free  copy,  simply 
complete  the  coupon  and  return  it  to  us. 
Or  if  you  prefer,  call  and  ask  for 
either  Gary  Aksamit  or  Del  Smith  in 
Lincoln,  or  Jerry  Weber  in  Grand  Island. 
There  is  no  obligation.  Call  or  send 
for  your  free  copy  of  “State  and 
Federal  Estate  Taxes.’’ 

Please  send  my  free  copy  of  Trust  bro-  T 
■ chure  “State  and  Federal  Estate  Taxes.”  ■ 

I understand  there  is  no  obligation.  I 
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Complications  of  Assisted  Ventilation  — C. 

W.  Zwillich  et  al  (Univ  of  Colorado  Medi- 
cal Center,  Denver  80220).  Am  J Med  57: 

161-170  (Aug)  1974. 

Three  hundred  fourteen  consecutive  pa- 
tients were  studied  prospectively  during  354 
episodes  of  assisted  ventilation  in  a 
five-month  period.  These  patients  ranged  in 
age  from  15  to  95  years,  and  ventilatory 
support  was  required  for  from  one  hour  to  54 
days.  Overall  survival  was  64% . Eighteen 
complications  were  studied  prospectively,  of 
which  three  (intubation  of  the  right 
mainstem  bronchus,  endotrachael  tube  mal- 
function, and  alveolar  hypoventilation)  were 
associated  with  decreased  survival.  Four 
hundred  individual  complications  or  potential 
complications  were  observed.  Intubation  of 
the  right  mainstem  bronchus  was  associated 
with  alveolar  hyperventilation,  atelectasis  or 
tension  pneumothorax  in  a significant 
number  of  cases  (all,  P <0.001).  The  onset  of 
pneumonia,  pneumothorax,  atelectasis, 
gastric  distention,  and  ventilator  malfunction 
were  all  observed  during  assisted  ventilation, 
but  none  were  associated  with  increased 
mortality.  Careful  attention  to  the  recogni- 
tion and  prevention  of  complications, 
especially  those  associated  with  endotracheal 
intubation,  is  mandatory  in  all  patients 
treated  with  assisted  ventilation. 


In-Hospital  Sudden  Death  After  Coronary 
Care  Unit  Discharge  — T.  B.  Graboys  (665 
Huntington  Ave.  Boston  02115).  Arch 
Intern  Med  135:512-514  (April)  1975. 

In  a retrospective  analysis  of  in-hospital 
sudden  death  among  patients  with  acute 
myocardial  infarction,  nine  of  48  (18.7%) 
in-hospital  deaths  after  discharge  from  the 
coronary  care  unit  were  judged  “sudden." 
This  group  has  a substantially  prolonged 
coronary  care  unit  course,  a higher  incidence 
of  supraventricular  and  ventricular  arrhy- 
thmias, and  a noticeable  incidence  of  anterior 
wall  myocardial  infarction  as  compared  with 
those  of  a matched  infarct  control  group. 
Seventy-seven  percent  of  the  sudden-death 
group  had  three  or  more  concomitant 
high-risk  factors  as  compared  with  only  3% 
of  a matched  control  group. 
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The  Pain  Phone 


Medicinews  . . . 

More  time  for  M&M. 

Hospitals,  mental  hospitals,  and  skilled 
nursing  facilities  in  rural  areas  may  be 
granted  more  time  to  complete  utilization 
review  activities  required  by  HEW  for  its 
Medicare  and  Medicaid  programs,  HEW 
Secretary  Caspar  W.  Weinberger  announced. 

Utilization  review  regulations,  published 
on  November  29,  1974,  and  effective  July  1, 
1975,  require  institutions  to  review,  within 
specified  time  limits,  the  necessity  for  a 
patient’s  continued  stay  in  the  institution. 
With  respect  to  hospitals,  the  effective  date 
of  a time  limit  of  one  working  day  for  the 
initial  review  after  the  patient  is  admitted, 
and  several  other  requirements,  have  been 
extended  by  the  Secretary  to  July  30,  1975. 

Since  institutions  in  rural  areas  may  not 
have  quick  access  to  the  necessary  number 
of  professionals  needed  to  perform  the 
reviews  in  the  required  time,  permission 
may  now  be  given  them  to  take  longer  to 
complete  such  reviews  without  putting  a 
health  facility  in  danger  of  losing  federal 
funds. 

AMA  sues  to  stop  MAC  regs. 

The  AMA  has  filed  suit  in  the  Federal 
District  Court  in  Chicago  seeking  to  prevent 
HEW  from  enforcing  its  Maximum  Allowable 
Cost  (MAC)  regulations.  Under  the  proposal, 
Medicare  and  Medicaid  prescription  drugs 
would  be  reimbursed  on  the  basis  of  the 
lowest  price  at  which  the  prescription  drug 
is  usually  available  as  determined  by  a 
Pharmaceutical  Reimbursement  Board.  More 
costly  drugs  would  be  paid  for  only  when  the 
prescribing  physician  certified  personally 
that  the  specific  drug  was  medically 
necessary  for  that  particular  patient.  The 
AMA  challenged  the  Secretary’s  statutory 
authority  for  applying  the  plan  and  charged 
that  the  system  violates  the  rights  of 
patients  and  physicians  under  both  Medicare 
and  Medicaid.  Moreover,  the  Association 
charged  that  the  regulations  would  violate 
the  Constitutional  rights  of  patients  and 
physicians  and  would  produce  an  adversary 
relationship  among  patients  and  physicians 
and  pharmacists. 


When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states!  That  includes  No.  4,  which 
provides  a full  grain  of  codeine  for  more  intense, 
acute  pain.^^ 


’ The  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia. 
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c CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg)  gr  1 

No.  3 codeine  phosphate* 
(32.4  mg)gr  Vfe 

Each  tablet  also  contains  aspirin 
jr  31/2,  phenacetin  gr  21/2, 
caffeine  gr  1/2. 

Warning- may  be  habit-formin 
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Research  Triangle  Park 
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Help 

slop  the  tears 

of  colic,  diarrhea 
or  similar  malady. 


Use  i-Soyalac. 

i-Soyalac  and  regular  Soyalac  are  palatable,  readily 
digestible  and  assimilated.  It 
simulates  human  milk  in  ap- 
pearance, taste  and  texture.  / 

It  is  complete  with  vitamins  r V 
and  minerals.  It  is  suitable  for 
infants  and  children  who  are  sensitive 
to  or  cannot  tolerate  cow’s  milk. 

For  nearly  a quarter  of  a century,  Soyalac  has  proven 
its  value  in  promoting  growth  and  development  — 
as  shown  by  extensive  clinical  data. 

Available  in  four  forms:  i-Soyalac  Concentrated, 
Soyalac  Concentrated,  Soyalac  Ready-to- 
Serve,  and  Soyalac  Powder. 


i-Soyalac  from  isolated  protein  without  corn. 


Send  to:  Loma  Linda  Foods 

Medical  Products  Division 
Riverside,  Calif.  92505 

Please  send  me  free  sample  and  literature. 
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Or  a simple  note  on  your  prescription  form  will  do. 


Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx  1,000  tons) 


□ Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

□ Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HQ)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

j □ Antivert/25  (meclizine  HC1)  25  mg.  Chewable  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 
BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


'INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  — National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective.  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group 

Usage  in  Pregnancy:  See  "Contraindications!’ 

ADVERSE  REACTIONS  Drowsiness,  dry  mouth  and,  on  rafe  occasions,  blurred 
vision  have  been  reported.  /^Spkk. 

More  detailed  professional  information  available  on  llwwl  llVj  MSafiiM' 
request. 


Antivert?25 

(meclizine  HC1)  25  mg.Tablets 

for  vertigo* 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  1001 7 


Would  sleep  wit 
fewer  nighttime 
awakenings 
benefit  your 
patients  with 

insomnia? 


Wlk 


Highly  predictable  results 
for  your  patients  with  trouble 
staying  asleep... 

. . .can  be  obtained  with  Dalman 
(flurazepam  HC1).  As  shown 
below,  Dalmane  significantly 
reduces  nighttime  awakenings:1'4 

Average  Number  of  Nighttime  Awakenings1'4 

(Four  Geographically  Separated  Sleep  Researc 
Laboratory  Clinical  Studies,  16  Subjects) 


(Decreased  31.4%) 


3 

placebo 

baseline 

nights 


Dalmane 

(flurazepam  HCI) 
30  mg  nights 


* And  for  those  with  trouble 
tiling  asleep  or  sleeping 
mg  enough... 

...Dalmane  (flurazepam  HC1) 

Iso  delivers  excellent  results, 
linically  proven  in  sleep  research 
iboratory  studies:  on  average, 
leep  within  17  minutes  that  lasts 
to  8 hours.5 

Dalmane  (flurazepam  HC1) 
s relatively  safe,  seldom 
:auses  morning  “hang-over!!. 

| ...and  is  well  tolerated.  The 
asual  adult  dosage  is  30  mg  h.s., 
out  with  elderly  and  debilitated 
oatients,  limit  the  initial  dose  to 
15  mg  to  preclude  oversedation, 
dizziness  or  ataxia.  Evaluation  of 
possible  risks  is  advised  before 
prescribing. 
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and  sleep  disturbances.  Scientific  exhibit  at 
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2.  Frost  JD  Jr:  A system  for  automatically 
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Before  prescribing  Dalmane  (flurazepam 
HC1),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  bv  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  fluraz.epam  HC1. 


Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 


or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HC1. 


Depend  on  highly 
predictable  results 
with 

Dalmane 

(flurazepam  HCI ) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

specifically  indicated 
for  insomnia 

Objectively  proved  in  the  sleep  research  laboratory: 

■ sleep  with  fewer  nighttime  awakenings 

■ sleep  within  17  minutes,  on  average 

■ sleep  for  7 to  8 hours,  on  average, 
with  a single  h.s.  dose. 
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The  idea  of  a so-called  patienl 
package  insert  has  been  around  foi 
a long  time.  Many  physicians  alreac 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  An 
some  physicians  give  verbal  instruc 
tions;  but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who  i 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given  i 
sufficient  understanding  and  there 
fore  do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one.  i* 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  ai,  - 
extension  of  drug  labeling. 


The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  Anc 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hanc 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressec 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 


Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


..  lain  purpose  of  drug  information 
. )r  the  patient  is  to  get  his  coopera- 
on  in  following  a drug  regimen. 

’reparation  and  distribution  of 
atient  drug  information 

We  would  hope  to  amass  infor- 

■ nation  from  physicians,  medical 
ocieties,  the  pharmaceutical  indus- 

1 ry  and  centers  of  medical  learning. 

: ‘he  ultimate  responsibility  for  uni- 
; orm  labeling  must,  however,  rest 
: vith  the  Food  and  Drug  Administra- 
ion.  There  is  nothing  wrong  with 
his  agency  saying,  "this  informa- 
ion  is  generally  agreed  upon  and 
:herefore  it  should  be  used,”  as  long 

■ as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
' decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can't 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


It is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


tient  package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal i ndustry,  the  A.  M.  A.  and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffsto  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
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Washington,  D.C.  20005 
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"FOR  INFORMATION  CALL" 

OMAHA  OFFICE 

340  KEELINE  BUILDING 
PHONE  342-6104 

LINCOLN  OFFICE 

307  LINCOLN  BENEFIT  LIFE  BUILDING 
PHONE  475-6744 
FREMONT  OFFICE 

1941  East  8th  Street 
Phone  727-9244 


“I  feel  sure  I have  sinus  trouble,  and  don’t  tell  me  it’s 
all  in  my  head.” 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing,  Michigan  48823 
American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec.,  Suite  1201, 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Office  of  the  Director 
One  E.  Wacker  Dr.,  Suite  2700, 

Chicago,  Illinois  60601 
American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D..  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

Ernest  M.  Frost,  Ed.D.,  Exec.  Vice  President 
One  West  48th  St.,  New  York,  New  York  10020 
American  Heart  Association 

Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
44  East  23rd  St.,  New  York,  New  York  10010 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 


American  Medical  Association 
James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

535  The  Central  Tower  Bldg.,  3rd  at  Market  St., 
San  Francisco,  California  94103 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Exec.  Dir. 

1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 
International  College  of  Surgeons 
Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South,  New  York,  N.Y.  10010 
National  Rehabilitation  Association 
1522  “K”  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Robert  E.  Wise,  M.D.,  Pres. 

One  MONY  Plaza,  15th  Floor, 

Syracuse,  New  York  13202 
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an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAM/!! 


INLAY-TABS 


Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide.  N.F..  150  mg. 
aluminum  hydroxide  dried  gel,  150  mg. 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  1 0 grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ev 
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Clyde  L.  Kleager 

Hastings 

R V.  Smith 

Kearney 

Robert  M.  Sorensen 

Fremont 

Interim: 

Mrs.  Kenneth  T.  McGinnis 

Lincoln 

HEALTH  PLANNING 
Stuart  D.  Campbell 
James  G.  Carlson 
C.  J Cornelius.  Jr. 

F.  H.  Hathaway 
James  E.  Ramsay 
Stanley  M.  Truhlsen 


Scottsbluff 

Verdigre 

Sidney 

Lincoln 

Atkinson 

Omaha 


HOSPITAL  AND  PROFESSIONAL 

RELATIONS 

Gordon  D.  Adams 

Norfolk 

Muriel  N.  Frank 

Omaha 

Arthur  L.  Larsen 

Omaha 

Leonard  R.  Lee 

Lincoln 

Kenneth  D.  Peters 

Plainview 

Jerald  R.  Schenken 

Omaha 

A.  Eugene  Van  Wie 

Grand  Island 

INSURANCE  AND  PREPAYMENT 

MEDICAL  CARE 

A.  L.  Smith,  Jr.,  Chm. 

Lincoln 

Harold  D.  Dahlheim 

Norfolk 

Russell  J.  Mclntire 

Hastings 

Frederick  F.  Paustian 

Omaha 

Blaine  Y.  Roffman 

Omaha 

Paul  M.  Scott 

Auburn 

Stanley  M.  Truhlsen 

Omaha 

Hirarr  R.  W'alker 

Kearney 

MATERNAL  AND  CHILD  HEALTH 

Warren  G.  Bosley.  Co-Chm.  Grand  Island 

William  L.  Rumbolz,  Co-Chm.  Omaha 

Dale  W\  Ebers  Lincoln 

Charles  A.  Field  Omaha 

Hodsen  A.  Hansen  . Lincoln 

L.  Palmer  Johnson  Lincoln 

Bernie  D.  Taylor  North  Platte 


MEDICAL  EDUCATION 


John  W.  Smith.  Chm. 

Omaha 

James  E.  Bridges 

Fremont 

Wendell  L.  Fairbanks 

Auburn 

Randolph  M.  Ferlic 

Omaha 

R.  C.  Rosenlof 

Kearney 

Fred  J.  Rutt 

Hastings 

Robert  J Stein 

Lincoln 

Interim: 

Joseph  M.  Holthaus 

Omaha 

Perry  G.  Rigby 

Omaha 

MEDICAL  SERVICE 

Robert  F.  Shapiro.  Chm. 

Lincoln 

William  A.  Doering 

Franklin 

Thomas  G.  Erickson 

Fremont 

Herbert  D.  Feidler 

Norfolk 

Donald  F.  Prince 

Minden 

Frank  H.  Tanner 

Lincoln 

Eugene  M.  Zweiback 

Omaha 

MEDICINE  AND  RELIGION 

John  C.  Goldner,  Chm. 

Omaha 

Kenneth  C.  Bagby 

Blair 

W'  Ray  Hill 

Lincoln 

T C.  Kiekhaefer 

Falls  City 

John  J.  Ruffing.  Jr 

Hemingford 

Merle  E.  Sjogren 

Omaha 

MEDICOLEGAL  ADVICE 

John  P.  Gilligan,  Chm. 

Nebraska  City 

WT.  0.  Brown 

Scottsbluff 

Paul  Goetowski 

Lincoln 

W'illiam  L.  Rumbolz 

Omaha 

MENTAL  HEALTH  AND 
MENTAL  RETARDATION 


Charles  Wr.  Landgraf.  Jr..  Chm. 

Hastings 

John  D.  Baldwin 

Lincoln 

Harry  C.  Henderson 

Omaha 

J.  Whitney  Kelley 

Omaha 

Thomas  B.  Murray 

Kearney 

Robert  G.  Osborne 

Lincoln 

Interim: 

E.  Jack  Trembath 

Omaha 

STATE  PEER  REVIEW' 

Milton  Simons,  Chm. 

Omaha 

K.  Don  Arrasmith 

Omaha 

John  D.  Baldwin 

Lincoln 

Dwight  W.  Burney,  Jr. 

Omaha 

John  C.  Denker 

V' alley 

Henry  Kammandel 

Omaha 

Harold  W Keenan 

Ogallala 

Kenneth  T.  Kimball 

Kearney 

Kenneth  T.  McGinnis 

Lincoln 

J P Schlichtemier 

Omaha 

Richard  L.  Tollefson 

Wausa 

Hobart  E.  Wallace 

Lincoln 

Dean  C.  W'atland 

Omaha 

Raymond  J.  Wyrens 

Omaha 

PUBLIC  HEALTH 

Richard  F Brouillette,  Chm. 

York 

M.  D Bechtel 

Omaha 

Stanley  T.  Mountford 

Omaha 

Henry  D.  Smith 

Lincoln 

F.  Thomas  W'aring 

Fremont 

PUBLIC  RELATIONS 

W'illiam  T.  Griffin.  Chm. 

Lincoln 

Richard  D.  Gentry 

Falls  City 

Donald  Matthews 

Lincoln 

G.  P.  McArdle 

Omaha 

Dale  E.  Michels 

Lincoln 

John  C.  Sage 

Omaha 

RELATIVE  VALUE  STUDY 

Orin  R.  Hayes.  Chm. 

Lincoln 

John  A Haggstrom 

Omaha 

Bernard  L.  Kratochvil 

Omaha 

Lyle  H.  Nelson 

Crete 

Donald  F Purvis 

Lincoln 

Carlyle  E.  Wilson.  Jr. 

Omaha 

RURAL  MEDICAL  SERVICE 

John  R.  Finkner 

Minden 

Michael  J.  Haller 

Omaha 

R L.  Tollefson 

W'ausa 

John  H.  Worthman 

Cozad 

Interim: 

Paul  R.  Young 

Omaha 

SCIENTIFIC  SESSIONS 


Joel  T Johnson.  Chm.  Kearney 

Richard  A.  Cottingham  McCook 

Randolph  M.  Ferlic  Omaha 

Russell  L.  Gorthey  Lincoln 

Y.  Scott  Moore  Lincoln 

Jerry  A.  Reed  Lincoln 

Robert  M.  Stryker  Omaha 


SUBCOMMITTEE  ON  ATHLETIC  INJURIES 


John  E.  Murphy,  Chm.  Aurora 

Stanley  M.  Bach  Omaha 

Robert  B.  Benthack  Wayne 

Patrick  E.  Clare  Lincoln 

S.  I.  Fuenning  Lincoln 

Paul  Goetowski  Lincoln 

Jack  K.  Lewis  Omaha 

Otis  W.  Miller  Ord 

Charles  W.  Newman  Lincoln 

George  Sullivan.  R.P.T.  Lincoln 

Wayne  Wagner.  A T.  Omaha 

John  G.  Yost  Hastings 

AD  HOC  DRUG  ABUSE  EDUCATION 
Marvin  E.  Holsclaw,  Chm.  Lincoln 

Klemens  E.  Gustafson  Beatrice 

Jack  K.  Lewis  Omaha 

James  I.  Wax  Omaha 


AD-HOC  COMMITTEE  ON  HOUSE 
ACTIONS 

Harold  S.  Morgan.  Chm.  Lincoln 

R.  E.  Garlinghouse  Lincoln 

Frank  H.  Tanner  Lincoln 

W.  D W'right  Omaha 


AD  HOC  COMMITTEE  ON  NATIONAL 
HEALTH  INSURANCE 


Jerald  R.  Schenken.  Chm. 

Omaha 

William  H.  Berrick 

Madison 

Louis  J.  Gogela 

Lincoln 

Arnold  W.  Lempka 

Omaha 

Robert  J Morgan 

Alliance 

Donald  F.  Prince 

Minden 

A.  L.  Smith.  Jr. 

Lincoln 

Student  Member: 

Patrick  S.  Dunlap 

Omaha 

AD  HOC  COMMITTEE  ON  PSRO 

Houtz  G.  Steenburg,  Chm. 

Aurora 

John  H.  Bancroft 

Kearney 

Warren  G Bosley 

Grand  Island 

James  H.  Dunlap 

Norfolk 

Allan  C.  Landers 

Scottsbluff 

Harlan  L.  Papenfuss 

Lincoln 

Donald  J.  Pavelka 

Omaha 

Frank  P.  Stone 

Lincoln 

Carlyle  E.  W'ilson,  Jr. 

Omaha 

AD  HOC  STEERING  COMMITTEE 
ON  PROFESSIONAL  LIABILITY 
James  H.  Dunlap.  Chm.  Norfolk 

John  P.  Gilligan  Nebraska  City 

W'illiam  T.  Griffin  Lincoln 

Robert  F.  Shapiro  Lincoln 

A.  L.  Smith.  Jr.  Lincoln 

John  W.  Smith  Omaha 


SUBCOMMITTEE  ON  LEGISLATION 


Herbert  E.  Reese.  Chm.  Lincoln 

V Franklin  Colon  Friend 

Muriel  N.  Frank  Omaha 

Phillip  E.  Getscher  Lincoln 

Blaine  Y.  Roffman  Omaha 

SUBCOMMITTEE  ON  PROFESSIONAL 
EDUCATION 

Randolph  M.  Ferlic.  Chm.  Omaha 

Frederick  F.  Paustian  Omaha 

John  F.  Porterfield  Lincoln 

Hiram  R.  Walker  Kearney 

SUBCOMMITTEE  ON  ALTERNATIVES 

A.  L.  Smith.  Jr..  Chm.  Lincoln 

C.  J.  Cornelius.  Jr.  Sidney 

Roger  D.  Mason  Omaha 

Clarence  A.  McWhorter  Omaha 

Robert  J.  Morgan  Alliance 


SUBCOMMITTEE  ON  PUBLIC 
EDUCATION 

Public  Relations  Committee 
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You  can  retire  with  a 

$927,950 

PERSONAL  RETIREMENT  FUND 

through  a Keogh  Plan  at  Commercial  Federal,  built  with 
100%  TAX-DEDUCTIBLE  dollars! 


If  you’re  self-employed,  you  can 
contribute  15%  of  your  earned  income 
annually,  up  to  $7,500  a year,  to  a 
Keogh  plan  — and  take  your  contribution 
right  off  the  top  of  your  gross  income 
on  your  tax  return!  Earnings,  too, 
accumulate  tax-deferred.  Then  when  you 
retire,  you  pay  tax  on  the  money  as  you 
withdraw  it  — monthly,  quarterly,  in 


annual  installments,  or  in  a lump  sum  — 
presumably  at  a lower  rate. 

And  look  how  your  money  grows,  in  a 
safe,  non-speculative,  assured-growth 
Keogh  Plan  at  Commercial  Federal,  based 
on  the  current  rate  of  7%  % per 
annum,  compounded  continuously,  on 
6-year  automatically-renewable 
Savings  Certificates! 


30  YEARS  at  7 Wo 

AMOUNT 

CONTRIBUTED 

ANNUALLY 

YOUR 

INVESTMENT 

TAX 

DEFERRED 

INTEREST 

YOUR  RETIREMENT 
FUND  AFTER 
30  YEARS 

$1,500 

$ 45,000 

$140,590 

$185,590 

$3,000 

$ 90,000 

$281,180 

$371,180 

$4,500 

$135,000 

$421,770 

$556,770 

$6,000 

$180,000 

$562,360 

$742,360 

$7,500 

$225,000 

$702,950 

$927,950 

IF  . . . rather  than  being  self-employed  . . . YOU  WORK  FOR  A COMPANY  THAT 
HAS  NO  QUALIFIED  RETIREMENT  PLAN  . . . then  a 100%  TAX-DEDUCTIBLE 
IRA  (Individual  Retirement  Account)  which  permits  contributions  of  15%  of  earned 
income,  up  to  $1,500  a year,  IS  FOR  YOU!  Ask  about  it! 


CALL  OUR  TOLL-FREE  WATS  LINE-800/642-8924-OR  MAIL  THIS  HANDY  COUPON 


. . . and  talk  to  one  of  our 
retirement  experts  about 
your  personal 
retirement  plan. 

You  save  taxes 


now  . . . see 
amazing  growth  of 
your  money,  with 
safety,  over  the 
years  . . . and  have 
greater  security 
for  your  future. 

Do  it  now! 


Ralph  "Mr.  Keogh”  Palmer 


YES!  I’m  interested  in  a 100%  tax-deductible  retirement  plan. 
Please  contact  me! 

DEPT.  SMJ975 

NAME 

ADDRESS PHONE 

CITY/STATE ZIP 


Commercial  Federal 

Savings  and  Loan  Association 

Savings  Insured  to  $40,000  by  the  FSUC 

home  OmCE.  45tti  AND  DODGE.  OMAHA  68132  • PHONE  4021 558-5400 


FSLIC 


“My  advice  is  to  eat,  drink,  and  get  married.” 


Councilor  Districts  and  Counties 


NEBRASKA  MEDICAL  ASSOCIATION 


First  District:  Councilor:  Carlyle  E. 
Wilson,  Jr.,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Lancaster, 
Otoe,  Cass. 

Third  District:  Councilor:  H.  C.  Stewart, 
Pawnee  City.  Counties:  Gage,  John- 
son, Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Knox, 

Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stanton, 
Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert  M. 
Sorensen,  Fremont.  Counties:  Burt, 
Washington,  Dodge,  Platte,  Colfax, 
Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz  G. 

Steenburg,  Aurora.  Counties:  Saun- 
ders. Butler,  Polk,  Seward,  York, 
Hamilton. 

Seventh  District:  Councilor:  Lyle  H. 
Nelson,  Crete.  Counties:  Saline,  Clay, 
Fillmore,  Nuckolls,  Thayer,  Jefferson. 

Eighth  District:  Councilor:  A.  Dean 

Gilg,  Bassett.  Counties:  Cherry,  Key- 
apaha.  Brown,  Rock,  Holt,  Sheridan, 
Boyd. 

Ninth  District:  Councilor:  Hiram  R. 

Walker,  Kearney.  Counties:  Hall, 

Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup.  Garfield. 

Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Gosper,  Phelps, 
Adams,  Furnas,  Harlan,  Webster, 
Kearney,  Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer,  Ogallala.  Counties:  Lincoln, 
Perkins,  Keith,  McPherson,  Garden, 
Arthur,  Logan,  Deuel. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  Scottsbluff.  Counties:  Scotts 

Bluff,  Banner,  Box  Butte,  Morrill, 
Kimball,  Cheyene,  Sioux,  Dawes. 


Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  SOCIETIES 


COUNTY  PRESIDENT  SECRETARY-TREASURER 

Adams  Earl  J.  Dean,  Hastings  Clyde  L.  Kleager,  Hastings 

Antelope- Pierce  R.  E.  Kopp,  Plainview  D.  F.  Johnson,  Jr.,  Osmond 

Boone  Charles  L.  Sweet,  Albion 

Box  Butte  Raymond  H.  Olson,  Alliance  F.  P.  Sucgang,  Alliance 

Buffalo  Ron  D.  Scott,  Kearney  William  M.  Vosik,  Kearney 

Butler  Joseph  R.  Byers,  David  City  Gerald  W.  Luckey,  David  City 

Cass  R.  J.  Dietz,  Plattsmouth  Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel  C.  J.  Cornelius,  Jr.,  Sidney  C.  J.  Cornelius,  Jr.,  Sidney 

Cuming  Leonard  J.  Chadek,  West  Point  Eugene  L.  Sucha,  West  Point 

Custer  M.  L.  Chaloupka,  Broken  Bow  Loren  H.  Jacobsen,  Broken  Bow 

Dawson  B.  W.  Pyle,  Gothenburg  John  H.  Worthman,  Cozad 

Dodge  Roger  A.  Dilley,  Fremont  William  B.  Eaton,  Fremont 

Five  County  Henry  J.  Billerbeck,  Randolph  Charles  G.  Muffley,  Pender 

Four  County  Morris  D.  Mathews,  St.  Paul  Richard  M.  Fruehling,  St.  Paul 

Gage  Patrick  C.  Gillespie,  Beatrice  Klemens  E.  Gustafson,  Beatrice 

Hall  Charles  D.  McGrath,  Gr.  Island  Gordon  D.  Francis,  Gr.  Island 

Hamilton  Houtz  G.  Steenburg,  Aurora  Richard  O.  Forsman,  Aurora 

Holt  & Northwest  Robert  W.  Waters,  O’Neill  Don  D.  Bailey,  O’Neill 

Howard  R.  G.  Hanisch,  St.  Paul  E.  C.  Hanisch,  Sr.,  St.  Paul 

Jefferson  Gordon  O.  Johnson,  Fairbury  R.  A.  Blatny,  Fairbury 

Knox  Douglas  M.  Laflan,  Creighton  D.  J.  Nagengast,  Bloomfield 

Lancaster  Herbert  E.  Reese,  Lincoln  J.  Thomas  McGreer,  III,  Lincoln 

Lincoln  Miles  E.  Foster,  North  Platte  Lewis  B.  Harden,  North  Platte 

Madison  R.  E.  Klaas,  Norfolk  F.  Martin,  Norfolk 

N.W.  Nebraska  James  F.  Panzer,  Gordon  Richard  A.  Savage,  Chadron 

Omaha  Medical  Clarence  A.  McWhorter,  Omaha  Donald  J.  Pavelka,  Omaha 

Otoe  C.  R.  Williams,  Syracuse  Gary  L.  Rademacher,  Nebr.  City 

Perkins-Chase  L.  C.  Potts,  Grant  Paul  F.  Bottom,  Grant 

Phelps  Frank  A.  Brewster,  II,  Holdrege  Rex  J.  Kelly,  Holdrege 

Platte-Loup  Valley  Ronald  C.  Anderson,  Columbus  A.  H.  Liebentritt,  Columbus 

Saline  Robert  E.  Quick,  Crete  Lyle  H.  Nelson,  Crete 

Saunders  E.  J.  Hinrichs,  Wahoo  John  E.  Hansen,  Jr.,  Wahoo 

Scotts  Bluff  Jerome  A.  Fuhrman,  Gering  R.  Dan  Clark,  Gering 

Seward  Van  E.  Vahle,  Seward  David  C.  Krohn,  Seward 

South  Central  Nebraska  Vincent  S.  Lynn,  Geneva  Chas.  F.  Ashby,  Geneva 

S.E.  Nebraska  Paul  M.  Scott,  Auburn  Theo.  C.  Kiekhafer,  Falls  City 

S.W.  Nebraska  James  E.  Monaghan,  Benkelman  Thomas  A.  Johnson,  Jr.,  McCook 

Washington- Burt  H.  Neal  Sievers,  Blair  Hans  Rath,  Omaha 

York-Polk  James  D.  Bell,  York  B.  N.  Greenberg,  York 


22-A 


ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Room  217,  Lincoln  68508 
American  Diabetes  Association  — Nebraska  Affiliate 
Beverly  F.  Di  Mauro,  Executive  Director 
921  Dorcas,  Room  221,  Omaha  68108 
American  Lung  Association  of  Nebraska 
Delmar  R.  Serafy,  Executive  Director 
406  W.O.W.  Building.  Omaha  68102 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Timothy  P.  Keyser,  Executive  Director 
7764  Dodge,  Suite  105,  Omaha  68114 
United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 

Charles  F.  Lemr,  Executive  Director 
5002  Davenport,  Omaha  68132 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Mark  Dorcey,  Executive  Director 
Teri  Zimmerman,  Associate  Director 
8401  West  Dodge  Road,  Suite  17,  Omaha  68114 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Multiple  Sclerosis  Society,  Lincoln  Chapter 

Mrs.  Harold  R.  Stoehr,  Executive  Secretary 
Lincoln  Center  Bldg.,  Room  317,  Lincoln  68508 
Muscular  Dystrophy  Association  of  America 
Ken  Kontor,  District  Director 
1906  No.  90th  Street,  Omaha  68114 
National  Foundation.  Inc.  [March  of  Dimes) 

Robin  B.  Fraser,  1620  “M”  St.,  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  W.O.W.  Bldg.,  1319  Farnam  St..  Omaha  68102 
Nebraska  Academy  of  Ophthalmology 
Kazimirs  Stivrins,  M.D.,  President 
3145  "O”  St.,  Box  81009,  Lincoln  68501 
Nebraska  Academy  of  Otolaryngology 
Ray  O.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Association  of  Pathologists 

Donald  A.  Dynek,  M.D.,  Sec’y-Treas. 

5440  South  St.,  Suite  1300,  Lincoln  68506 
Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
William  A.  DeRoin,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Has  call  St.,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
K.  J.  Fijan,  M.D.,  State  Chairman 
630  North  Cotner,  Lincoln  68505 
Charles  G.  Erickson,  M.D.,  Sec’y-Treas. 

4701  Normal  Blvd.,  Lincoln  68506 
Nebraska  Chapter  — American  College  of  Radiology 
Robert  E.  Bodmer,  M.D.,  Secretary-Treasurer 
622  The  Doctors  Bldg.,  Omaha  68131 
Nebraska  Chapter  — American  College  of  Surgeons 
Herbert  E.  Reese,  M.D.,  Secretary- Treasurer 
5440  South  St.,  Lincoln  68506 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Miss  Alice  Lynn,  President 
5056  Grover,  Omaha  68106 
Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier,  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
Nebraska  Easter  Seal  Society 

Mrs.  Letitia  Simmons,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 


Nebraska  Health  Care  Association 

Eugene  J.  Thompson,  Executive  Director 
Box  30247,  3100  “O”  Street,  Suite  5,  Lincoln  68510 
Nebraska  Heart  Association 

Mr.  James  R.  Johnson.  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 
NEBRASKA  MASTER  POISON  INFORMATION  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 
521  The  Doctors  Bldg.,  Omaha  68131 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


WHAT  SHOULD  A HOSPITAL 
LOOK  LIKE? 

I was  driving  in  a city  that  was  new  to  me, 
and  I found  myself  passing  a large  building 
fronted  by  hundreds  of  windows.  That’s  a 
hospital,  I said,  and  later  there  was  an 
ambulance  entrance  and  an  emergency  room 
sign.  But  how  had  I known,  was  it  all  those 
windows?  Perhaps  it  was  a driveway,  and 
maybe  I had  seen  the  entrance  and  the  sign 
without  fully  knowing. 

It  might  have  been  an  apartment  house; 
but  a hospital  looks  like  a hospital.  Doctors 
are  good  designers  of  hospitals,  and  hospital 
architects  do  well  to  listen  to  their  doctors;  I 
know. 

I have  made  nearly  a thousand  ambulance 
calls,  but  it  was  long  ago.  And  when  I get 
together  with  friends  and  we  hear  a siren,  I 
cannot  always  tell,  nor  can  anyone  else,  if 
the  wail  is  coming  from  an  ambulance  or  a 
fire  truck  or  a police  car. 

I do  not  know  if  an  ambulance  sound  signal 
tells  you  it  is  an  ambulance,  or  if  a hospital 
front  says  this  is  a hospital.  But  I think  I can 
sometimes  tell  a hospital  from  a con- 
dominium, and  an  ambulance  from  a patrol 
car.  It  is  something  like  the  fire-engine  horse 
hearing  the  bell,  and  whinnying  and  thinking 
of  going  out  just  once  more. 

— F.C. 


DIED  IN  CHILDBIRTH 

We  point  at  ourselves  with  pride,  and  with 
cause,  but  it  is  possible  that  we  sometimes 
point  at  the  wrong  individuals  among  us,  or 
at  least  that  we  have  not  been  pointing  in 
the  right  direction.  For  I have  been  reading 
old  books,  and  the  chilling  phrase  “died  in 
childbirth"  appeared  often  enough  to  impress 
me. 

It  seems  to  have  been  a common  way  to 
die,  and  it  cannot  have  been  one  of  the  easier 
ways  to  go.  But  I do  not  think  we  use  the 
words  very  much  today,  and  we,  and  the 
nondoctors,  have  the  obstetricians  to  thank. 


Everybody  dies,  we  know,  and  if  a woman 
does  not  die  in  childbirth,  she  will  succumb 
to  heart  disease  or  cancer,  but  our  duty  is  to 
prolong  life  and  to  relieve  pain,  and  when  we 
have  prolonged  a life,  we  have  saved  a life. 

The  obstetricians  have  largely  done  away 
with  an  unpleasant  and  once  too  common 
way  of  dying.  And  remember,  too,  that  when 
the  patient  has  not  died  in  childbirth,  they 
have  often  saved  two  lives,  not  one.  They 
work  strange  hours,  and  their  doings  may 
not  always  seem  glamorous,  but  they  have 
brought  the  incidence  of  this  disease  way 
down,  so  that  I have  not  seen  the  phrase 
“died  in  childbirth”  for  a long  time,  and  that 
is  a very  good  thing. 

-F.C. 


SEX  AND  WRITERS 

I have  just  seen  an  article  by  something 
like  D.  K.  Jones  and  Margaret  Peterson,  and 
my  hackles  rose  ever  so  slightly.  I know 
Margaret  is  a woman,  but  does  the  D.  stand 
for  Daniel  or  for  Delores?  D.  K.  isn’t  fond  of 
whatever  the  D.  represents  or  didn’t  think  it 
was  important  to  tell  you  if  he  or  she  is  a he 
or  she;  but  Margaret  wanted  you  to  know. 

If  the  manuscript  deals  with  the  use  of 
oxygen  in  asthma,  you  may  not  care  to  know 
if  it  was  written  by  a man  or  a woman,  but 
come  to  think  of  it,  you  may.  But  if  it  is 
about  abortion  or  cancer  of  the  breast,  you 
may  have  a right  to  know  the  sex  of  the 
author. 

Even  in  the  first  instance,  I found  it  not 
too  easy  to  find  a subject  in  which  the 
maleness  or  the  femaleness  of  the  author  did 
not  interest  me.  Medicine  is  all  about  men 
and  women,  and  there  are  more  differences 
than  likenesses  in  the  sexes. 

When  most  medical  articles  were  written 
by  men,  initials  were  all  right.  They 
identified  the  writer  while  they  preserved  a 
degree  of  anonymity  and  dignity  and 
modesty.  But  it  may  be  time  for  first  names 
now,  especially  when  motivation  (sex,  that 
is)  rears  its  head,  as  it  does  so  often.  If 
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someone  says  we  need  more  female  medical 
students,  or  more  male  nurses,  I just  might 
want  to  know  who  is  saying  it.  And  I should 
like  to  know  who  wrote  the  article  on 
hysterectomy  I just  read;  especially  if  the 
authors  are  D.  K.  Jones  and  Margaret 
Peterson. 

— F.C. 


WHAT  TO  DO  ABOUT 
THE  POPULATION  EXPLOSION 

You  don’t  have  to  do  anything  about  it;  it 
will  take  care  of  itself  if  you  wait  long 
enough. 

There  were  2 billion  people  in  the  world 
when  I was  in  college. 

There  were  3 billion  in  1960. 

There  are  4 billion  (4  x 109)  now. 

The  rate  of  growth  (or  interest,  as  the 
banks  call  it,  and  ours  is  compound  interest) 
is  about  1.8  percent  annually,  and  may  even 
be  2 percent.  The  world  population  increases 
by  nearly  78  million  per  year  now. 

If  we  do  nothing  about  it,  in  about  2000 
years  there  will  be  about  1023  people  in  the 
world,  if  they  can  find  room.  And  they  will 
weigh  lO23  pounds,  if  they  can  find  food. 
And  they  will  weigh  more  than  the  earth. 

I can  hardly  weight. 

-F.C. 


THE  SECOND  OPINION 

When  the  doctor  says  I think  you  have 
cancer,  or  you  need  an  operation,  the 
patient’s  mind  will  be  clouded  with  a doubt. 
He  does  not  want  to  have  cancer,  and  he 
doesn’t  want  to  have  an  operation,  or  to  need 
one.  This  thought,  is  it  really  so,  leaps  to  his 
mind  at  once.  He  will  think,  ought  I to  see 
someone  else,  and  he  may  not  say  it. 

Now  the  doctor  may  feel  quite  sure  of  his 
diagnosis,  but  are  there  not  times  when  he 
will  take  refuge  in  the  feeling  that  medicine 
can  be  a not  too  scientific  art  at  best?  He 
may  thus  himself  think  of  another’s  opinion, 
and  he  may,  along  with  the  patient,  hesitate 
to  say  it.  At  the  bottom  of  these  misgivings 


may  lie  an  unwanted  weakening  of 
confidence. 

If  one  physician  advises  surgery  and 
another  does  not,  is  the  second  usually  right? 
If  there  is  a doubt,  should  there  be  an 
operation?  If  the  patient  thinks  of  a second 
opinion,  should  he  say  so,  or  is  he  quietly  to 
go  elsewhere?  Perhaps  it  would  be  good  for 
the  surgeon  to  say  would  you  like  another 
doctor’s  opinion?  This  has  been  called 
consultation,  and  who  will  suggest  the 
consultant? 

If  the  patient  asks  for  a second  opinion, 
this  suggestion  should  be  accepted,  I think. 
The  thought,  perhaps  the  other  doctor  will 
disagree  with  me,  has  already  been  put 
forth;  it  is  natural  but  not  disturbing.  And  if 
they  agree,  how  much  better  it  is  for  patient 
and  doctor. 

Second  opinions  will  not  be  wanted  in  all 
or  in  most  cases,  and  if  the  patient  is  going 
to  see  two  doctors  every  time,  the  cost  of 
medicine  will  go  up.  But  there  is  room  for 
them,  and  they  will  serve  to  erase  doubts 
from  the  minds  of  the  patient  and  the  doctor. 
If  you  think  you  might  like  a second  opinion, 
suggest  it;  if  the  patient  asks  for  one,  agree. 
Nobody’s  perfect. 

-F.C. 

THUNDERSHOWERS  AND  CANCER: 
WILL  IT  RAIN  OR  WILL  I DIE? 

Words  creep  in  like  fog,  on  little  cat-feet, 
or  rush  in  like  fools,  where  angels  fear  to 
tread.  There  was  hopefully,  and  you  know, 
and  empathy,  and  parameter;  and  I have 
discovered  a new  one  at  the  very  moment  of 
its  conception.  It  is  thundershowers. 

First,  and  that  was  long  ago,  the  weather 
people  said  rain;  then  they  spoke  learnedly 
of  precipitation,  if  snow  should  come;  and 
now  it  is  all  thundershowers.  Sometimes 
they  mention  thunderstorms,  but  nearly 
every  day  on  radio  and  television  and 
telephone  the  word  is  thundershowers.  And 
the  days  are  bright  and  clear  and  sunny  and 
I carry  an  umbrella. 

They  take  refuge  in  percentages,  but  it  is 
not  a snug  harbor,  for  the  thunder  is  not 
heard  and  the  showers  do  not  show. 
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Thundershowers  is  a striking  word,  even 
glamorous;  it  is  a little  frightening,  and  it 
makes  the  report  colorful. 

We  might  cry  cancer  in  every  case,  and  we 
should  never  miss  the  diagnosis.  We  would 
frighten  patients,  but  it  would  be  dramatic, 
like  the  cry  of  thundershowers.  We  could  say 
there’s  a five  percent  chance  of  cancer.  It 
would  dress  up  our  reports,  and  we’d  be 
right  some  times,  about  as  often  as 
thundershowers.  It  would  have  the  same 
effect  as  predicting  thundershowers  that 
don’t  come. 


Maybe,  if  the  weather  predictors  stop 
saying  thundershowers,  we  won’t  say  cancer 
too  often.  And  you  know  what  happened  to 
the  boy  who  cried  wolf.  One  of  my  friends 
diagnoses  leprosy  whenever  he  can,  while 
another  cries  kala-azar;  they  say  someday 
they  will  be  right. 

We  do  not  hide  behind  percentages.  We 
look  and  we  feel  and  we  x-ray  and  we 
biopsy;  and  we  diagnose.  And  we  speak 
softly;  we  do  not  thunder. 

— F.C. 
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ORIGINAL  ARTICLES 


Heredity  and  Colon  Cancer* 


PART  V 

Carcinoma  of  the  Colon  in  Conditions 
that  are  Not  Associated  with  Multiple 
Polyposis  of  the  Colon 

Solitary  Colon  Polyps 

One  or  more  polyps  of  the  rectum  and 
colon,  as  opposed  to  familial  polyposis  of  the 
colon,  occur  in  approximately  5 percent  of 
individuals  over  35  years  of  age.  As 
mentioned,  the  malignant  potential  of  these 
polyps  has  been  a controversial  issue.56  It  is 
not  clear  how  often  the  development  of 
solitary  polyps  of  the  colon  and  rectum  may 
be  on  the  basis  of  inheritance.  However,  as 
mentioned  in  a study  of  one  kindred  with  the 
condition  and  a high  incidence  of  adenocar- 
cinoma of  the  colon,  Woolf,  et  al.  54  57  found 
solitary  polyps  in  25  (45% ) of  the  adult 
members  of  one  generation.  Polyps  also  were 
found  in  relatives  in  the  direct  line  of 
descent  through  several  generations.  The 
findings  were  consistent  with  an  autosomal 
dominant  mode  of  inheritance. 

Carcinoma  of  the  Colon  in  the 
Absence  of  Polyps 

Adenocarcinoma  of  the  colon  in  the 
absence  of  colon  polyps  or  associated  malig- 
nant neoplasms  has  been  shown  to  occur  fre- 
quently in  certain  families.  Interestingly,  the 
age  at  onset  of  malignant  disease  in  these 
kindreds  frequently  is  lower  than  that  found 
in  the  general  population. 5861  Some  of  these 
families  actually  may  be  examples  of  the 
cancer  family  syndrome.  Moertel,  et  al.  62 
found  an  earlier  age  at  onset  of  adenocar- 
cinoma in  relatives  in  a large  series  of 
patients  with  multiple  primary  malignant 
neoplasms  of  the  colon  (polyposis  coli  ex- 
cluded); however,  the  overall  frequency  of 
adenocarcinoma  in  the  relatives  of  these 
patients  was  not  increased  significantly  over 
that  in  control  groups. 

Ulcerative  Colitis 

Ulcerative  colitis  results  from  an  inflam- 
matory reaction  affecting  the  mucosa  and 
submucosa  of  the  colon  and/or  the  rectum; 
so  far  as  is  known,  it  is  not  directly  due  to 
invasion  of  these  tissues  by  viruses,  bacteria, 
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or  parasites.  Clinically,  the  patients  initially 
emit  an  inflammatory  exudate  consisting  of 
blood,  pus,  fibrin,  or  combinations  of  these 
materials  which  are  excreted  into  the  lumen 
of  the  bowel  and  may  be  mixed  with  un- 
formed stool  or  may  coat  the  normal  stool,  or 
it  may  even  be  excreted  solely  as  an 
exudate.  This  disorder  may  involve  the  colon 
diffusely  or  it  may  be  limited  to  the  proximal 
colon  at  variable  distances,  i.e.  so-called 
idiopathic  proctocolitis.  Mucosal  alterations 
of  the  bowel  frequently  occur.  In  the  ma- 
jority of  circumstances,  ulcerative  colitis  is  a 
chronic  relapsing  disease  with  cardinal  initial 
symptoms  consisting  of  diarrhea  and  bright 
red  blood  in  the  stool.  However,  as  more  is 
learned  about  this  disease,  one  begins  to 
appreciate  the  fact  that  an  increasing 
spectrum  of  systemic  manifestations  may  be 
observed.  These  include  abdominal  pain, 
weight  loss,  fever,  vomiting,  hepatic  lesions 
(Laennec’s  cirrhosis,  biliary  cirrhosis),  renal 
lesions  (renal  lithiasis),  eye  lesions  (uveitis 
and  corneal  ulcer),  oral  lesions  (aphthous 
stomatitis,  gingivitis,  and  pyostomatitis 
vegetans),  cutaneous  lesions  (pyogenic  toxic 
erythema,  urticaria,  erythema  nodosum, 
erythema  multiforme,  and  pyoderma  gang- 
renosum), joint  lesions  (arthralgias,  rheu- 
matoid spondylitis,  and  so-called  colitic 
arthritis),  blood  abnormalities,  blood  loss 
anemia,  or  anemia  due  to  nutritional  defects, 
fever,  toxicity,  drugs,  etc.,  including  coagula- 
tion defects  with  a tendency  to  hemorrhage 
which  may  result  from  vitamin  K or  C 
deficiency,  and  psychiatric  abnormalities  in- 
cluding neurotic  manifestations,  toxic  psy- 
chosis, depression,  and  schizophrenic  epi- 
sodes.63 Etiology  and  pathogenesis  of  this 
disease,  including  this  variety  of  manifesta- 
tions remain  an  enigma,  though  autoimmune 
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factors  have  received  considerable  attention 
recently.  63 

While  carcinoma  of  the  colon  does  not 
represent  the  most  common  complication  of 
this  disease,  it  occurs  with  sufficient  fre- 
quency to  warn  both  patient  and  physician 
about  this  ominous  possibility. 6465  Specif- 
ically, the  cancer  risk  in  patients  with 
localized  forms  of  ulcerative  colitis  such  as 
occurs  in  idiopathic  proctitis  is  small  and 
probably  is  no  greater  than  that  found  in  the 
general  population.66  However,  in  patients 
with  total  or  near  total  involvement  of  the 
colon,  the  risk  for  cancer  may  be  exceedingly 
high  and  appears  to  correlate  closely  with 
the  duration  of  the  disease.  For  example, 
during  the  first  ten  years  of  symptoms  of 
ulcerative  colitis,  the  cancer  risk  is  low  and 
is  in  the  order  of  approximately  0.4  percent 
per  annum.  However,  after  this  decade,  the 
annual  risk  rises  sharply  to  2 percent  per 
annum  during  the  second  decade  and  to  5 
percent  per  annum  for  the  remainder  of  the 
patient's  life.65  Because  of  this  cancer  risk 
prophylactic  colectomy  is  performed  by 
many  physicians  who  are  concerned  about 
cancer  prevention  in  patients  who  have  mani- 
fested this  disease  for  a long  period  of  time. 

The  etiology  of  ulcerative  colitis  is  not 
clear,  although  hereditary  factors  appear  to 
be  significant  is  some  families.  67  74 

In  support  of  a genetic  etiology  of  ulcer- 
ative colitis,  seven  sets  of  monozygotic 
twins 6972  have  been  recorded  who  have 
shown  concordance  for  this  disease.  In 
addition,  ulcerative  colitis  has  never  been 
reported  in  one  monozygotic  twin  without 
its  appearance  in  the  other  twin. 

There  is  also  abundant  evidence  for  the 
occurrence  of  ulcerative  colitis  in  more  than 
one  member  of  a family.  For  example, 
Sanford68  reviewed  the  records  of  143 
proven  cases  of  ulcerative  colitis  in  two 
hospitals  in  Spokane,  Washington,  and  found 


7 patients  (4.9%  ) having  nine  relatives  with 
ulcerative  colitis  making  a total  of  16  cases  in 
7 families.  Seven  other  patients  with 
ulcerative  colitis  had  relatives  with  an 
unknown  type  of  gastrointestinal  disease  and 
it  was  believed  that  several  of  these 
relatives  had  ulcerative  colitis  though  it 
could  not  be  proven.  Recently,  Morris  75  des- 
cribed a kindred  in  which  8 patients  had 
ulcerative  colitis  in  three  generations.  His 
literature  review  disclosed  160  families  in 
which  ulcerative  colitis  had  occurred  in  more 
than  1 relative.  An  autosomal  dominant 
mode  of  inheritance  was  suggested.  Other 
reports  in  the  literature  describe  a familial 
incidence  of  ulcerative  colitis  ranging  from 
the  estimate  of  Sanford  of  5 percent  to  as  high 
as  11.3  percent  reported  by  Paulley. 74  This 
incidence  of  ulcerative  colitis  in  families  is 
significantly  in  excess  of  the  estimated 
incidence  of  0.7  percent  in  controls  as 
obtained  in  the  study  by  Binder 75  who 
incidentally  also  found  a familial  incidence  of 
5.3  percent.  Of  further  interest  is  the 
association  of  ulcerative  colitis  with  ankylos- 
ing spondylitis  which  is  also  known  to  have  a 
hereditary  etiology  in  certain  families. 76  It 
was  of  interest  that  both  of  the  twins 
reported  by  Sanford69  had  ankylosing 
spondylitis;  and  in  his  study  of  hospital 
records  of  patients  with  ulcerative  colitis  in 
Spokane,  he  found  that  16  percent  of  the 
patients  had  x-ray  evidence  of  spondylitis. 
There  is  also  supporting  evidence  of 
hereditary  etiology  for  ulcerative  colitis 
which  shows  a variable  distribution  in 
certain  ethnic  groups. 77  For  example,  the 
Bedouin  Arabs 69  and  the  New  Zealand 
Maoris78  rarely  manifest  the  disease  even 
when  living  under  conditions  similar  to 
Anglo-Saxons  and  Jews,  who,  incidentally, 
have  the  highest  incidence  of  this  disease. 
Regardless  of  the  etiology,  all  patients  with 
ulcerative  colitis  should  be  followed  carefully 
for  the  possible  development  of  adenocar- 
cinoma of  the  colon. 
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Immunologic  Response  in  Pathogenesis 
and  Recognition  of  Primary 
Biliary  Cirrhosis* 


Part  II 

Response  to  Liver  Antigens: 

Lymphocytes  respond  to  specific  antigen 
stimulation  by  lymphoblast  formation  and  in- 
creased uptake  of  tritiated  thymidine  if  prior 
sensitization  to  the  antigen  has  occurred.  This 
lymphocyte  transformation  is  interpreted  as 
evidence  for  delayed  hypersensitivity.  Tobias 
et  a/26  and  others27  have  shown  increased 
lymphocyte  transformation  when  autologous 
liver  homogenate  was  added  to  short- 
term lymphocyte  cultures.  In  our  labora- 
tory28 we  have  confirmed  these  findings  in 
five  patients  with  primary  biliary  cirrhosis 
(Figure  2).  That  the  stimulation  observed  is 
not  simply  a reflection  of  liver  damage  is  sup- 
ported by  the  lack  of  stimulation  produced  in 
acute  viral  hepatitis. 

An  alternate  in  vitro  method  which  has 
been  shown  to  reflect  delayed  hyper- 
sensitivity is  the  inhibition  of  leucocyte  or 
macrophage  inhibition  by  specific  antigens. 
Using  liver  extracts  from  either  fetal  or  auto- 
logous sources,  an  increasing  number  of  in- 
vestigators have  demonstrated  migration 
inhibition  in  primary  biliary  cirrhosis.  29-31 
Leucocyte  migration  was  inhibited  in  over 
50%  of  patients  with  primary  biliary  cir- 
rhosis when  rat  liver  mitochondria  was  used 
as  an  antigen  source.29  Smith,  et  al 30 
reported  abnormal  responses  in  64%  of 
patients  with  primary  biliary  cirrhosis.  In 
addition,  they  also  demonstrated  evidence  of 
sensitization  to  antigens  derived  from  fetal 
kidney  and  salivary  glands  in  approximately 
one-half  of  the  patients  with  concomitant 
Sjogren’s  syndrome  and  renal  tubular  acidosis 
as  features  of  multi-system  involvement. 
These  findings  have  been  independently  con- 
firmed by  Bacon  et  al.31  Much  of  the 
difficulty  in  assessing  immunologic  responses 
in  chronic  liver  disease  has  been  due  to  the 
lack  of  pure  antigen,  thereby  detracting  from 
organ  specificity.  Meyer  zum  Buschenfelde  32 
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has  described  the  isolation  of  a human  liver- 
specific  lipoprotein  which  he  has  used  to  in- 
duce histologic  lesions  resembling  chronic 
active  hepatitis  in  rabbits.  Miller  et  a/33 
further  purified  this  lipoprotein  and  used  it  as 
an  antigen  in  leucocyte  migration  studies.  In- 
hibition of  leucocyte  migration  was  shown  in  6 
to  12  patients  with  primary  biliary  cirrhosis. 
There  was  no  correlation  of  leucocyte 
inhibition  with  changes  in  liver  function 
studies  but  all  patients  showing  an  abnormal 
response  were  in  advanced  histologic  stages 
of  their  disease.  As  part  of  the  same  study,  in- 
hibition of  migration  was  observed  in  11  to  16 
patients  with  chronic  active  hepatitis.  The 
four  patients  with  normal  indices  had  shown  a 
satisfactory  response  to  immunosuppressive 
therapy,  with  return  of  liver  function  tests  to 
normal  but  no  parallel  change  in  the  levels  of 
circulating  autoantibodies.  Since  patients 
with  chronic  active  hepatitis  and  primary 
biliary  cirrhosis  share  many  common  cell- 
mediated  responses  these  findings  support  the 
view  that  altered  cellular  immunity,  as  con- 
trasted with  humoral  immunity,  may  be  more 
important  in  the  perpetuation  of  liver 
damage. 

Role  of  Viral  Hepatitis 

The  possibility  of  the  serum  hepatitis  virus 
playing  a causal  role  in  the  pathogenesis  of 
chronic  liver  disease  is  currently  being  ex- 
plored by  many  investigators.  Deposition  of 
immune  complexes,  persistence  of  the  virus 
and  alterations  of  cell-mediated  immunity  by 
the  virus  have  been  proposed  as  important 
mechanisms  involved  in  the  initiation  and/or 
perpetuation  of  liver  damage.  3435  To 

•From  the  University  of  Nebraska  Medical  Center  and  Omaha 
Veterans  Administration  Hospital,  Department  of  Internal  Medicine, 
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examine  the  role  of  the  serum  hepatitis  virus 
in  the  pathogenesis  of  primary  biliary 
cirrhosis,  the  sera  of  patients  with  primary 
biliary  cirrhosis  has  been  examined  for  the 
presence  of  HB  Ag  and  HB  Ab  (Australia 
antigen  and  antibody).  Utilizing  the  techni- 
ques of  immunodiffusion  or  complement 
fixation,  most  reports  have  failed  to 
demonstrate  the  antigen.36-38  A notable  ex- 
ception has  been  the  report  of  Krohn  and  his 
associates39  who  were  able  to  detect  HB  Ag 
in  all  12  cases  and  HB  Ab  in  5 when  sera  was 
tested  by  a combination  of  electron 
microscopy  and  immunoelectroosmophoresis. 
Subsequently,  Maddrey  et  al40  using  a 
number  of  sensitive  techniques,  including  im- 
munoelectroosmophoresis, complement  fixa- 
tion, hemagglutination,  hemagglutination  in- 
hibition and  electron  microscopy  have  report- 
ed a 5%  incidence  of  HB  Ag  in  97  patients 
with  primary  biliary  cirrhosis.  Of  these  five 
Hb  Ag  positive  patients,  all  had  undergone 
laparotomy  and  three  had  received  blood 
transfusions  prior  to  serum  collection.  HB  Ab 


was  found  in  12%  of  the  group  but  this 
incidence  did  not  differ  from  589  healthy 
controls.  In  another  study,41  employing  radio- 
immunoassay, HB  Ag  was  found  in  13%  of 
patients  with  primary  biliary  cirrhosis  and  in 
12%  of  patients  with  Hashimoto’s  thyroiditis 
without  evidence  of  liver  disease.  In 
summary,  the  aggregate  of  these  studies 
would  suggest  that  the  serum  hepatitis  virus 
is  probably  not  involved  in  the  pathogenesis 
of  primary  biliary  cirrhosis. 

Summary 

Current  evidence  implicates  autoimmunity 
in  the  pathogenesis  of  primary  biliary 
cirrhosis.  Circulating  nonorgan  specific  anti- 
bodies to  hepatocyte  organelles  are  present  in 
the  sera  of  patients  with  primary  biliary  cir- 
rhosis. Recently,  cell-mediated  immunity  has 
been  advanced  as  a putative  causal 
mechanism  in  this  disorder.  A histologic 
picture  resembling  host  versus  graft  reaction, 
skin  anergy  to  DNCB,  and  in  vitro  studies 
demonstrating  T-cell  sensitization  to  liver 


HEPATITIS  ACTIVE  BILIARY 
NO.  HEPATITIS  CIRRHOSIS 

PATIENTS:  10  12  9 5 

Figure  2.  Influence  of  adding  0.1  mg  of  autologous  liver  homogenate  to 
lymphocyte  cultures  from  patients  with  primary  biliary  cirrhosis.  Vertical  bars 
indicates  + S.D. 
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antigen  in  patients  with  primary  biliary  cir- 
rhosis supports  this  hypothesis. 


References 

1.  Doniach,  D:  The  concept  of  ‘autoallergic’  hepatitis. 
Proc  Roy  Soc  Med  63:527-531,  1970. 

2.  Rubin,  E,  Schaffner,  F,  Popper,  H:  Primary  biliary 
cirrhosis:  Chronic  non-suppurative  destructive  cholangi- 
tis. Am  J Path  46:387-408,  1965. 

3.  Golding,  PL,  Bown,  R,  Mason,  AMS,  et  al:  ‘Sicca 
complex'  in  liver  diseases.  Brit  Med  J 4:340-342,  1970. 

4.  Golding,  PL,  Mason,  AMS:  Renal  tubular  acidosis 
and  autoimmune  liver  disease.  Gut  12:153-157,  1971. 

5.  Reynolds,  TB,  Denison,  EK,  Frankl,  HD,  et  al:  Pri- 
mary biliary  cirrhosis  with  scleroderma,  Raynaud’s 
phenomenon  and  telangiectasia:  New  Syndrome.  Amer  J 
Med  50:302-312,  1971. 

6.  Feizi,  T,  Naccarato,  R,  Sherlock,  S,  et  al:  Mitochon- 
drial and  other  tissue  antibodies  in  relatives  of  patients 
with  primary  biliary  cirrhosis.  Clin  Exp  Immunol 
10:609-622,  1972. 

7.  Walker,  JG,  Bates,  D,  Doniach,  D.  et  al:  Chronic 
liver  disease  and  mitochondrial  antibodies:  A family 
study.  Brit  Med  J 1:146-148,  1972. 

8.  Doniach,  D,  Walker,  G:  Immunopathology  of  liver 
disease.  Popper,  H and  Schaffner,  F,  Eds.  Progress  in 
Liver  Disease  Vol  IV.  New  York,  Grune  & Stratton,  381- 
402,  1972. 

9.  Eyquem,  A,  Gurow,  L:  L'autoimmunite  en 

hepatologie.  L’exploration  serologique  par  duration  du 
complement,  hemagglutination  passive  et  precipitation. 
Acta  Gastroent  Belg  31:379-398,  1968. 

10.  Feizi,  T:  Immunoglobulins  in  chronic  liver  disease. 
Gut  9:193-198,  1968. 

11.  Hadziyannis,  S,  Scheuer,  PJ,  Feizi,  T,  et  al: 
Immunological  and  histological  studies  in  primary  biliary 
cirrhosis.  J Clin  Path  23:95-98,  1970. 

12.  Mac  Sween,  RNM,  Horne,  CHW,  Moffat,  AJ,  et  al: 
Serum  protein  levels  in  primary  biliarv  cirrhosis.  J Clin 
Path  25:789-792,  1972. 

13.  Hadziyannis,  S,  Moussouros,  A and  Karamountzos 
D:  A comparative  study  of  serum  immunoglobulins, 
tissue  antibodies  and  immunoglobulin-containing  cells  in 
the  liver.  Gut  12:770-772,  1971. 

14.  Bovan,  C,  Baldus,  WP  and  Gleich,  CJ:  Serum  im- 
munoglobulin levels  in  cholestasis.  Gastroenterology  56: 
1040-1046,  1969. 

15.  Fatch-Moghadam,  A,  Lamerz,  R.  Eisenbert,  J,  et 

al:  Die  Bedeutung  der  Immunoglobuline  fur  die 

Diagnose  und  Verlaufsbeurteilung  von  Lebererkran- 
kungen.  Klin  Wschr  47:129-140,  1969. 

16.  Paronetto,  F,  Schaffner,  F and  Popper  H:  Im- 
munocytochemical  and  Serological  Observations  in 
primary  biliary  cirrhosis.  New  Eng  J Med  271:1123-1128, 
1964. 

17.  Paronetto,  F:  Immunologic  Aspects  of  Liver 

Disease.  Popper,  H and  Schaffner  F,  Eds.  Progress  in 
Liver  Disease  Vol  III.  New  York,  Grune  & Stratton,  299- 
318,  1970. 

18.  Vischer,  TL:  Immunologic  aspects  of  chronic 

hepatitis.  Prog  Allergy  15:268-327,  1971. 

19.  Doniach,  D,  Roitt,  IM,  Walker,  JG,  et  al:  Tissue 
antibodies  in  primary  biliary  cirrhosis,  active  chronic 
(lupoid)  hepatitis,  cryptogenic  cirrhosis  and  other  liver 


diseases  and  their  clinical  implications.  Clin  Exp 
Immunol  1:237-262,  1966. 

20.  Johnson,  GD,  Holborow,  EJ  and  Glynn,  LE: 
Antibody  to  smooth  muscle  in  patients  with  liver 
disease.  Lancet  2:878-879,  1965. 

21.  Lam,  KC,  Mistilis,  SP  and  Perrott,  N:  Positive 
tissue  antibody  tests  in  patients  with  prolonged  extra- 
hepatic  biliary  obstruction.  New  Eng  J Med  286:1400- 
1401,  1972. 

22.  Rodriguez,  Paronetto.  F,  Schaffner,  F,  et  al:  Anti- 
mitochondrial  antibodies  in  jaundice  following  drug  ad- 
ministration. JAMA  208:148-150,  1969. 

23.  Popper,  H,  Paronetto,  F and  Schaffner,  F:  Immunie 
processes  in  the  pathogenesis  of  liver  disease.  Arm  N Y 
Acad  Sci  124:781-799,  1965. 

24.  Fox,  RA,  Scheuer,  PJ,  James,  DG,  et  al:  Impaired 
delayed  hypersensitivity  in  primary  biliary  cirrhosis. 
Lancet  1:959-962,  1969. 

25.  Hsu,  CCS  and  Leevy,  CM:  Inhibition  of  PHA-stim- 
ulated  lymphocyte  transformation  by  plasma  from 
patients  with  advanced  alcoholic  cirrhosis.  Clin  Exp 
Immunol  8:749-760,  1971. 

26.  Tobias,  H,  Safran,  AD  and  Schaffner,  F:  Lympho- 
cyte stimulation  and  chronic  liver  disease.  Lancet  1:193- 
195,  1967. 

27.  Pipitone,  V:  Lymphocyte  stimulation  and  liver 
disease.  Lancet  1:849-850,  1967. 

28.  Sorrell,  MF : Unpublished  observations. 

29.  Brostoff,  J : Migration  inhibition  studies  in  human 
disease.  Proc  Roy  Soc  Med  63:905-906,  1970. 

30.  Smith,  MGM,  Golding,  PL,  Eddleston,  ALWF,  et 
al:  Cell-mediated  immune  responses  in  chronic  liver 
diseases.  Brit  Med  J 1:527-530,  1972. 

31.  Bacon,  PA,  Berry,  H and  Bown,  R:  Cell-mediated 
immune  reactivity  in  liver  disease.  Gut  13:427-429,  1972. 

32.  Meyer  zum  Buschenfelde,  KH  and  Miescher,  PA: 
Liver  specific  antigens.  Purification  and  characteriza- 
tion. Clin  Exp  Immunol  10:89-102,  1972. 

33.  Miller,  J,  Smith,  MGM,  Mitchell,  CG,  et  al: 
Cell-mediated  immunity  to  a human  liver-specific  antigen 
in  patients  with  active  chronic  hepatitis  and  primary 
biliary  cirrhosis.  Lancet  2:296-297,  1972. 

34.  Dudley,  FJ,  Fox,  RA  and  Sherlock,  S:  Cellular 
immunity  and  hepatitis-associated  antigen  liver  disease. 
Lancet  L723-726,  1972. 

35.  Popper,  H and  Mackay,  IR:  Relationship  between 
australia  antigen  and  autoimmune  hepatitis.  Lancet 
1:1161-1164,  1972. 

36.  Wright,  R,  McCollum,  RW  and  Klastskin,  G: 
Australia  antigen  in  acute  and  chronic  liver  disease. 
Lancet  2:117-121,  1969. 

37.  Fox,  RA,  Nizai,  SP  and  Sherlock,  S:  Hepatitis- 
associated  antigen  in  chronic  liver  disease.  Lancet 
2:609-612,  1969. 

38.  Kaplan,  M and  Grady,  G:  Serum-hepatitis  antigen 
in  chronic  hepatitis  and  primary  biliary  cirrhosis.  Lancet 
1:159-161,  1971. 

39.  Krohn,  K,  Finlayson,  NDC,  Jokelainen,  PT,  et  al: 
Electron  microscopical  and  immunological  observations 
on  the  serum-hepatitis  (S.H. ) antigen  in  primary  biliary 
cirrhosis.  Lancet  2:379-383,  1970. 

40.  Maddrey,  WC,  Saito,  S,  Shulman,  NR,  et  al:  Co- 
incidental australia  antigenemia  in  primary  biliary  cir- 
rhosis. Ann  Intern  Med  76:705-709,  1972. 

41.  Doniach,  D,  Del  Prete,  S,  Dane,  DS,  et  al:  Viral 
hepatitis  related  antigens  in  ‘autoimmune’  hepatic  dis- 
orders. Canad  Med  Assoc  J 106:513-518,  1972. 


344 


Nebraska  M.  J. 


Thyroglossal  Duct  Cyst  or 
Ectopic  Thyroid  Gland? 


ABSTRACT 

Ectopic  thyroid  tissue  in  the  cervical  area 
may  simulate  a thyroglossal  duct  cyst.  If  the 
gland  is  excised,  unexpected  hypothyrodism 
will  develop  because  the  ectopic  gland 
usually  represents  the  total  functioning 
thyroid  mass.  A thyroid  scan  should  be  ob- 
tained prior  to  excision  of  a thyroglossal  duct 
cyst  in  order  to  prevent  this  avoidable 
complication. 

The  primary  treatment  of  an  ectopic 
thyroid  gland  is  thyroid  hormone  replace- 
ment to  maintain  a euthyroid  state  and  de- 
crease the  size  of  the  gland.  Surgery  may  be 
utilized  for  cosmetic  purposes  only  when  the 
gland  size  fails  to  decrease  with  thyroid 
hormone  replacement.  Total  excision  is  pre- 
ferred to  transplantation  of  the  gland. 

THE  purpose  of  this  report  is  to 
discuss  the  differential  diagno- 
sis and  treatment  of  the  ectopic 
cervical  thyroid  gland  and  report  an  illustra- 
tive case. 

The  thyroid  gland  develops  from  an 
invagination  of  endodermal  cells  in  the  floor 
of  the  pharynx  and  descends  to  the  anterior 
base  of  the  neck.  In  the  adult,  there  is  fre- 
quently no  connection  between  the  thyroid 
and  the  foramen  cecum,  but  sometimes  a 
fibrous  band  or  glandular  cells  may  remain 
to  mark  the  path  of  migration.  A 
thyroglossal  duct  cyst  derived  from  these 
cellular  remnants  is  a frequent  cause  of  an 
anterior  midline  neck  mass.  Such  a mass  may 
also  be  caused  by  an  ectopic  thyroid  gland 
which,  on  cursory  examination,  may  be 
mistaken  for  a thyroglossal  duct  cyst.  Dif- 
ferentiation of  these  disorders  is  quite  im- 
portant since  the  treatment  is  markedly  dis- 
similar. Thyroglossal  duct  cysts  and  ectopic 
thyroid  tissue  represent  developmental  ab- 
normalities of  the  thyroid.  They  are  part  of  a 
wide  spectrum  of  thyroid  dysgenesis. 

Aberrant  thyroid  development  may  ex- 
press itself  in  a multiplicity  of  clinical 
patterns.  Glandular  size  may  vary  from 
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complete  agenesis,  as  in  cretinism,  to  the 
hyperplasia  seen  in  congenital  goiters. 
Cellular  patterns  may  be  abnormal,  as  in 
Hashimoto’s  or  Riedel’s  struma.  In  addition, 
the  location  of  the  gland  may  be  atypical. 
Lingual  thyroids  result  from  nondescent  of 
the  gland.  Other  ectopic  locations  may  be 
seen  anywhere  along  the  usual  course  of  the 
gland's  migration  and  even  in  the  mediasti- 
num. Although  rare,  the  ectopic  thyroid  is  an 
important  entity  since  it  frequently  repre- 
sents the  body’s  total  volume  of  functioning 
thyroid  tissue.  Profound  hypothyroidism  will 
develop  as  an  unexpected  complication 
following  excision  of  an  ectopic  gland  that 
has  been  mistaken  for  a thyroglossal  duct 
cyst. 

Case  Report 

A female  about  three  years  old,  was  re- 
ferred to  our  service  from  a pediatrician  who 
had  made  a tentative  diagnosis  of  thyro- 
glossal duct  cyst.  The  child  had  demon- 
strated a midline  swelling  in  the  anterior 
neck  over  the  past  several  months.  (Eigure 
1.  2) 

The  child  was  a product  of  a normal  preg- 
nancy. The  mother  took  no  medications  ex- 
cept vitamins,  and  no  infections  were  noted 
prior  to  or  during  pregnancy.  Family  history 
disclosed  no  endocrine  abnormalities.  The 
child  had  developed  normally,  and  the  only 
complaint  was  mild  constipation  of  fairly  long 
duration. 

Physical  examination  disclosed  an  alert 
white  child  with  no  obvious  defects  other 
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than  the  neck  mass.  Height  was  40  inches  (90 
percentile)  and  weight  was  34  pounds  (75 
percentile).  There  was  a 4 x 2.5  cm 
infrahyoid  mass  in  the  anterior  midlines  neck 
region  which  was  somewhat  cystic.  The  area 
was  nontender  and  noninflamed. 

Hemoglobin  was  12.0  grams,  serum  choles- 
terol was  162  mg/100  ml,  and  urinalysis  was 
normal.  1 131  uptake  was  14%,  T3  30%,  T4 
5.9%,  and  Tv  index  1.8%.  The  thyroid  scan 
showed  homogenous  uptake,  with  the  total 
active  thyroid  tissue  represented  by  a 4 x 2.5 
cm  gland  in  the  midcervical  region.  (Figure 
3)  A thyroid-stimulating  hormone  assay  was 
18  micro  units/ml,  the  normal  being  0 to  15 
micro  units/ml. 

A diagnosis  of  ectopic  thyroid  tissue,  was 
made  and  the  child  was  given  0.15  mg  a day 
of  synthroid.  After  five  months  of  therapy 
the  constipation  has  cleared,  but  there  had 
been  no  change  in  the  size  of  the  gland. 

Discussion 

While  our  initial  plan  was  to  excise  a 
thvroglossal  duct  cyst  after  the  preliminary 


Figure  1 — An  ectopic  thyroid  gland 


evaluation  was  completed,  our  thyroid  scan 
revealed  that  the  mass  represented  the  total 
volume  of  functioning  thyroid  in  an  ectopic 
location.  Once  the  proper  diagnosis  was 
made,  surgery  was  cancelled,  and  the  child 
was  given  thyroid  hormone  replacement 
therapy. 

Location  of  the  gland,  its  consistency,  and 
attachment  to  the  hyoid  bone  made  it 
difficult  to  distinguish  from  a thyroglossal 
duct  cyst.  Indeed,  the  literature  contains 
several  case  reports  of  profound  hypothyroid- 
ism produced  by  excision  of  an  ectopic 
thyroid  gland  that  was  mistaken  for  a thyro- 
glossal duct  cyst.  14 

An  ectopic  thyroid  gland  in  this  location 
must  be  differentiated  from  other  disorders, 
including  lipoma,  lymphoma,  branchial  cysts, 
dermoid  cysts,  laryngeal  cysts,  epidermoid 
cysts,  cystic  hygraoms,  lymphoid  hyper- 
plasias and  neoplasms  and  of  course  thyro- 
glossal duct  cysts. 

Thyroid  dysgenesis  occurs  early  in  fetal 
development.  It  is  unclear  as  to  why  it 


resembling  a thyroglossal  duct  cyst. 
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occurs,  but  factors  such  as  drugs,  iodine 
deficiency,  intra-uterothyroiditis,  and  genet- 
ics have  been  implicated.5  The  ratio  of 
females  to  males  is  about  2:1. 6 

The  volume  of  the  ectopic  gland  is  almost 
always  less  than  normal.  Although  the 
hormone  produced  by  the  gland  is  qualitati- 
vely normal,  its  quantitative  ability  to  pro- 
duce thyroid  hormone  is  limited  by  the  size 
of  the  gland.  During  fetal  life  and  in  early 
childhood,  the  gland  is  able  to  maintain  a 
euthyroid  state.  As  the  child  develops, 


metabolic  demands  for  thyroid  hormone  in- 
crease and  eventually  the  gland  will  be  un- 
able to  produce  sufficient  hormone  to  satisfy 
this  need. 1-3-4-7 

When  the  thyroid  is  no  longer  able  to  pro- 
duce sufficient  thyrotropine,  the  pituitary 
will  respond  with  an  outpouring  of  thyroid- 
stimulating  hormone.  Under  the  influence  of 
high  levels  of  thyroid-stimulating  hormone, 
the  ectopic  gland  will  hypertrophy  and  may 
produce  an  enlarging  neck  mass. 4 6 7 The 
faltering  thyroid  is  unable  to  meet  the 


Figure  2 — Ectopic  thyroid  tissue  producing  a cosmetic  deformity  in  a 
three  year  old  female. 
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increasing  needs  for  thyrotropine  and 
hypothyroidism  will  develop  insidiously.4 

Treatment  of  this  disorder  is  initiated  with 
full  thyroid  hormone  replacement. 1-4-6-7  If 
hypothyroidism  has  already  developed, 
marked  relief  of  symptoms  will  be  noted.  In 
cases  where  thyroid-stimulating  hormone 
assays  are  markedly  elevated,  a regression 
in  the  glandular  size  may  be  expected.1'4 
Thyroid  hormone  replacement  must  be  suf- 
ficient to  supress  the  production  of  thyroid- 
stimulating  hormone. 

Occasionally,  thyroid  replacement  therapy 
will  not  reduce  the  size  of  the  gland  suf- 
ficiently and  a cosmetic  problem  will  result. 
This  aspect  of  the  disorder  is  compounded  by 
the  fact  that  females  are  affected  more  often 
than  males. 

When  the  gland  does  not  decrease  in  size 
it  may  be  split  longitudinally  in  the  midline 
and  its  halves  transplanted  under  the  strap 
muscles.2  Since  the  blood  supply  enters  the 
ectopic  gland  superolaterally,  the  trans- 
planted gland  should  remain  viable.3  Un- 


fortunately, viability  of  the  gland  does  not 
insure  its  adequate  function,  and  thyroid 
hormone  replacement  will  probably  have  to 
be  continued  after  surgery.6 

Embryologically,  the  parathyroids  are  de- 
rived from  the  fourth  and  fifth  branchial 
arches.  The  thyroid,  derived  from  the  floor 
of  the  pharynx,  does  not  fuse  with  the 
parathyroids  until  it  descends  to  the  level  of 
the  fourth  arch.  An  ectopic  thyroid  located  at 
or  above  the  thyroid  cartilage  will  not  con- 
tain the  parathyroid  glands. 

When  the  ectopic  gland  is  located  above 
the  thyroid  cartilage  and  persists  as  a 
cosmetic  problem,  total  excision  of  the  gland 
would  be  advised  rather  than  transplanta- 
tion. In  this  location,  neither  parathyroids 
nor  recurrent  laryngeal  nerve  would  be 
jeopardized  by  excision  of  the  gland. 

Although  thyroid  hormone  replacement 
needs  to  be  instituted  following  excision  of 
the  gland  and  continued  throughout  life, 
transplantation  of  the  gland  will  also  require 
this  therapy.  In  addition,  malignant  changes 


Figure  3 — I131  scan  demonstrating  ectopic  location  of  thyroid  tissue.  Note 
the  absence  of  thyroid  tissue  in  usual  location. 
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that  are  occasionally  seen  in  adults  would  be 
avoided  by  excision  of  the  gland.36 

After  one  year  on  synthroid,  our  patient 
reports  marked  decrease  in  the  size  of  the 
neck  mass. 
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Drug  Use  in  Pregnancy* 


IT  has  been  shown  that  women 
take  a surprisingly  high  number 
of  both  prescribed  and  over- 
the-counter  drugs  during  their  pregnancies. 
One  study1  has  shown  the  mean  number  of 
drugs  ingested  in  pregnancy  is  10.3  and 
other  studies  show  as  high  as  40%  of  preg- 
nant women  taking  four  or  more  drugs 
during  their  pregnancies.  2 3 

Retrospective  history  of  drug  ingestion  is 
well-known  to  be  a very  poor  data  gathering 
technique.  Many  women  do  not  know  what 
drug  they  took  last  week,  and  neither  do 
their  doctors.  An  obstetrician  may  give 
samples  from  his  desk  or  prescribe  ovdr  the 
telephone  without  making  a note  on  the 
patient’s  prenatal  record. 

The  greatest  risk  of  inducing  abortion  or 
malformations  with  drugs  occurs  in  the  first 
trimester  of  pregnancy.  A drug  that  causes  a 
morphologic  abnormality  in  a developing 
organ  system,  thus  may  be  spoken  of  as 
possessing  teratogenicity.  A glaring  example 
of  this  is  Thalidomide.4 

For  all  practical  purposes,  the  placental 
barrier  is  non-existant,  and  all  drugs  given  to 
the  pregnant  women  may  reach  the  fetus  in 
therapeutic  levels.  Compounds  with  molecu- 
lar weights  of  less  than  600  readily  traverse 
the  placenta,  whereas  those  exceeding  1000 
(heparin  and  curare  for  example)  are  rel- 
atively impermeable.  Most  therapeutically 
effective  agents  have  molecular  weights  from 
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250  to  400  and  consequently  would  appear  to 
meet  this  particular  criteria  for  rapid 
transfer.5 

Since  we  know  little  about  the  effect  of 
drugs  on  the  fetus,  physicians  should 
exercise  restraint  in  prescribing  medications, 
and  self-medication  by  pregnant  patients 
should  be  strongly  discouraged.  In  prescrib- 
ing any  drug,  there  should  be  a definite 
indication,  and  the  benefits  should  be 
weighed  against  the  potential  hazards.  If  a 
drug  is  definitely  needed,  then  it  should  be 
used.  If  you  have  a choice  between  two 
drugs,  then  the  one  ot  least  risk  to  the  fetus 
should  be  used. 

In  the  treatment  of  thrombophlebitis, 
heparin  should  be  preferred  as  the  drug  of 
choice  over  coumadin  as  an  anticoagulant. 
Coumadin  may  cause  bleeding  disorders  in 
the  fetus,  since  it  has  been  shown  to  cross 
the  placenta  easily.6  Many  other  factors 
operate  regarding  transplacental  transfer  of 
drugs  including  lipid  solubility,  degree  of 
drug  ionization,  placental  blood  flow,  placen- 
tal metabolism  of  drugs,  protein  binding  of 
drugs,  and  aging  of  the  placenta.  Knowledge 
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gained  in  this  area  may  someday  help  us  to 
molecularly  design  drugs  which  will  be 
maximally  therapeutic  but  minimally  toxic 
for  the  fetus  and  developing  child. 

Looking  at  specific  drugs  that  may 
possibly  be  used  in  pregnancy,  the  following 
observations  deserve  consideration.  The 
probable  benefits  from  tranquilizers,  as 
compared  to  the  potential  risks  are  negligible 
at  best.  One  such  drug,  Lithium,  has  been 
shown  in  laboratory  animals  to  be  highly 
teratogenic  when  given  in  single  large  daily 
doses,  but  not  so  when  the  dosage  was 
administered  over  the  whole  day.  The 
Register  of  Lithium  Babies  has  shown  no 
demonstrable  defects  from  Lithium  as  yet. 
Only  patients  absolutely  needing  the  drug 
should  take  it  and  the  dosage  should  be 
divided  rather  than  given  in  one  large  dose.7 
Renal  clearance  of  Lithium  markedly  de- 
creases with  delivery,  and  Lithium  intoxica- 
tion can  be  precipitated  at  that  time 
especially  with  salt  restriction  and  diuretic 
use.8  Dilantin  has  been  implicated  in  causing 
cleft  palate,  and  decreasing  vitamin  K de- 
pendent factors  (II,  VII,  IX,  X)  in  the  blood. 

CYTOXIC  DRUGS:  Anti-folic  acid  drugs 
may  cause  abortion  if  administered  early  in 
pregnancy,  and  stillborns  when  given  later. 
Congenital  malformations  include  cleft  pal- 
ate, harelip,  hydrocephalus,  and  destructive 
effects  on  the  blood  and  bone  marrow.  Drugs 
such  as  Leukeran  and  Methotrexate,  used  for 
leukemia,  Hodgkin’s  disease,  and  other 
cancers  are  rarely  indicated  in  pregnancy.  In 
combination,  they  produce  more  malforma- 
tions than  when  used  alone.  Folic  acid  de- 
ficiency in  itself  conceivably  can  cause 
abortion,  so  prenatal  vitamins  with  folic  acid 
are  prescribed  in  pregnancy. 

DIETHYSTILBESTEROL:  (a  synthetic 

estrogen)  has  been  implicated  as  producing 
clear-cell  adenocarcinoma  of  the  vagina  in  fe- 
male offspring  of  mothers  who  received  it 
during  pregnancy  in  the  1940s  and  early 
1950s.  It  had  been  an  acceptable  treatment 
for  uterine  bleeding  and  threatened  abortion. 
The  final  cause-and-effect  relationships  have 
not  yet  been  established,  but  the  use  of  this 
and  other  synthetic  estrogens  must  presently 
be  considered  contraindicated.9' 10 


This  is  a profound  example  of  a drug 
affecting  the  Mullerian  system  of  the  fetus  to 
develop  into  a cancer  15  or  so  years  later  (ie. 
after  menarche).  Two  questions  arise  from 
this:  How  could  this  association  have  been 
detected  if  the  daughters  had  developed  a 
relatively  more  common  cancer,  such  as 
cervical  cancer,  at  a later  age  when  these 
cancers  are  prevalent?  And  secondly,  how 
many  other  drugs  will  eventually  be  found 
having  similar  delayed  effects? 

ANDROGENS:  have  been  shown  to  pro- 
duce permanent  clitoral  hypertrophy.  There 
is  no  indication  for  their  use  during  preg- 
nancy. 

TETRACYCLINE  ADMINISTRATION: 

has  resulted  in  hepatic  failure  in  pregnant 
women  receiving  high  doses.  The  fetus  may 
develop  yellow  teeth,  enamel  hypoplasia,  and 
long  bone  growth  retardation.  Tetracycline 
binds  to  calcium  and  causes  yellow  teeth 
when  given  after  the  first  trimester.  When 
given  late  in  pregnancy  and  to  youngsters, 
the  permanent  teeth  may  also  be  dis- 
colored. n'12 

CORTISONE  if  given  early  in  pregnancy 
may  increase  the  possibility  of  cleft  palate, 
and  thus  the  need  for  the  steroid  should  out- 
weigh the  risk.  It  has  been  shown  that  there 
is  some  evidence  that  suggests  that  matura- 
tion of  the  fetal  liver  may  occur  with 
steroids. 

CHLOROMYCETIN:  causes  “Grey  Baby 
Syndrome”  when  given  to  newborns, 
especially  prematures,  who  are  unable  to 
conjugate  and  detoxify  this  agent.  It 
however,  is  a safe  drug  for  severe  gram 
negative  and  anaerobic  infections,  especially 
if  given  intravenously.  Oral  administration  of 
this  antibiotic  may  cause  leucocyte  depres- 
sion in  the  mother,  but  there  have  been  no 
reports  of  fetal  damage.  It  has  also  been 
suspected  to  cause  hyperbilirubinemia  in  the 
newborn  if  given  to  the  mother  shortly 
before  delivery. 

SULFA  competes  with  bilirubin  for  bind- 
ing sites  on  serum  albumin  (a  competitive  in- 
hibitor of  bilirubin  conjugation),  and  there- 
fore kernicterus  could  result  from  an  excess 
of  unconjugated  bilirubin  especially  in  an 
erythroblastotic  premature  infant.  Prolonged 
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administration  of  sulfanamides  may  be 
indicated  in  a pregnancy  complicated  by 
chronic  pyelonephritis,  but  as  labor  is  im- 
minent, long-acting  sulfas  should  be  dis- 
continued. A rare  death  has  been  reported 
due  to  sulfanamide.  Dr.  Robert  Luby  at 
Creighton  has  shown  no  increase  in  bilirubin 
levels  even  with  measurable  circulating  sulfa. 

THYROID  DRUGS:  radioactive  iodine 

should  not  be  used  for  diagnosis  or  treat- 
ment of  thyroid  disease  during  pregnancy. 
The  fetal  thyroid  absorbs  iodine  at  about  14 
weeks,  and  therapy  for  maternal  thyroid 
disease  may  include  fetal  thyroid  ablation. 

PROPYLTHIOURACIL:  antithyroid  drugs 
of  the  thiouracil  group  readily  cross  the 
placenta  and  can  result  in  fetal  goiter 
formation  causing  a possible  face  presenta- 
tion for  purely  mechanical  reasons,  or 
tracheal  obstruction  with  associated  respira- 
tory distress,  or  hypothyroidism.  When  treat- 
ing hyperthyroidism  during  pregnancy,  the 
smallest  possible  dose  should  be  used  to  con- 
trol symptoms  and  should  even  be  further  re- 
duced during  the  last  few  weeks  of 
pregnancy.  Breast  feeding  is  not  advisable,  as 
Thiouracil  is  secreted  in  the  milk.  Iodides  may 
also  (rarely)  cause  congenital  goiter,  thus 
cough  medicines  and  other  iodide  containing 
drugs  should  not  be  used  for  more  than  a 
short  term. 

FURADANTIN:  may  cause  hyperbilirub- 
inemia if  given  just  prior  to  delivery. 

ASPIRIN:  rarely  causes  problems  except 
in  the  baby  who  has  a glucose  6-phosphate 
dehydrogenase  deficiency. 13  Aspirin  de- 
creases platelet  adhesiveness  and  if  taken  in 
excessive  amounts  less  than  36  hours  prior 
to  delivery  could  conceivably  result  in  a 
bleeding  problem  in  the  newborn.  A study  of 
103  patients  taking  high  doses  of  aspirin  for 
at  least  six  months  of  pregnancy  showed  a 
significant  increase  in  the  average  length  of 
gestation,  the  frequency  of  post-maturity, 
and  the  duration  of  labor.  These  observations 
are  compatible  with  the  known  capacity  of 
aspirin  to  inhibit  the  synthesis  of  prosta- 
glandins, and  suggest  that  endogenous  pros- 
taglandins are  important  regulators  of  the 
duration  of  pregnancy  and  labor.  The 
possibility  is  raised  that  aberrations  in  this 
metabolism  could  be  responsible  for  certain 


instances  of  post-maturity  and  prolonged 
labor.  Aspirin  takers  averaged  a blood  loss 
at  delivery  of  340ml,  about  100ml  more  than 
the  control  group. 

ALCOHOL:  Patients  tend  to  have  small 
birth-weight  babies  and  a higher  incidence  of 
newborns  with  congenital  abnormalities. 
Etiology  is  not  well  understood,  but  perhaps 
associated  with  poor  nutrition. 

CIGARETTE  SMOKERS:  also  have  smaller 
babies,  but  with  no  increase  in  fetal  morbid- 
ity or  mortality.  The  British  are  apparently 
more  distressed  about  smoking  in  pregnancy 
than  their  American  constituents.  In  a recent 
study  from  North  Devon  District  Hospital, 
the  leukocyte  count  was  significantly 
elevated  during  pregnancy  in  smokers  who 
inhaled  versus  non-smokers.  The  statistical 
significance  appeared  after  21  weeks  gesta- 
tion. Gibbons,  et  al 14  reported  that  benz- 
pyrene hydroxylase  was  present  in  the 
placenta  of  smoking  women  and  absent  from 
the  placentas  of  non-smokers.  The  signifi- 
cance of  these  two  studies  is  not  clear.  These 
differences  between  pregnant  smokers  and 
non-smokers  are  merely  being  reported  here. 
There  are  no  pertinent  statistics  on  cigar 
smokers  or  tobacco  chewers. 

THIAZIDE  DIURETICS:  have  been  sus- 
pected of  causing  thrombocytopenia  and  tera- 
togenesis  in  the  fetus,  and  in  the  mother, 
hyponatremia,  hypokalemia,  pancreatitis,  and 
rarely  pulmonary  edema.  The  incidence  of 
these  are  apparently  very  low  because  of  the 
great  percentage  of  women  receiving  these 
drugs.  Though  diuretics  will  understandably 
reduce  ankle  swelling  late  in  pregnancy,  they 
do  not  prevent  toxemia.  Ankle  swelling  is 
best  treated  with  daily  periodic  rest  in  the 
Sims  position. 

Vitamins  with  folic  acid,  Benedectin,  and 
iron  seem  to  be  safe.  People  with  sickle  cell 
disease  have  no  need  for  extra  iron,  as  their 
circulating  iron  level  is  already  high  and 
additional  iron  results  in  hemosiderosis. 
Women  on  well-balanced  diets  do  not  need 
supplemental  vitamins.  In  fact,  there  are  no 
good  double-blind  studies  that  show  a better 
fetal  outcome  for  the  vitamin  takers.  Little  is 
known  about  fetal  outcome  in  pregnancies  of 
food  fadists  or  vitamin  takers  who  take  large 
amounts  of  vitamins. 
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In  women,  there  is  a gradual  depression  of 
iron  stores  with  the  frequent  recurrence  of 
pregnancy.  Well-nourished  women  today 
with  one  or  two  well-spaced  babies  do  not 
need  supplemental  iron. 

THYROID  EXTRACT,  PENICILLIN  and 
AIYIPICILLIN:  also  seem  to  be  safe  when  in- 
dicated. 

PROGESTERONE:  preparations  (provera, 
depoprovera,  delalutin,  USP  progesterone, 
etc.)  have  been  used  in  threatened  abortions. 
Their  efficacy  is  doubtful.  There  is  a very 
small  risk  of  masculinization  of  the  female 
fetus  with  the  19-NOR  compounds. 15  In  the 
rare  case  of  early  habitual  abortion  due  to  an 
inadequate  luteal  phase,  there  may  be  a 
place  for  its  use  the  first  eight  weeks  of 
gestation. 

Discussion 

When  studying  abortuses,  as  many  as  25% 
of  them  have  chromosomal  abnormalities.  We 
may  speculate  as  to  the  cause  of  these  early 
abortions:  a virus,  a defective  egg  or  sperm, 
or  drugs  ingested. 

Over-the-counter  and  prescribed  drugs 
used  in  early  pregnancy  should  be  re- 
stricted. When  forced  with  the  option  of  pre- 
scribing a drug,  one  must  apply  the  risk- 
benefit  ratio.  The  physician  should  only  pre- 
scribe drugs  that  he  is  sure  are  indicated  and 
safe.  Perhaps  we  should  use  no  medication 
whatsoever  during  pregnancy  unless  the 
woman  displays  significant  symptoms. 


Thought  should  be  given  also  to  the  drugs 
taken  by  sexually  active  females,  not  using 
contraception,  during  the  second  half  of  each 
menstrual  cycle. 

Summary 

Roy  Pitkin,  University  of  Iowa,  puts  it  this 
way:  “Be  conservative.  We  physicians  must 
convince  ourselves  first,  and  then  our 
patients,  that  life  after  all  is  not  a chronic 
drug  deficiency  state.”6 
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Child  Abuse  and  Neglect:  A Study  of 
Cases  Reported  to  Douglas  County  Child 
Protective  Service  from  1967-1973* 


PART  I 
ABSTRACT 

The  child  abuse  and  neglect  cases  reported 
to  Douglas  County  Child  Protective  Service 
(DC-CPS)  are  reviewed  from  1967  to  1973. 
This  is  the  first  review  to  ascertain  the  in- 
cidence rates,  types,  extent  and  distribution 
pattern  of  child  abuse  and  neglect  cases  in 
Omaha,  Nebraska.  A total  of  2,570  cases 
were  reported  to  DC-CPS  from  August, 
1967  to  December,  1973.  There  were  79  cases 
in  1967,  257  in  1968,  176  in  1969,  380  in  1970, 
375  in  1971,  451  in  1972,  and  634  in  1973. 
There  were  218  unclassified  reports  from 
1967  to  1969.  Of  the  abuse  victims,  25.9% 
(114)  were  1-6  years  old.  More  females  than 
males  were  abused,  and  more  female  than 
male  perpetrators  were  reported.  The 
majority  of  the  household  heads  tend  to  be- 
long to  the  lower  socioeconomic  income 
group.  The  incidence  of  child  abuse  and/or 
neglect  was  highest  in  central  Omaha, 
followed  by  south  and  north  Omaha 
respectively.  "Beating”  as  evidenced  by  con- 
tusion(s),  abrasion(s)  and/or  hematoma(s) 
was  the  most  common  type  of  abuse,  and  the 
incidence  of  sexual  abuse  is  higher  than 
fractures.  Non-abuse  (neglect)  cases  con- 
stituted 72%  of  the  total  number  of  cases 
from  1967-1973.  Only  3%  of  the  abuse  cases 
and  0.4%  of  the  neglect  cases  from  1970-1973 
were  reported  by  private  medical  doctors.  Of 
the  18%  of  child  abuse  and  11.2%  of  the 
neglect  cases  petitioned  in  the  court,  6.4% 
and  10%  of  the  cases  respectively  led  to 
termination  of  parental  rights.  Cases 
reported  by  anonymous  reporters  turned  out 
in  the  majority  of  instances  to  be  unfounded 
accusations.  Success  of  agency  intervention 
and  the  essential  changes  to  improve  the 
present  program  concerning  child  abuse  and 
neglect  in  Douglas  County  are  discussed. 


RAUL  C.  BANAGALE,  M.D.t 
and 

MATILDA  S.  MclNTIRE,  M.D.t 

THE  literature  on  child  abuse  and 
neglect  has  been  numerous 
since  the  early  1960s,  when 
"Battered  Child  Syndrome,”  was  recognized 
as  a clinical  condition  in  young  children.1 

Since  then,  several  surveys  have  estimat- 
ed the  extent  of  child  abuse  in  the  United 
States.  Estimates  of  annual  reporting  rates 
of  incidence  of  child  abuse  in  several  states 
and  cities  have  been  published.2'6  Gil2  in  his 
epidemiologic  study  of  child  abuse  gave  the 
following  estimated  rate  per  year  per 
1,000,000  population  (approximate  population, 
1966)  in  four  United  States  cities:  New  York 
40,  Chicago  78,  Los  Angeles  336,  and  Denver 
74. 

There  are  no  previous  studies  about  the 
incidence  rates,  types,  extent,  and  distribu- 
tion patterns  of  child  abuse  and/or  neglect  in 
Omaha  (Douglas  County),  Nebraska,  prior  to 
and  subsequent  to  the  establishment  of  Child 
Protective  Service  in  1967.  Until  1958, 
animals  and  children  were  cared  for  together 
by  the  Nebraska  Society  for  Prevention  of 
Cruelty  to  Animals  and  Children.7  In  1960,  a 
separate  Juvenile  Court  was  implemented  in 
Omaha.  In  1964,  LB  (Legislative  Bill)  444 
was  enacted  which  provided  immunity  from 
slander,  libel,  breach  of  confidence  or  in- 
vasion of  right  of  privacy  to  persons 

•From  the  Department  of  Pediatrics.  Creighton  University  School  of 
Medicine.  Omaha.  Nebraska. 

tFellow  — Community  Pediatrics. 

^Professor  of  Pediatrics  — Director.  Community  Pediatrics. 
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reporting  suspected  child  abuse  and  neglect. 
At  the  same  time,  continued  effort  of  a con- 
cerned group  of  citizens  led  to  LB  445,  which 
declared  that  anyone  not  reporting  a sus- 
pected case  of  child  abuse  would  be  guilty  of 
a misdemeanor.  The  establishment  of  the 
CPS  (Child  Protective  Services)  in  1967  led 
to  an  increase  in  staff  to  the  present  work 
force  consisting  of  a director,  three 
supervisors  and  21  caseworkers.  In  1972  a 
second  judge  was  added  to  the  Douglas 
County  Juvenile  Court.  On  September  1, 
1973,  LB  207,  a law  providing  for  reporting 
and  central  registry  went  into  effect  which 
required  anyone  knowing  of  any  child,  in- 
competent or  disabled  person  neglected 
and/or  abused,  to  report  this  to  the  local  en- 
forcement agency.  In  the  Greater  Omaha 
Area,  reports  are  made  to  the  Omaha  Police 
Department.  Also  during  the  past  few  years, 
there  has  been  increased  publicity  and  in- 
formation about  child  abuse  and  neglect. 
These  events  led  to  a steady  increase  in  the 
number  of  referrals  to  the  agency  since  1967. 

It  is  the  purpose  of  this  study  to  ascertain 
the  incidence  and  related  problems  of  child 


abuse  and/or  neglect  in  Douglas  County  not 
only  for  the  factual  collection  of  data,  but  to 
give  directions  to  the  many  necessary 
changes  needed  to  improve  the  management 
of  this  difficult  and  serious  problem  in  young 
children. 

Method 

In  this  study,  the  term  child  abuse  applies 
to  any  non-accidental  injury(ies)  to  a child  as 
a result  of  act(s)  (or  lack  of  act(s))  by  his 
parent  or  legal  custodian  and  also  includes 
sexual  abuse  consisting  of  incest  and  rape, 
sexual  molestation  and  seduction  to  simple 
exposure.  1.2.8-11  Child  neglect  involves  im- 
proper child  rearing  practices  wherein  the 
child  is  deprived  of  the  minimally  accepted 
standards  of  medical  attention,  hygiene,  food, 
shelter,  and  other  care  of  proper  guardian- 
ship or  who  have  been  abandoned.211 

Data  were  collected  by  reviewing  the 
records  of  child  abuse  and/or  neglect  cases 
reported  to  DC-CPS  (Douglas  County  Child 
Protective  Service)  from  1967  to  1973.  The 
records  were  filed  into  two  separate  cate- 
gories: closed  and  active  cases.  Closed  cases 
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Figure  1.  Total  number  (2,570x)  of  reported  abuse  ( 501-19/) 
and  neglect  (1,851-72/)  cases  1967-1973. 
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are  those  in  which  the  agency  (CPS)  involve- 
ment have  been  terminated  for  the  following 
reasons:  (1)  successful  family  rehabilitation, 
(2)  termination  of  parental  rights,  (3)  re- 
location of  families  to  other  county  or  state, 

(4)  relocation  of  families  to  unknown  places 
despite  the  CPS  effort  to  locate  them,  and 

(5)  inappropriate  referral  or  false  accusation. 
Active  cases  are  those  which  are  currently 
being  investigated  or  assisted  by  the  agency. 
These  are  either  newly  opened  cases  or 
closed  cases  that  were  re-opened  due  to  re- 
peated abuse  and/or  neglect. 

Follow-up  information  was  gained  both 
from  the  records  and  from  the  individual 
caseworkers  handling  the  families. 

Results  and  Observations 

Since  the  establishment  of  the  Child  Pro- 
tective Service  as  a separate  unit  within  the 
Douglas  County  Social  Services  in  1967, 
2,570  cases  have  been  reported  up  to  the 
year  ending  December,  1973  as  shown  in 
figure  1. 

From  1967  to  1969  most  of  the  cases  were 


also  on  Public  Assistance,  thus  the  CPS 
record  was  part  of  the  program.  Many  of 
these  public  assistance  records  were  not  re- 
trievable. After  1969  a separate  record  was 
kept  for  the  CPS.  The  limited  information 
available  for  this  period  is  shown  in  table  1. 
A total  of  730  abuse  and/or  neglect  cases 
were  reported,  30%  (218  cases)  were  unclas- 
sified. 

The  total  number  per  year  of  abuse  and/or 
neglect  cases,  categorized  into  closed  and 
active  from  1970  to  1973  is  shown  in  Table  2. 
Data  analysis  is  from  January  1970  to 
December  1973,  unless  otherwise  mentioned. 

Of  the  abuse  victims,  21.2%  (91)  were  less 
than  twelve  months  of  age,  25.9%  (114)  were 
1-6  years  old,  14.3%  (63)  were  7-12  years  old, 
17.4%  (76)  were  13-16  years  old,  2%  (9)  were 
above  16  years  of  age  and  19.2%  (84)  had  no 
record  as  shown  in  Figure  2. 

Age  of  the  parent  or  guardian  was  not 
recorded  in  92-96%  (father),  55-87.5% 
(mother)  at  the  time  of  marriage  and  in 


Date 

Reported 

CLOSED  CASES 

ACTIVE  CASES 

COMBINED  CLOSED  and 
ACTIVE  CASES 

Unclas- 
sif ied 

Abuse 

Neglect 

Total 

Abuse 

Neglect 

Total 

Abuse 

Neglect 

Total 

1967 

6 

72 

78 

(16%) 

1 

0 

1 

(11%) 

7 

(9%) 

72 

(91%) 

79 

(15%) 

• 

1968 

41 

215 

256 

(51%) 

0 

1 

1 

(11%) 

41 

(16%) 

216 

(84%) 

257 

(50%) 

• 

1969 

14 

155 

169 

(34%) 

2 

5 

7 

(18%) 

16 

(9%) 

160 

(91%) 

176 

(34%) 

• 

TOTAL 

61 

442 

503 

3 

6 

9 

64 

448 

512 

218 

Table  1.  Abuse  and  Neglect,  1967-1969. 


Date 

Reported 

CLOSED  CASES 

ACTIVE  CASES 

COMBINED  CLOSED  and 
ACTIVE  CASES 

Abuse 

Neglect 

Total 

Abuse 

Neglect 

Total 

Abuse 

Neglect 

Total 

1970 

61 

299 

360 

(26%) 

7 

13 

20 

(4%) 

68 

(18%) 

312 

(82%) 

380 

(21%) 

1971 

79 

259 

338 

(25%) 

11 

26 

37 

(8%) 

90 

(24%) 

258 

(76%) 

375 

(20%) 

1972 

79 

274 

353 

(26%) 

31 

67 

98 

(21%) 

110 

(24%) 

341 

(76%) 

451 

(25%) 

1973 

63 

253 

316 

(23%) 

106 

212 

318 

(67%) 

169 

(26% 

465 

(73%) 

634 

(34%) 

TOTAL 

282 

1,085 

1,367 

155 

318 

473 

437 

1,403 

1,840 

Table  2.  Abuse  and  Neglect,  1970-1973. 
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79-84%  (father),  66-93%  (mother)  at  the  time 
of  abuse  and/or  neglect. 

Sex  distribution  is  shown  in  Figure  3. 

Race  was  not  mentioned  in  the  records  in 
2.088-81.2%  of  the  total  number  of  cases 
(2,570).  however,  race  was  ascertained  in  the 
active  cases  via  the  caseworkers  presently 
involved  with  families  as  shown  in  Table  3. 
Race  was  not  routinely  recorded  due  to 
federal  regulation. 

Religious  affiliation  of  the  household  head 
was  not  recorded  in  92.2%  (2,371)  of  the 
total  number  of  cases  (Table  4). 

The  incidence  of  adopted  abuse  victims 
was  2.9%  of  the  reported  cases  in  1970,  3.3% 
in  1971.  3.6%  and  2.4%  in  1972  and  1973  re- 
spectively. Among  the  non-abuse  (neglect) 
cases  no  adopted  child  was  involved  in  1970, 
five  in  1971,  five  in  1972  and  three  in  1973, 
comprising  only  0.7%  of  all  the  reported 
neglect  cases  (1,840). 


Families  on  welfare  (Aid  to  Dependent 
Children  or  ADC,  and  Aid  to  Aged  Blind  and 
Disabled  or  AABD)  comprise  6.9%  of  the 
total  Douglas  County  population.  They 
constitute  38.3%  (705)  of  all  reported  cases 
of  child  abuse  and  neglect,  23.4%  (165)  are 
abuse  cases  alone  and  76.6%  (540)  are 

neglect  (Figure  4). 

The  incidence  of  child  abuse  and/or  neglect 
is  highest.  39.5%,  in  central  Omaha  area; 
21%  in  south  Omaha,  and  16.5%  in  north 
Omaha.  The  remaining  23%  are  in  the  follow- 
ing areas:  (1)  10.3%  from  the  northwestern 
section  of  Douglas  County,  (2)  6.1%  from  the 
southwestern  section,  (3)  5.1%  from  the 
northeast  area  and  (4)  1.5%  from  the  census 
tract  number  75  including  reports  from  Elk- 
horn,  Valley,  and  Waterloo  (Figure  5). 

Families  with  annual  family  income  of  less 
than  S5.000  were  involved  in  41%  and  42% 
of  the  abuse  and  neglect  cases  respectively 
in  contrast  to  0.6%  (child  abuse  cases  only) 
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of  families  that  have  an  annual  family  income 
of  $25,000  and  above.  Families  with  annual 
income  of  $6,000-$10,000  were  involved  in 
8.4%  of  the  abuse  cases  and  8%  of  the 
neglect  cases,  whereas  families  with  annual 
income  of  more  than  $11,000  were  involved 
in  2%  and  0.6%  of  abuse  and  neglect  cases 
respectively.  Annual  family  income  was  not 
recorded  in  48%  and  49.4%  of  the  abuse  and 
neglect  cases  respectively. 

Laborers  (47%  father  and  58.1%  mother) 
and  skilled  worker  (39%  father  and  5.5% 
mother)  parents  constitute  the  highest  per- 


centage of  perpetrators  in  the  abuse  cases 
(Table  5). 

The  incidence  of  child  abuse  is  highest 
(41%  ) in  an  intact  family,  followed  by  loss  of 
father  (31.1%)  through  separation,  divorce, 
and  death.  Single  (unmarried)  parents  con- 
stituted 9.3%  , loss  of  mother  (7.2%  ) through 
separation,  divorce  and  death.  In  0.4%  , the 
victims  were  not  living  with  their  parents  at 
the  time  of  abuse.  Record  of  the  family 
status  was  not  available  in  11%  of  the  abuse 
cases. 
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Figure  3. 

Figure  3.  Sex  distribution  of  abuse  cases.  The  number 
within  the  parenthesis  represents  the  total 
number.  I I male  ^■■female 
record 


1970  1971  1972  1973  Total 

(68)  (90)  (110)  (169)  (437) 


1970 

1971 

1972 

1973 

TOTAL 

RACE 

ABUSE 

NEGLECT 

ABUSE 

NEGLECT 

ABUSE 

NEGLECT 

ABUSE 

NEGLECT 

ABUSE 

NEGLECT 

It 

% 

It 

% 

It 

% 

It 

% 

It  1 % 

It 

% 

It 

% 

It 

Z 

It 

Z 

It 

% 

White 

5 

71.4 

7 

53.8 

6 

54.5 

17 

65 

20 

65 

36 

53.7 

67 

63.2 

116 

54.7 

98 

63.2 

176 

55 

Negro 

3 

23.1 

4 

36.4 

5 

19 

6 

19 

18 

26.8 

23 

22 

42 

19.8 

33 

21.3 

68 

22 

Am  Ind* 

6 

2.8 

6 

1.8 

Mexican 

i 

0.5 

1 

0.3 

Other 

1 

4 

3 

9.6 

3 

4.4  ’ 

2 

^ 1.8 

9 

4.2 

5 

3.2 

13 

4 

NR** 

2 

28.6 

3 

23.1 

1 

9.1 

3 

12 

2 

6.4 

10 

15.1 

14 

13 

38 

18 

r 19 

12.3 

54 

16.9 

TOTAL 

\t 

100 

13 

100 

11 

100 

26 

100 

31 

100 

67 

100 

106 

Ago 

212 

100 

155 

Too 

318 

100 

Table  3.  Kthnic  background  ot  Abuse  and  Neglect  cases. 
* American  Indian. 

**  No  Record. 
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240 


200 


160 


120 


80 


40 


1970  1971  1972  1973 

4,689  6,262  6,523  6,320 


NO  RECORD 

# 

% 

1.  1967  to  1969 

730 

(28.4) 

2.  1970  to  1973 

a.  abuse 

377 

(14.6) 

b.  neglect 

1264 

(49.2) 

2371 

(92.2) 

RECORD  AVAILABLE  (1970-1973) 
a.  abuse 

Protestant 

35 

(1.4) 

Catholic 

21 

(0.8) 

Other 

4 

(0.2) 

b.  neglect 

Protestant 

70 

(2.7) 

Catholic 

54 

(2.1) 

Other 

15 

(0.6) 

199 

(7.8) 

TOTAL 

2,570 

(100) 

Figure  4. 

Figure  4.  Number  of  families  on  welfare  (Aid  to  Dependent 
Children -ADC  and  Aid  to  Aged,  Blind  & Disabled  - 
AABD)  involved  in  child  abuse  and  neglect  cases 
The  number  below  the  year  is  the  total  number  of  204-3.2/ 
families  on  welfare. 

■■■  abuse  cases  I Ineglect  cases 


159-2.4/ 


89-1.9/ 


88-1.4/ 


77-1.2/ 


30-0.5/ 


- 14-0.3/ 


44-0.7/ 


I 


Table  4.  Religion  of  household  heads. 
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1.  EMPLOYED  PARENT 

a.  Professional, 
technical  and 
related  workers 

ABUSE 

NEGLECT 

Father 

Mother 

Father 

Mother 

# 

% 

# 

% 

# 

% 

// 

% 

4 

4.3 

3 

5.5 

14 

5.4 

13 

5.8 

b.  Managers 

1 

1.8 

2 

0.8 

c.  Proprietors 

1 

1.1 

4 

1.5 

1 

0.5 

d.  Clerical,  sales 
and  related 
workers 

4 

4.3 

3 

5.5 

11 

4.2 

38 

17 

e.  Skilled  workers 

36 

39 

3" 

5.5 

81 

31 

33 

14.7 

f.  Service  workers 
including  private 
household 

4 

4.3 

13 

23.6 

12 

4.5 

20 

9 

g.  Laborers 

44 

47 

32 

58.1 

113 

43.1 

118 

53 

h.  Armed  Forces 

25 

9.5 

2.  UNEMPLOYED  PARENT 
a.  Housewife 

93 

100 

55 

100 

262 

100 

223 

100 

93 

92 

189 

81.1 

b.  Student 

V 

3 

5 

9.6 

6 

2.6 

c.  Disabled 

9 

100 

5 

5 

27 

52 

20 

8.6 

d.  In  prison 

20 

38.4 

18 

7.7 

3.  DECEASED 

9 

100 

101 

100 

52 

100 

233 

100 

3 

3 

21 

22 

4.  NO  RECORD 

332 

232 

1068 

971 

Table  5.  Occupation  of  parents  at  the  time  of  abuse  and/or  neglect.  1970-1973. 
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Families  with  2-4  siblings  (including  the 
victim)  constitute  48%  and  47%  of  the  abuse 
and/or  neglect  cases  respectively  (Table  6). 

Educational  status  of  the  parents  or  guard- 
ians was  not  recorded  in  85.5%  (father)  and 
71.1%  (mother)  of  the  abuse  cases  and  in 
92%  (father)  and  75.3%  (mother)  of  the 
neglect  cases  and  thus,  this  information  is 
not  available. 

Mentally  retarded  functioning  father 
(1.4%  );  mother  (3.25%)  were  involved  in  the 
abuse  cases  and  0.7%  mentally  functioning 
retarded  father  and  2.7%  mother  were 
involved  in  neglect  cases. 

There  was  no  record  on  the  psychiatric 
problem  of  the  parents  or  guardians  in 
89.3%  and  91%  of  the  abuse  and  neglect  re- 
spectively. However,  7.1%  of  the  fathers  and 
3%  of  the  mothers  involved  in  abuse  cases 


and  5.9%  of  the  fathers  and  5.3%  of  the 
mothers  involved  in  neglect  cases  were 
alcoholics.  Thus,  in  combined  abuse  and 
neglect  cases,  13.2%  of  the  fathers  and  8.8% 
of  the  mothers  were  alcoholics. 

"Beating"  as  evidenced  by  bruises  and/or 
contusions  was  the  most  common  type  of 
abuse  exceeding  by  more  than  50%  the  other 
types  of  abuse  listed  in  Figure  6.  Percentage 
was  calculated  from  the  total  number  of 
victims  per  year  and  because  of  multiple  in- 
juries, percentage  exceeds  100.  The  incidence 
of  multiple  injuries  per  year  are  14.7%  (10) 
of  the  cases  in  1970,  11.1%  (10)  in  1971,  9% 
(10)  in  1972,  and  21.3%  (36)  in  1973.  Of  the 
total  number  of  abuse  cases  per  year  (Figure 
6)  39.7%  (27  cases)  were  combined  with 

physical,  material  and/or  emotional  neglect 
in  1970,  48.8%  (44  cases)  in  1971,  48.2%  (53 
cases)  in  1972  and  51.5%  (87  cases)  in  1973. 
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SPECIAL  ARTICLE 


The  Claims-Made  Policy 


THERE  should  be  no  doubt  in 
anyone’s  mind  that  a crisis 
exists  concerning  medical  mal- 
practice insurance  which  involves  the 
medical  profession,  insurers  and  the  public. 

Until  measures  can  be  taken  to  reduce  the 
frequency  of  allegations  against  the  medical 
profession  and  the  cost  of  defending  those 
claims,  the  problem  will  worsen. 

In  the  not  too  distant  future  under  the 
present  system  of  insuring,  a doctor  may  be 
unable  to  obtain  coverage. 

Many  more  claims  are  being  filed  years 
after  the  accident  is  alleged  to  have  occurred 
regarding  surgery  or  treatment. 

The  medical  profession  in  the  past 
purchased  an  occurrence  type  policy  which 
covered  the  doctor  from  the  time  the  alleged 
accident  happened  into  the  indefinite  future, 
— that  is  what  the  insurance  industry  refers 
to  as  the  “long  tail,”  which  is  peculiar  to  the 
medical  profession. 

To  correct  the  weakness  in  the  medical 
liability  policy  some  companies  have  chosen 
the  claims-made  type  policy. 

Lawyers,  architects  and  engineers  have 
been  insured  under  the  claims-made  policy 
for  some  time. 

Claims-made  is  the  first  step  in  eliminating 
the  “long  tail.” 

The  Long  Tail 

The  long  tail  — an  industry  term  — is  the 
principle  source  of  confusion  for  the  carrier 
in  the  pricing  problem.  The  “long  tail"  means 
it  will  be  some  time  in  the  future  (average 
five  years)  before  all  of  the  claims  arising  out 
of  this  year’s  professional  acts  will  be 
reported  and  settled. 

Under  the  occurrence  policy  a claim  may  be 
filed  twenty  or  more  years  after  the  alleged 
accident  occurred.  Most  medical  injuries  take 
years  to  develop. 

The  longer  a case  goes,  the  more  it  costs 
to  settle  or  defend  due  to  the  cost  of 
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handling  the  claim  the  more  inflation  affects 
the  size  of  the  settlement  or  jury  award. 

Basic  Difference 

The  basic  difference  in  occurrence  vs 
claims-made  is  that  under  claims-made  each 
year’s  policy  will  cover  that  year’s  reported 
legal  obligations;  the  occurrence  policy  differs 
in  that  it  covers  claims  reported  at  any  time 
in  the  future  which  resulted  from  profes- 
sional services  rendered  while  the  policy  was 
in  force  — the  claims-made  policy  reverses 
this.  It  covers  claims  reported  while  the 
policy  was  in  force,  resulting  from  profes- 
sional services  rendered  either  during  the 
policy  period  or  any  past  claims-made  policy 
written  by  the  St.  Paul.  The  risk  insured  is 
the  risk  of  a claim  being  reported  during  the 
current  policy  period,  not  some  years  in  the 
future. 

No  malpractice  incidents  occurring  before 
1975  will  be  covered  by  the  claims-made, 
rather  the  occurrence  policy  in  prior  years 
will  continue  to  take  care  of  claims  yet  to  be 
reported  from  those  policy  years. 

“ Reporting  Endorsement” 

If  the  doctor  wants  to  change  carriers  or 
for  some  reason  is  dropped  by  his  present 
carrier  (St.  Paul),  the  doctor  has  the 
privilege  of  purchasing  a "reporting  endorse- 
ment" which  extends  the  period  for  such 
claims  to  be  reported.  The  claims-made 
policy  guarantees,  as  a contractured  obliga- 
tion, to  provide  the  insured  the  option  of 
purchasing  this  reporting  coverage  at  the 
time  the  insured  needs  it  (upon  retirement, 
or  changing  to  another  company).  The 
endorsement  includes  a non-cancellation 
clause,  so  once  the  doctor  is  insured  under 
the  claim-made  he  is  guaranteed  the  right  to 
buy  the  reporting  coverage. 

Reporting  Coverage 

Reporting  coverage  is  sold  in  three 
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installments  normally.  The  first  installment 
takes  care  of  any  claim  reported  within  one 
year  of  the  termination  of  the  doctor's 
claims-made  policy. 

The  second  installment  covers  the  second 
year,  and  the  third  installment  takes  care  of 
all  remaining  exposure  to  claims  arising  from 
professional  services  rendered  while  claims- 
made  policies  were  in  force. 

The  Cost  of  Coverage 

The  cost  of  coverage  wdll  vary  from  state 
to  state  — but  the  rate  for  each  installment 
will  be  less  than  the  rate  for  continuing  the 
claims-made  policy.  The  three  annual 
installments  for  reporting  coverage  will  vary 
from  state  to  state  and  will  depend  upon 
whether  purchased  after  only  one  year  or 
claims  made  on  two  years  or  three,  etc. 
Based  on  current  estimates  if  reporting 
endorsements  are  purchased  after  being  on 
claims-made  one  year,  the  average  annual 
installment  payment  would  be  about  32 
percent  of  the  then  correct  mature  rate. 
Buying  the  “long  tail"  coverage  after  being 
on  the  claims-made  five  or  more  years  would 
mean  an  average  annual  installment  for  the 
three  years  of  approximately  53  percent  of 
the  then  correct  rate. 

The  average  annual  rate  for  doctors 
retiring  or  otherwise  terminated  after  two, 
three,  or  four  years  on  claims-made  will 
average  between  40  and  50  percent. 

How  it  actually  works  out  in  any  state 
depends  on  how  claims  actually  develop  in 
that  state. 

Claim s-Made  Rates 

Claims-made  rates  will  be  more  in  the 
second  year  than  in  the  first  year  because  in 
the  second  year  the  policy  covers  claims 
reported  as  a result  of  professional  services 
rendered  during  the  second  and  first  years. 
Once  a claims-made  policy  is  purchased,  the 
beginning  date  of  the  coverage  remains  the 
same  for  all  time,  as  long  as  there  is  no 
interruption  in  the  coverage. 

Examples  Of  Claims-Made  Rates 

The  St.  Paul  had  just  completed  filing 
claims-made  rates  at  the  time  this  back- 
grounder was  prepared.  Until  rates  are 
approved,  where  prior  approval  is  required, 


rate  examples  cannot  be  set  forth  for  all 
states.  However,  the  examples  below  are 
from  actual  filings  and  are  representative. 
Examples  are  for  $100,000/300,000  liability 
limits. 

State  A is  in  the  middle  range  of  states 
in  terms  of  claim  costs  and  rates. 

State  B until  recently  experienced  claim 
costs  below  the  national  average,  but  costs 
have  escalated  in  the  last  year  or  two.  The 
gap  between  “low  risk"  states  and  "high 
risk”  states  appears  to  be  narrowing. 

State  C is  the  highest  rated  state  among 
those  where  the  St.  Paul  sells  any 
significant  amount  of  malpractice  in- 
insurance. 

Rates  are  given  for  the  lowest  rated  risk 
class,  the  doctor  who  is  not  involved  in 
surgery,  and  for  one  of  the  highest  rated,  the 
orthopedic  surgeon.  Displayed  are  the 
current  occurrence  policy  rates;  the  occur- 
rence rate  the  company  would  have 
established  by  5/1/75  if  it  had  continued  to 
write  occurrence  policies;  the  1975  claims- 
made  rate,  which  is  for  “first  year" 
claims-made  coverage;  the  “mature”  claims- 
made  rate  that  would  be  charged  in  1975  if 
this  was  the  fifth  year  of  claims-made 
coverage,  and  the  three  annual  installment 
payments  for  the  reporting  coverage,  if 
purchased  by  a doctor  retiring  after  one  year 
on  claims-made  if  this  coverage  was  rated  at 
this  time. 


Class  1 Physician 

State  A 

State  B 

State  C 

( No  Surgery) 

Current  Occurrence  Premium 

S 471 

$ 347 

$ 1,411 

5/1/75  Occurrence  Premium 

531 

746 

1,870 

1975  Claims-Made  Premium 

198 

361 

630 

Mature  Claims-Made  Premium 

421 

631 

1,479 

Reporting  Endorsement  HI 

140 

217 

494 

Reporting  Endorsement  H2 

91 

96 

305 

Reporting  Endorsement  #3 

85 

73 

283 

Class  7-Orthopedist 

Current  Occurrence  Premium 

$2,979 

$2,196 

$ 8,830 

5/1/75  Occurrence  Premium 

3,940 

5,715 

14,855 

1975  Claims-Made  Premium 

1,299 

2,630 

4,826 

Mature  Claims-Made  Premium 

3,119 

4,834 

11,757 

Reporting  Endorsement  H 1 

1,042 

1,662 

3,928 

Reporting  Endorsement  #2 

636 

681 

2,382 

Reporting  Endorsement  H3 

590 

490 

2,208 

There  is  no  type  limitation  in  the 
claims-made  contract  not  found  in  the 
“occurrence"  contract. 
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The  St.  Paul  Company  guarantees  to  sell 
the  reporting  endorsements  even  if  the 
company  withdraws  from  the  state.  The 
endorsement  includes  a non-cancellation 
clause. 

The  St.  Paul  does  not  intend  to  expand  its 
medical  malpractice  business  through  its 
introduction  of  the  claims-made  policy. 

Claims-made  is  the  only  way  St.  Paul  can 
stay  in  the  business  at  all,  they  say. 

If  claims-made  is  accepted,  works,  halts 
their  net  losses,  shows  a profit,  they  will 
stay.  There  is  the  possibility  if  the  company 
can  not  show  a profit  they  will  drop  the 
medical  malpractice  business  entirely. 

Liability  Limits 

Primary  liability  limits  will  be  $100,000/ 
300,000.  Where  the  company  is  presently 
providing  excess  coverage  to  a doctor  they 
will  write  up  to  $1  million  excess.  Thus  the 
doctor  will  have  $1,100,000  for  any  one  claim 
and  $1,300,000  aggregate  limits  for  all  claims 
reported  during  any  one  policy  period. 

Today’s  Premium  Covers  Today’s  Risk 

The  doctor  pays  today’s  premium  on 
today’s  risk.  The  premium  for  tomorrow’s 
risk  is  out  of  tomorrow’s  income.  It  is  a pay 
as  you  go  policy. 

Under  the  St.  Paul  policy  the  doctor  can 
choose  to  leave  for  another  company  and  the 
St.  Paul  will  sell  him  or  her  the  reporting 
endorsements  at  the  doctor’s  option.  This  is 
guaranteed  in  the  policy. 

Retirement 

Claims-made  should  not  affect  anyone’s 
retirement  plan.  It  will  be  necessary  for  the 
doctor  when  he  or  she  retires  to  make  three 
annual  payments  for  the  reporting  en- 
dorsements. But  on  the  other  hand,  the  cost 
of  this  year’s  and  next  for  claims-made 
coverage  will  be  lower  than  what  he  would 
have  to  pay  for  occurrence  coverage. 

Partnerships,  Corporations, 

Professional  Associations 
A separate  coverage  form  is  provided.  The 
cost  of  such  protection  is  normally  twenty 
percent  of  the  individual  rates  for  all 
members  participating  in  a group,  plus  any 
appropriate  charge  for  employees. 


When  A Doctor  Dies 

It  will  not  be  necessary  for  the  executors 
of  the  estate  to  hold  it  open  for  three  years  in 
order  to  buy  the  reporting  endorsement  each 
year. 

The  three  payments  system  was  designed 
so  that  the  premiums  for  the  first  reporting 
period  covers  claims  coming  that  year.  The 
second  is  for  losses  in  the  second  period,  and 
the  third  premium  is  for  the  third  and  all 
remaining  years.  The  rate  charged  each  year 
reflects  current  claims  climate. 

In  these  cases  there  is  the  option  to  the 
estate  of  purchasing  the  reporting  en- 
dorsements for  one  lump  sum  by  totalling 
the  current  premiums  for  the  three 
endorsements  and  adding  a surcharge  to 
reflect  claims  frequency  and  severity  trends. 

Disability  Coverage 

If  a doctor  becomes  disabled  he  or  she  will 
need  the  reporting  endorsement.  The 
premium  for  the  reporting  endorsements  are 
waived  in  the  event  of  permanent  and  total 
disability  for  at  least  six  months.  The  cost  of 
this  endorsement  will  be  a percentage  of  the 
claims-made  premium,  and  will  vary  with  the 
age  of  the  doctor. 

The  doctor  or  his  estate  has  thirty  days 
after  his  expiration  of  his  claims-made  policy 
to  purchase  the  reporting  endorsement. 

In  order  to  protect  the  doctor  or  his  estate 
from  a possible  slip-up  resulting  in  the 
physician  being  unprotected,  the  company 
will  automatically  issue  the  reporting 
endorsement  whenever  a claims-made  policy 
is  not  renewed  or  otherwise  terminates.  The 
ultimate  responsibility  rests  with  the 
insured. 

The  doctor’s  insurance  converts  from 
occurrence  to  claims-made  when  his  present 
policy  expires. 

Consent  Agreement 

It  will  not  be  necessary  to  have  the 
consent  of  the  insured  in  the  settlement  of  a 
claim.  With  the  increasing  frequency  of 
claims  in  malpractice  obtaining  the  necessary 
consent  before  settlement  of  each  and  every 
claim  becomes  more  difficult.  But  more 
importantly,  delays  in  obtaining  consent 
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agreements  may  add  to  the  already  heavy 
cost  of  claims  settlement. 

It  is  to  the  company’s  benefit  to  pay  off 
legitimate  claims  promptly  but  vigorously 
resist  payment  of  claims  where  negligence  is 
not  evident. 

Authorities  knowledgeable  other  than  the 
St.  Paul  Company  feel  it  will  be  only  a 
matter  of  time  before  almost  all  the  insurers 
adapt  the  claims-made  approach. 


Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 


The  information  gained  regarding  the 
claims-made  policy  was  made  possible  by 
information  furnished  me  by  the  St.  Paul 
Company. 

It  is  important  that  before  signing  any 
important  contract  you  should  examine  that 
contract  with  your  personal  attorney  and  be 
sure  you  understand  the  policy’s  full  value. 


Hearing  Loss  After  Head  Injury  — L. 
Podoshin  (ENT  Dept,  Rothschild  Municipal 
Government  Hosp,  Aba  Khoushy  School 
of  Medicine,  Haifa,  Israel)  and  M Fradis 
Arch  Otolaryngol  101:15-18  (Jan)  1975. 

This  study  reports  on  the  hearing  loss  of 
395  patients  who  were  hospitalized  after 
brain  concussion.  The  percentage  of  hearing 
loss  and  vestibular  disturbances  appearing 
after  fracture  of  the  temporal  bone  is  higher 
than  in  patients  with  skull  fractures  without 
fracture  of  the  temporal  bone  or  with  brain 
concussion  alone.  Conductive  deafness  caused 
by  head  injury  usually  disappears  in  two 
months  time.  If  conductive  deafness  remains, 
the  suspicion  of  dislocation  of  the  ossicular 
bones  arises  and  such  patients  must  undergo 
surgery.  As  the  cases  where  sensorineural 
deafness  disappeared  within  six  months  after 
head  injury  were  rare,  final  evaluation  of  the 
hearing  loss  can  be  made  one  year  after  the 
head  injury.  In  the  majority  of  cases, 
vestibular  disturbances  and  positional  ny- 
stagmus disappear  within  six  months  after 
the  head  injury. 


Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 
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"Antiacid”  action 
for  ulcer  patients... 


one  of  the  many  things  you 
need  in  an  anticholinergic. 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 
Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are: 

"Antiacid''  action  — Pro-BanthTne® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 


Pro-Banthine 

( propantheline  bromide ) 


a good 

option 
peptic 


in 

u 


cer 


Adequate  Frequent 

fluid  voiding 

intake 


Gantanof 

(sulfamethoxazole) 

D.I.D. 

Four  tablets  (0.5  Gm  each)  STAT- 
then  2 tablets  D.I.D.  for  10-14  days 


Basic  therapy  with 
convenience  for 
acute  nonobstructed 
cystitis 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  non- 
obstructed urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis,  and  cystitis),  due  to  susceptible 
organisms.  Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  cul- 
ture media.  The  increasing  frequency  of  resistant 
organisms  limits  the  usefulness  of  antibacterials, 
including  sulfonamides,  especially  in  chronic  or  re- 
current urinary  tract  infections.  Measure  sulfon- 
amide blood  levels  as  variations  may  occur;  20  mg/ 
100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensi- 
tivity; pregnancy  at  term  and  during  nursing  period; 
infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been 
established.  Sulfonamides  should  not  be  used  for 
group  A beta-hemolytic  streptococcal  infections  and 
will  not  eradicate  or  prevent  sequelae  (rheumatic 
fever,  glomerulonephritis)  of  such  infections.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore  throat,  fever, 
pallor,  purpura  or  jaundice)  may  indicate  serious 
blood  disorders.  Frequent  CBC  and  urinalysis  with 
microscopic  examination  are  recommended  during 
sulfonamide  therapy.  Insufficient  data  on  children 
under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate  dehydro- 
genase-deficient individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake 
to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epi- 
dermal necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocardi- 
tis); gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions  (headache, 
peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  no- 
dosa and  L.E.  phenomenon) . Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics  (aceta- 
zolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter 
production,  diuresis  and  hypoglycemia  as  well  as 
thyroid  malignancies  in  rats  following  long-term 
administration.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Systemic  sulfonamides  are  contrain- 
dicated in  infants  under  2 months  of  age  (except 
adjunctively  with  pyrimethamine  in  congenital  toxo- 
plasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.) 
initially,  then  1 Gm  b.i.d.  or  t.i.d.  depending  on  sever- 
ity of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 
20  lbs  of  body  weight  initially,  then  0.25  Gm/20  lbs 
b.i.d.  Maximum  dose  should  not  exceed  75  mg/ kg / 
24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole; 
Suspension,  0.5  Gm  sulfamethoxazole/teaspoonful. 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 


• Effective  against  susceptible  E.  coli, 
Klebsiella-Aerobacter,  Staph,  aureus, 
Proteus  mirabilis  and,  less  frequently, 
Proteus  vulgaris 


WIDE 

makes  sense 


Each  capsule  contains  50  mg. 
of  Dyrenium (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


>\ 

1 


For  long-term  control  of  hypertension5 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


* 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


* Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 


quentlv  — both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  Dyazide’  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
rpents  may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  ‘Dyazide’ 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation 


Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  ( >5.4  mEq/L)  has  been  reported  in 
4%  of  patients  under  60  years,  in  12ac  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  'Dyazide',  check  serum  potassium  fre- 


‘DYAZIDE’ 

Just  once  or  twice  daily  for  maintenance. 
Hydrocldorothiazide  to  help  keep 
Hood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 


FEATURES 


President's  Page 


As  I was  setting  out  to  write  this  Page, 
with  the  hope  of  making  a few  remarks 
about  rural  and  family  practice,  there 
appeared  in  the  August  issue  of  the  Journal 
a short  article  by  one  of  our  medical  students 
on  this  subject.  I am  reluctant  to  try  to  add 
anything  to  this  author’s  perceptive  remarks, 
but  perhaps  there  is  a bit  more  to  say  on  the 
subject. 

When  Robert  Louis  Stevenson  wrote, 
"There  are  men  and  classes  of  men  that 
stand  above  the  common  herd;  the  soldier, 
the  sailor,  and  the  shepherd  not  in- 
frequently; the  artist  rarely;  rarelier  still, 
the  clergyman,  the  physician  almost  as  a 
rule.  He  is  the  flower  (such  as  it  is)  of  our 
civilization;  and  when  that  stage  of  man  is 
done  with,  he  will  be  thought  to  have  shared 
as  little  as  any  in  the  defects  of  the  period, 
and  most  notably  in  the  virtues  of  the 
race,"  — surely  he  was  thinking  of  the  family 
physician.  There  is  no  branch  of  medicine 
more  demanding  than  this.  None  requires 
more  strength,  more  judgment,  a quicker 
response,  and,  indeed,  more  intelligence.  Mr. 
Kobayashi’s  comments  on  the  versatility  and 
capability  of  the  family  practitioner  says  all 
of  this  very  well.  There  exists  in  Nebraska  a 
political,  a social,  and  an  economic  climate 
highly  favorable  to  the  development  of  a 
strong  program  for  training  family  practi- 
tioners. I have  been  highly  impressed  with 
the  excellence  of  performance  of  today’s 
young  family  practitioners.  They  are  good 
physicians,  and  they  take  very  good  care  of 
their  patients.  They  do  many  things  that 
might  once  have  required  referral  to  a 
specialist,  especially  in  the  areas  of 
pediatrics  and  internal  medicine,  but  they  do 
not  hesitate  to  seek  help  when  they  need  it. 

As  some  of  you  many  know,  there  is 
another  "Health  Man-Power  Study”  being 
conducted  in  Nebraska.  Formulas  will  be 
applied,  questions  will  be  asked,  opinions  will 
be  recorded,  money  will  be  spent,  and  the 


study  will  probably  conclude  that  there  is  a 
shortage  and  a “mal-distribution”  of  phy- 
sicians in  Nebraska.  I sincerely  hope  that  in 
the  course  of  the  study  there  will  be  strong 
weight  given  to  information  from  two 
sources  — Nebraska  physicians  and  their 
patients.  What  are  the  needs  as  seen  from 
these  two  corners?  Surely,  those  of  us  who 
give  service  and  our  patients  who  receive  it 
are  best  qualified  to  comment  on  what  sort 
of  improvement  or  change  can  and  should  be 
made. 

What  I am  suggesting  is  that  we  must  say 
clearly  what  kind  of  physicians  we  need  for 
Nebraska  and  what  change  in  emphasis  or 
direction  must  be  made  at  the  training  level 
to  try  to  meet  the  needs  we  see.  I doubt  that 
Mr.  Kobayashi’s  experience  was  unique. 
Surely  there  are  many  medical  students  who 
could  have  written  the  same  article  or  could 
have  put  their  name  to  his  remarks  as  a 
reflection  of  their  own  experience  and 
attitudes.  We  must  discover  and  implement 
ways  to  continue  that  kind  of  experience 
after  a student  returns  to  his  medical  school 
base.  I believe  that  training  base  must 
require  a greater  involvement  with  more  of 
our  fine  family  practitioners,  and  an 
expanded  and  more  influential  department  of 
family  practice.  Perhaps  that  department 
should  become  a firm  cornerstone  on  which 
the  training  program  could  be  built. 

A good  number  of  years  ago  the  Dean  of 
the  College  of  Medicine  was  asked  what  he 
thought  the  mission  of  the  medical  school 
was.  His  answer  was  that  he  thought  his 
mission  was  to  train  good  family  doctors  for 
the  people  of  Nebraska.  Although  much 
medical  water  has  gone  under  the  bridge 
since  those  days,  I believe  the  mission  of  our 
medical  schools  remains  exactly  that  — to 
train  good  family  doctors  for  the  people  of 
Nebraska. 


Warren  Bosley,  M.D. 
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The  Letter  Box 


To  the  Editor: 

Here  are  some  dates  and  information  on 
continuing  education  programs  sponsored  by 
Creighton  University  School  of  Medicine: 

Sept.  3-7  CRITICAL  CARE  MEDICINE  - 

COURSE  FOR  PHYSICIANS. 
Creighton  Health  Center,  Omaha. 
Sponsored  by  Dept,  of  Surgery 
and  Nebraska  Regional  Medical 
Program.  Course  Coordinator:  A. 
J.  Carnazzo,  M.D.  Credit:  Ac- 
ceptable for  21  hours  prescribed 
credit  by  the  AAFP. 

Nov.  7-9  CONFERENCE  ON  HUMAN 

SEXUALITY.  Ahmanson  Law 
Center,  Creighton  University, 


Omaha.  Sponsored  by  Depart- 
ments of  Obstetrics  and  Gyne- 
cology, Psychiatry  and  Behavioral 
Sciences,  and  Family  Practice. 
Course  Coordinator:  Frederick 

M.  Gawecki,  M.D.  Credit:  AAFP 
applied  for. 

Dec.  12-13  ADOLESCENT  MEDICINE 

Creighton  Health  Center,  Omaha. 
Sponsored  by  Department  of 
Pediatrics. 

Thank  you. 

Sincerely, 

Hattie  DeLapp 
Coordinator  for 
Continuing  Education 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  - 
September  6 — McCook,  Elks  Lodge 
None  Scheduled  for  October. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Fall  Session,  October  2-4,  1975,  Ramada 
Inn,  Lincoln,  Nebraska 


61ST  ANNUAL  CLINICAL  CONGRESS  - 
Of  the  American  College  of  Surgeons:  Oct. 
13-17,  San  Francisco,  California.  The 
address  of  the  A.C.S.  is  55  East  Erie  St., 
Chicago,  Illinois  60611. 


LINCOLN  MEDICAL  EDUCATION 
FOUNDATION  AND  THE  GREAT 
PLAINS  ORGANIZATION  FOR  PERI- 
NATAL HEALTH  CARE  - Fall  Work- 
shop; Predicting  the  high  risk  pregnancy; 
Oct.  16  & 17,  1975;  St.  Elizabeth 

Community  Health  Center,  555  So.  70th 
St.,  Lincoln,  Nebraska.  All  physicians  and 
nurses  are  welcome;  fee:  $15.00.  AAFP 


& AMA  credits  have  been  applied  for, 
and  1.6  continuing  education  units  credits 
are  approved  for  nurses.  Write  to  J.  W. 
Upright,  Ed.D.,  Lincoln  Medical  Education 
Foundation,  600  S.  70th  St.,  Lincoln, 
Nebraska  68508.  Registration  begins  at 
noon,  Oct.  16. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 43rd  Annual  Postgraduate  Assembly, 
October  27,  28  and  29,  1975,  Omaha  Hilton 
Hotel,  Omaha,  Nebraska.  Write  to:  1040 
Medical  Arts  Building,  Omaha,  Nebraska 
68102. 

MID-STATE  NEBRASKA  MEDICAL 
MEETING  — Sponsored  by  the  Buffalo 
County  Medical  Society;  Nov.  12,  1975. 
This  is  a one-day  course  held  for  all 
practicing  physicians;  the  topic  this  year 
will  be  “Common  Pediatric  Problems.” 
Write  to:  Kenton  L.  Shaffer,  M.D., 

Director  of  Mid-State  Meeting,  Kearney 
Clinic,  211  West  33rd  St.,  Kearney, 
Nebraska. 
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AMERICAN  MEDICAL  ASSOCIATION  - 
29th  Clinical  Convention,  November  29  - 
December  4,  1975,  Honolulu,  Hawaii. 


COURSE  IN  NEUROTOLOGY  - March  22 
through  25,  1976.  The  Department  of 

Otolaryngology  of  the  Abraham  Lincoln 
School  of  Medicine  and  the  University  of 
Illinois  Hospital  Eye  and  Ear  Infirmary, 
University  of  Illinois  at  the  Medical 
Center,  will  conduct  a continuing  education 
course  in  Neurotology,  March  22  through 
25,  1976.  The  four  day  intensive  course 
will  offer  a didactic  and  practical  review  of 
clinical  neurotology  under  the  direction  of 
Nicholas  Torok,  M.D.  It  will  be  held  at  the 
Eye  and  Ear  Infirmary  and  will  include 
basic  vestibular  physiology  and  patho- 
physiology, commonly  used  testing  meth- 
ods applied  in  functional  examination  of 
the  vestibular  organ.  Various  forms  of 
caloric  testing  procedures  will  be  demon- 


strated using  nystagmography,  reading 
and  evaluation  of  the  test  results, 
particularly  the  nystagmogram,  and  cor- 
relation with  audiometric  and  neurologic 
findings,  final  neurotological  diagnosis, 
management  and  treatment.  Patients  will 
be  tested  by  participants  and  the  history, 
symptoms  and  test  results  will  be 
discussed  in  informal  conferences.  Enroll- 
ment is  limited  to  fifteen.  For  application 
forms  write  to  the  Department  of 
Otolaryngology,  1855  West  Taylor  Street, 
Chicago. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  2-5,  1976,  Kearney, 
Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  June  26  - July  1,  1976, 
Dallas,  Texas. 


Welcome  New  Members 


John  R.  Feagler,  M.D. 

210  The  Doctors  Building 
Omaha,  Nebraska  68131 

Ronald  R.  Maly,  M.D. 

Crofton,  Nebraska  68730 

Yoshio  G.  Miyazaki,  M.D. 

Department  of  Pediatrics 
University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 


Richard  J.  Petersen,  M.D. 

Radiology  Department 
Bishop  Clarkson  Memorial  Hospital 
44th  and  Dewey  Avenue 
Omaha,  Nebraska  68105 
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Down  Memory 

1.  Indiscriminate  giving  of  cathartics  to 
children  with  abdominal  complaints  is  often 
dangerous. 

2.  An  attempt  must  be  made  in  all  cases 
of  fracture  to  reduce  it  by  hand,  by 
manipulation.  The  reduction  must  be 
complete  because  at  the  present  date  the 
patient,  who  was  once  satisfied  with  a good 
functional  result,  now  demands  a “cabinet 
makers  fit.”  The  Roentgenogram  makes  this 
imperative. 

3.  Medicine  starts  with  the  general  man. 
This  general  man  should  be  well  trained. 

4.  It  is  claimed  that  there  is  no  fee 
splitting  in  Scotland  and  it  is  said  rather 
softly  that  it  is  a bit  different  in  England. 

5.  On  and  after  September  first,  1925, 
the  business  office  of  the  Nebraska  State 
Medical  Journal  and  the  office  of  the 
secretary  of  the  Nebraska  State  Medical 
Association  will  be  found  in  the  McKinley 
Building,  Lincoln,  Nebraska. 


Lane 


6.  The  “Monkey  Trial”  at  Dayton, 
Tennessee,  has  produced  a veritable  flood  of 
nonsense  about  evolution. 

7.  However  great  the  divergence  of 
opinion  on  the  merits  of  group  practice  all 
will  agree  that  the  group  cannot  replace  the 
family  doctor  in  the  home;  that  a successful 
group  must  be  made  up  of  men  of  highly 
specialized  skill  dominated  and  directed  by  a 
genius  in  leadership;  that  the  same  qualities 
which  qualify  the  individual  member  of  the 
profession  in  the  art  and  science  of  medical 
practice  must  apply  to  group  practice. 

8.  Omaha  has  19  hospitals  with  a total  of 
2,000  beds,  three-fourths  of  which  are 
occupied  daily. 

9.  I think  there  is  too  must  distinction 
made  in  our  society  meetings  between  the 
so-called  country  and  city  physician. 

10.  Entirely  too  much  sympathy  is  wasted 
on  condemned  murderers. 

Nebraska  State  Medical  Journal 
September,  1925. 
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The  Auxiliary 

Annual  Report  to  the  House  of  Delegates 
of  the  Nebraska  Medical  Association 
from  the  Medical  Auxiliary; 

April  30,  1975 

Mr.  Speaker,  Dr.  Dunlap,  Dr.  Bosely, 
Member  of  the  House  of  Delegates  and 
Guests. 

It  is  my  pleasure  and  honor  as  president  of 
the  Woman’s  Auxiliary  to  the  Nebraska 
Medical  Association  to  report  to  you  on  this 
Fiftieth  Anniversary  of  our  organization. 

“Building  For  the  Future  on  our  Heritage 
of  the  Past”  was  the  theme  I chose  for  the 
year.  Yesterday  at  the  Lincoln  Country  Club 
we  had  our  Golden  Anniversary  Luncheon. 
Fifty  years  ago  this  coming  May  13th,  the 
first  annual  luncheon  was  held  at  the  very 
same  place.  An  invitation  had  been  extended 
in  the  April,  1925  Nebraska  State  Journal 
and  a number  of  doctors’  wives  gathered  to 
discuss  the  formation  of  an  auxiliary  to  the 
State  Medical  Association.  Mrs.  Harry 
Flansburg,  one  of  the  Founders,  of  Lincoln 
and  Mrs.  A.  A.  Conrad  of  Crete,  who  were 
our  guests  yesterday,  had  been  at  the 
luncheon  in  1925. 

So,  you  see  this  has  been  a special  year  for 
the  auxiliary.  When  I was  installed  a year 
ago  I expressed  the  hope  that  we  might 
establish  a living  memorial  to  our  Founders. 
The  Health  Gallery  proposed  about  six  years 
ago  seemed  a logical  project.  There  is  a 
space  in  Morrill  Hall  reserved  for  this 
purpose  but  time  is  running  out.  They  are 
crowded  and  are  eyeing  this  space  for  other 
uses.  Museum  personnel  are  very  interested 
in  the  Health  Gallery  Project  and  know  the 
value  of  such  exhibits  in  teaching  Health 
Education  to  young  and  old.  The  faculty  of 
the  Health  Education  Department  have 
dreamed  of  such  a Gallery  and  have  been  of 
invaluable  help  to  us  in  developing  plans  for 
this  project.  University  Administrators  when 
approached  by  a committee  of  our  auxiliary 
ladies  were  impressed  with  the  idea  and 
arranged  for  a meeting  with  the  University 
Foundation.  A fund  raising  plan  is  being 
drawn-up  and  some  funds  are  available  for 


launching  a campaign.  There  has  been  a 
growing  interest  in  this  project  in  the 
auxiliaries  across  the  state. 

It  is  an  ambitious  undertaking  but 
enthusiasm  is  high.  Mrs.  Y.  Scott  Moore  is 
setting  up  her  plans  for  the  year  and  hopes 
to  see  some  tangible  results  for  a Health 
Gallery.  Of  course,  my  plea  today  is  for 
support  and  cooperation  from  the  doctors. 
Do  we  have  your  approval  and  total 
commitment?  Is  this  “The  Impossible 
Dream?” 

For  the  second  year  we  conducted  three 
Area  Workshops  in  the  state.  These  followed 
the  North  Central  Regional  Workshop 
attended  by  our  program  chairmen.  The 
three,  day-long  sessions  do  seem  to  be  the 
most  effective  and  constructive  way  for 
State  and  County  officers  and  membership  to 
share  and  exchange  ideas.  We  felt  rewarded 
for  our  efforts  — attendance  was  better  than 
last  year  and  increased  interest  was 
apparent. 

At  the  National  Convention  in  June  the 
National  Auxiliary  will  be  proposing  a new 
structure.  The  reason  is  simple  — “it  is  too 
expensive  to  function  as  they  have  been.”  It 
will  be  an  effort  to  make  the  County 
Auxiliary  a creative  force.  Successful  ideas 
will  be  collected  in  a Project  Bank  from 
which  ideas  can  be  borrowed  or  shared.  This 
Fall  instead  of  having  Regional  Workshops 
for  State  Program  Chairmen,  two  county 
presidents-elect  from  each  state  will  join  the 
National  Conference  for  State  Presidents  and 
Presidents-elect  which  will  have  been  in 
session  for  two  days. 

Our  State  auxiliaries  have  been  involved  in 
many  areas  of  activity.  Two  adopted  the 
Talking  Books  Project  which  was  demon- 
strated by  regional  librarians  at  our 
Workshops.  The  “Gems”  or  baby-sitting 
course  is  still  popular.  Doctor’s  wives  as 
individuals  across  the  state  are  active  in 
many  health-related  activities;  AMA-ERF 
and  NMF  contributions  may  be  down  but  the 
auxiliaries  do  work  hard  to  support  these 
funds.  Our  membership  is  up  slightly  and  we 
are  eligible  to  send  a third  delegate  plus  the 
presidential  delegate  to  the  National  Con- 
vention. A morning  spent  in  the  Legislature 
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was  well  attended  by  our  members. 
Following  this  visit,  three  senators  from  the 
Public  Health  and  Welfare  Committee  and 
Ken  Neff  had  lunch  with  us  and  discussed 
the  pros  and  cons  of  pending  health-related 
bills. 

I feel  our  enlarged  Newsletter  is 
establishing  a better  communication  with  our 
membership. 


In  Memoriam 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

DR.  OTTO  E.  KAARMA 

Doctor  Otto  E.  Kaarma  died  on  June  17, 
1975  at  the  age  of  seventy.  He  was  born  in 
Estonia  on  January  12,  1905. 

He  graduated  from  the  University  of 
Tartu,  Estonia  in  1929.  He  practiced  at  the 
Lincoln  Regional  Center  for  approximately 
twenty-five  years. 

He  is  survived  by  his  wife,  Salme;  sons, 
Erik,  at  home  and  Eero  of  Minneapolis, 
Minnesota;  and  a sister,  Mrs.  Leida 
Kalamees  of  Estonia. 


DR.  EDWIN  J.  LOEFFEL 

Doctor  Edwin  J.  Loeffel  was  born  in 
Lincoln  on  June  28,  1923.  He  died  on  June  1, 
1975  at  the  age  of  fifty-one. 

Doctor  Loeffel  graduated  from  the 
University  of  Nebraska  College  of  Medicine 
in  1947.  He  initiated  his  practice  in  Mitchell 
in  1948  and  has  continued  in  that  community 
until  his  death.  He  served  in  the  U.  S.  Army 


The  support  given  us  by  the  Nebraska 
Medical  Association  is  truly  appreciated.  I 
also  wish  to  thank  your  office  staff,  Ken 
Neff,  Bill  Shellpeper,  Susan  and  Pam  for 
their  willing  and  able  assistance. 

The  auxiliary  will  be  in  good  hands  as  Mrs. 
Y.  Scott  Moore  leads  us  into  our  second  half 
century  of  service. 

Mrs.  Kenneth  T.  McGinniss 


Medical  Corp  from  September,  1951  until 
May,  1953. 

Doctor  Loeffel  was  a Delegate  to  the 
Nebraska  Medical  Association. 

Survivors  include  his  wife,  Jean  of 
Mitchell;  two  sons,  Doctor  Edwin  Jr.  of 
Denver  and  James  of  Mitchell;  two 
daughters,  Mrs.  Jane  Landen  of  Carrboro, 
North  Carolina  and  Susan  of  Mitchell;  his 
mother,  Mrs.  William  J.  Loeffel  of  Lincoln; 
two  brothers,  William  of  Chicago,  Illinois  and 
Frank  of  Minneapolis,  Minnesota  and  two 
grandchildren. 


DR.  RONALD  NELSON 

Doctor  Ronald  Nelson  was  born  in  North 
Platte  on  November  26,  1938.  He  died  on 
May  19,  1975  at  the  age  of  thirty-six. 

He  graduated  from  Hastings  College  in 
1961  and  the  University  of  Nebraska  College 
of  Medicine  in  1964.  He  had  practiced 
medicine  in  Scottsbluff  since  1966. 

He  is  survived  by  his  widow,  Gretchen;  his 
daughter,  Elizabeth;  his  parents,  Mr.  and 
Mrs.  Leslie  Nelson  of  North  Platte;  and  two 
brothers,  Lowell  of  North  Platte  and  Robert 
of  New  Port,  Minnesota. 
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Between  Cases 

The  Fine  Art  Of  Diagnosis. 

Diagnosis:  undiagnosed  disease  of  the 

right  knee. 

Quote  Unquote  [a]. 

After  enough  time  has  passed,  all 
memories  are  beautiful. 

Strindberg. 

What  Does  It  Mean? 

Glucose:  sweet. 

O To  Be  In  England. 

Turf  accountant;  racetract  bookie. 

Swill  solicitor:  garbage  collector. 

Lint:  a surgical  dressing. 

Fanny:  the  vulva? 

Blower:  telephone. 

They’re  The  Same. 

Sternutation:  sneeze. 

Kala-azar:  black  fever. 

Ephelis:  freckle. 

Words  We  Can  Do  Without. 

Abrogate,  ambulatorium,  paradigm,  cate- 
gorically, deaccession,  desiderata. 

Things  I’m  Tired  Of. 

Articles  about  acupuncture  written  by 
people  who  know  nothing  about  it. 

TV  announcers  with  foreign  accents. 
Putting  words  on  a screen  and  then 
reading  them  aloud  at  a meeting. 

Quote  Unquote  [b]. 

I’m  not  envious;  I just  wish  I had  your 
luck. 

Anon. 


How  Did  It  Start? 

The  question  mark  was  derived  from  the 
Latin  quaestio,  which  means  question;  it 
was  originally  a Q above  an  o. 

A Sign  For  A Pharmacy. 

We  dispense  with  accuracy. 

Department  Of  Old  Words. 

Thrypsis:  comminuted  fracture. 

The  Doctor. 

You  see,  when  we’re  ill  a doctor  is  like  a 
ferry-man:  we  need  him  for  an  hour 
and  after  that  we  forget  he  exists. 

Alexander  Solzhenitsyn:  Cancer  Ward; 
said  by  Kostoglotov. 

Words  We  Can  Do  Without. 

Practice.  The  doctor  is  always  practicing, 
which  sounds  as  though  he  hasn’t 
finished  his  training. 

Malpractice.  Liability  insurance  is  better. 

Section  On  Statistics. 

Approximately  500,000  herniorrhaphies  are 
performed  in  North  America  each  year. 

Quote  Unquote  [c] . 

Suspicion  is  the  companion  of  mean  souls, 
and  the  bane  of  all  good  society. 

Thomas  Paine. 

1974  In  The  U.S. 

3,100  people  drowned. 

55.600  were  killed  in  motor-vehicle 
accidents. 

17.600  died  from  falling. 

6,300  deaths  were  caused  by  fire. 

— F.C. 
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Rural  health  manpower  hearings. 

Health  manpower  for  rural  areas  was  the 
subject  of  a one  day  hearing  in  the  Senate 
Health  Subcommittee  this  week.  The  Sub- 
committee considered  the  recently  passed 
HR  5546  together  with  major  Senate  bills. 
Conspicuously  absent  was  Senator  Beall’s 
(R-Md.)  S 1357  which  was  adopted  as  a floor 
amendment  last  year  in  a surprising  rebuff 
to  the  Subcommittee. 

In  opening  the  hearing,  Senator  Kennedy 
(D-Mass.),  stressed  the  shortage  of  doctors 
throughout  the  country.  “The  shortage  of 
doctors  in  rural  areas  is  now  severe,”  he 
said.  “Studies  indicate  that  the  shortage  now 
exceeds  20,000.  And  as  many  of  today’s  rural 
doctors  retire  over  the  next  decade,  this 
20,000  shortage  will  swell  to  more  than 
30,000.”  According  to  Senator  Kennedy,  the 
American  health  care  system  “allows  young 
doctors  to  go  where  they  will  and  do  what 
they  want.  And  regardless  of  where  or  what, 
an  income  of  more  than  $50,000  a year  is 
available.  Not  surprisingly  doctors  have 
clustered  in  our  most  attractive  surburban 
areas.  In  certain  suburban  areas,  the 
physician  population  ratio  exceeds  5 per 
1000.  That’s  one  doctor  for  every  200 
people.”  He  was  also  critical  of  the  existing 
federal  programs  designed  to  alleviate  the 
doctor  shortage,  and  he  also  criticized  HR 
5546  the  recently  passed  House  bill. 

Health  revenue  sharing  aet 
adopted  over  veto. 

The  House  and  Senate  by  large  margins 
overrode  President  Ford’s  veto  of  S 66,  The 
Health  Revenue  Sharing  and  Nurse  Training 
Act.  The  measure,  which  is  now  PL  94-63, 
authorizes  the  appropriation  of  over  $2 
billion  over  three  years  for  grants  to  states 
for  a wide  range  of  health  services  such  as 
community  health  centers,  migrant  health 
and  rodent  control.  The  bill  also  establishes 
an  extensive  program  of  aid  to  schools  and 
students  of  nursing.  The  new  law  is  virtually 
identical  to  legislation  vetoed  by  President 
Ford  at  the  conclusion  of  the  93rd  Congress, 
and  it  represents  the  first  major  setback 
experienced  by  the  President  with  respect  to 
vetoed  legislation. 


Survival  in  Hodgkin  Disease  — D.  K.  Korst 

et  al  (1300  Univ  Ave,  Madison,  WI  53706) 

Arch  Intern  Med  134:1043-1046  (Dec)  1974. 

A retrospective  study  of  250  patients  with 
Hodgkin  disease  was  done  to  compare  39 
survivors  of  ten  years  to  26  survivors  of  less 
than  three  years  from  time  of  diagnosis. 
Important  factors  between  survivors  of 
Hodgkin  disease  of  less  than  three  years  and 
those  of  more  than  ten  years  are  fever, 
weakness,  cough,  dyspnea,  anorexia,  exten- 
sive axillary  or  inguinal  nodes,  mediastinal 
involvement,  performance  status  less  than 
90%  , stage  of  disease  at  diagnosis  (stage  I or 
II),  and  favorable  histologic  findings  (lymph- 
ocyte predominance  or  nodular  sclerosing). 
Other  factors  are  of  less  or  little  importance. 
The  predominance  of  long-term  survivors 
whose  disease  was  diagnosed  up  to  1961 
were  in  stage  I or  II  by  retrospective 
analysis.  Long  periods  of  remission  between 
treatments  correlated  with  long  survival. 


Esophageal  Stricture  Associated  With  Naso- 
gastric Intubation  — W.  J.  Banfield  and  A. 
L.  Hurwitz  (San  Francisco  General  Hosp, 
San  Francisco  94110)  Arch  Intern  Med 
134:1083-1086  (Dec)  1974. 

Nasogastric  intubation  has  been  implicated 
as  a cause  of  benign  esophageal  stricture.  To 
evaluate  this  association,  a retrospective 
nine-year  analysis  was  made  of  200  patients 
with  benign  and  malignant  esophageal 
obstruction.  Only  three  cases  were  found  in 
which  it  appeared  likely  that  esophageal 
stricture  was  causally  related  to  nasogastric 
intubation.  Esophageal  stricture  due  to 
gastric  intubation,  a lesion  of  considerable 
morbidity,  is  rare,  possibly  because  a 
nasogastric  tube  may  not  permanently  harm 
an  otherwise  normal  esophagus.  Also, 
tube-induced  strictures  may  form  only  in  the 
presence  of  other  adverse  host  factors. 
Preventive  measures  include  elevation  of  the 
head  of  the  patient’s  bed,  positioning  the 
tubes  for  feeding  or  antacid  administration 
above  the  cardioesophageal  junction  in  alert 
patients  in  whom  the  danger  of  aspiration  is 
minimal,  and  administration  of  antacids 
through  the  tube. 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients. avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur.  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of:  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  is  adequate  Discontinue  in  the  absence 
of  a favorable  response  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias, 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion; thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug; 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings  Age.  weight,  dosage,  duration  of  ther- 
apy. existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  is  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty  discontinue  drug 
Precautions:  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient's weight  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car.  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome.  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98- 146-070- J (10/71) 

For  complete  details,  including  dosage,  please 
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Books 


Review  of  physiological  chemistry;  by  Harold  A. 
Harper,  Ph.D.;  570  pages;  limp  cover  $10.00;  published 
1975  by  Lange  Medical  Publications,  Los  Altos, 
California. 

The  book  is  in  its  15th  edition;  it  first  appeared  in 
1939,  and  a new  edition  is  now  printed  every  two  years. 
The  author  is  Professor  of  Biochemistry  at  the 
University  of  California  School  of  Medicine,  and 
Biochemist  Consultant  to  the  Clinical  Investigation 
Center,  Naval  Regional  Medical  Center,  Oakland, 
California.  The  Review  has  been  published  in  six  other 
languages. 

There  are  22  chapters,  an  appendix,  and  a good 
index.  Review  is  a modest  title  for  a large  book.  It  is 
well  written,  easy  to  read;  it  is  studded  with  figures 
and  well  supplied  with  references.  The  appendix 
contains  a section  on  general  and  physical  chemistry, 
and  another  on  organic  chemistry. 

It  is  recommended. 

— F.C. 


Overload;  by  Leopold  Beliak,  M.D.;  223  pages; 
hardcover  $9.95;  published  1975  by  Human  Sciences 


I Remember 


MY  LAST  AMBULANCE  CALL 

Riding  ambulance  was  a part  of  my 
internship  I did  not  like,  but  it  is  one  I like 
to  look  back  on  now.  I made  969  calls;  a 
fellow -intern  counted  them;  and  by  chance,  I 
had  the  most.  I do  not  remember  my  first  call 
vividly,  but  I remember  my  last  one  very  well. 

It  was  out  of  our  district,  and  it  was  a sick 
in  the  street  call,  which  meant  that  they 
wanted  an  ambulance  right  away,  and  could 
not  wait  for  the  nearest  one.  I was  making 
the  call  with  another  intern;  it  was  his  first. 

We  found  the  patient  upstairs,  lying  on  a 
couch,  in  what  was  euphemistically  called  an 
athletic  club.  The  room  was  dark,  a friend 
was  with  him,  and  they  asked  me  to  look  at 
something  on  his  abdominal  wall  and  to  dress 
it  so  he  could  go  home.  It  was  one  of  my 
better  days.  I saw  a small  fleck  of  tissue  on 
the  skin,  about  an  eighth  of  an  inch  across, 


Press,  subsidiary  of  Behavioral  Publications,  New  York. 

Dr.  Beliak  is  Clinical  Professor  of  Psychiatry  at 
Albert  Einstein  College  of  Medicine,  and  is  the  author 
of  more  than  20  books  and  a hundred  articles. 
Overload  is  called  the  new  human  condition;  and  the 
book  is  about  crisis  intervention  in  individuals  and 
adaptive  ability  in  schizophrenic,  neurotic,  and  normal 
people.  The  concept  of  overload  is  excessive  stimuli 
which  bombard  people  and  society. 

The  text  is  divided  into  16  chapters,  dealing  with 
such  things  as  shifting  values,  emotional  anchors, 
dropping  out,  education,  leadership,  and  suggestions  for 
the  formation  of  a stable  society. 

The  type  is  good,  and  there  is  an  index. 

-F.C. 


Please  don’t  say  hello;  by  Phyllis  Gold;  47  pages, 
hard  cover  $6.95;  published  1975  by  Human  Sciences 
Press,  a subsidiary  of  Behavioral  Publications,  New 
York. 

The  author  is  founding  President  of  the  Metropolitan 
New  York  Chapters  of  the  National  Society  for  Autistic 
Children,  and  that  is  what  this  book  is  all  about.  She  is 
also  the  mother  of  an  autistic  child. 

This  is  a story  of  a family  in  a new  neighborhood,  and 
particularly  of  their  disturbed  young  son.  It  is  told  well, 
it  is  larded  with  pictures;  it  is  the  tale  of  escape  from 
the  boy’s  autistic  shell. 

I read  the  whole  story:  it  is  beautiful. 

-F.C. 


and  I knew  what  it  was.  It  was  shiny,  and 
when  I tugged  at  it  with  a sterile  dressing, 
with  the  most  minuscule  of  tugs,  it  gave. 
That  is,  I had  the  feeling  that  it  would  keep 
coming  as  long  as  I cared  to  pull. 

I said  it  was  omentum,  I told  him  he  had 
been  stabbed,  I said  we  would  bring  him  in 
and  probably  operate,  and  called  for  the 
police.  The  patient  and  his  friend  denied  it 
over  and  over  again,  but  I was  right. 

He  had  been  stabbed;  then  he  crawled 
across  a busy  street,  and  somehow  got  to  the 
club  and  found  his  friend.  He  did  not  want  the 
police,  but  he  knew  he  needed  a doctor,  so 
they  decided  to  call  the  ambulance  and  have 
the  wound  dressed. 

I can  still  see  the  omentum.  I could  not  see 
the  wound  edges,  but  there  is  no  mistaking 
omentum.  And  I never  made  another 
ambulance  call. 

-F.C. 
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Medicinews 

Extended  care  & 
after-hospital  coverage. 

Regulations  authorizing  advance  approval 
of  Medicare’s  extended  care  and  post-hospital 
home  health  coverage  for  people  with  certain 
medical  conditions  were  proposed  by  HEW 
Secretary  Caspar  W.  Weinberger. 

The  regulations  identify  specific  medical 
conditions  and  the  minimum  number  of 
extended  care  days  in  a skilled  nursing 
facility  or  visits  from  a home  health  agency 
that  would  be  presumed  to  be  covered  by 
Part  A of  Medicare  in  advance  of  actual 
treatment.  The  medical  conditions  listed  in 
the  proposed  regulations  have  been  identi- 
fied as  ones  that  generally  require  post- 
hospital extended  care  or  home  health 
services.  The  list  will  be  revised  periodically 
to  include  additional  medical  conditions. 

Beneficiaries  with  medical  conditions  which 
are  not  listed  in  the  regulations  are  still 
eligible  for  payment  if  they  need  covered 
care,  but  not  under  the  advance  approval 
provisions. 

Eligibility  for  advance  approval  of  post- 
hospital coverage  would  be  dependent  upon  a 
physician’s  certification  and  plan  of  treat- 
ment for  a medical  condition  specified  in  the 
regulations.  A beneficiary  would  not  be 
limited  to  the  specified  period  of  advance 
approval  coverage  if  his  or  her  medical 
condition  would  warrant  payment  for  medical 
care  beyond  the  specified  period. 

The  Secretary  also  pointed  out  that  the 
regulations  authorize  him  to  refuse  to  accept 
a physician’s  certifications  for  advance 
approval  coverage  if  the  physician  is  found  to 
have  been  submitting  erroneous  certifica- 
tions or  inappropriate  plans  of  treatment 
under  the  advance  approval  provision.  The 
physician  would  be  given  an  opportunity  to 
review  the  basis  for  the  Secretary’s 
determination  and  present  pertinent  in- 
formation. 

The  regulations  also  provide  for  disclosure 
of  physicians’  names  whose  certifications  for 
advance  approval  coverage  have  been  found 


to  be  frequently  unacceptable.  A physician’s 
certifications  can  be  accepted  once  again  for 
advance  approval  coverage  when  the 
Secretary  finds  that  they  have  become 
reliable. 

The  advance  approval  of  coverage  pro- 
visions are  intended  to  protect  Medicare 
beneficiaries  from  retroactive  denials  of 
claims  for  reimbursement.  These  denials  can 
occur  at  times  when  the  level  of  care 
required  for  post-hospital  extended  care  or 
home  health  coverage  is  not  determined  until 
after  the  services  are  furnished. 

National  Health  Insurance 
panel  hearings  begin. 

On  July  10,  the  Subcommittee  on  Health  of 
the  House  Ways  and  Means  Committee 
began  consideration  of  general  issues  in 
National  Health  Insurance.  The  first  of  a 
series  of  panels  discussed  the  broad  outline 
of  health  care  in  the  United  States  and 
selected  issues  which  would  be  addressed  in 
national  health  insurance  legislation. 

John  G.  Freyman,  M.D.,  President  of  the 
National  Fund  for  Medical  Education 
characterized  the  health  care  system  today 
as  a “monstrosity.”  Dr.  Freyman  reviewed 
the  history  of  medical  care  delivery  in  the 
United  States  and  suggested  the  need  for 
increased  flexibility,  experimentation,  and 
innovation.  He  concluded  that  “diseases 
today  are  of  emotional,  environmental,  and 
genetic  origin”  and  that  “national  health 
insurance  as  it  exists  in  other  countries 
makes  the  evolution  of  medicine  slower.” 
Accordingly,  he  recommended  against  any 
single  piece  of  national  health  insurance 
legislation  stating  “we  must  construct  a 
health  insurance  system  which  will  remove 
economic  barriers  to  health  care  to  everyone 
but  will  not  stifle  the  innovation  in  health 
care  delivery.” 

Uwe  Reinhardt,  Professor  of  Economics, 
Princeton  University,  called  for  an  NHI 
system  that  would  adjust  itself  to  the 
problems  of  protecting  the  public  against  the 
catastrophic  costs  involved  in  medical  care 
and  redistribute  the  delivery  of  health  care. 
He  advised  the  Congress  not  to  allow  the 
public  sector  to  change  or  control  the 
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delivery  of  health  care  in  a national  health 
insurance  system. 

E.  L.  Wynder,  M.D.,  President,  represent- 
ing the  American  Health  Foundation, 
stressed  the  need  for  a concentration  of 
federal  effort  in  the  area  of  health 
prevention  in  any  national  health  insurance 
proposal.  Included  in  such  preventive  care 
should  be  to  Dr.  Wynder,  ambulatory  care, 
increased  use  of  the  allied  health  professions, 
a change  of  life  style  in  America  to  eliminate 
or  decrease  health  hazards  such  as  smoking, 
improper  diet  and  dangerous  driving  habits. 
While  emphasizing  the  cost  effectiveness  of 
preventive  medicine,  Dr.  Wynder  suggested 
that  a national  health  insurance  bill  should 
involve  all  segments  of  the  public  in  drafting 
a national  health  insurance  proposal. 


HMO. 

Proposed  regulations  establishing  principles 
of  reimbursement  for  health  maintenance 
organizations  (HMO)  receiving  Medicare 
payment  on  an  incentive  basis  have  been 
published. 

James  B.  Cardwell,  Commissioner  of  Social 
Security,  said  the  regulations  implement 
provisions  of  the  1972  amendments.  HMO’s 
that  qualify  to  participate  in  Medicare  on  an 
incentive  basis  may  share  in  whatever 
savings  may  accrue,  up  to  prescribed  limits. 
The  mechanism  for  determining  whether 
such  an  HMO  has  incurred  a savings  or  a 
loss  is  described  in  the  regulations. 

HMOs  that  qualify  as  “mature”  and  meet 
certain  requirements  in  terms  of  services 
offered  and  enrollment  size  can  elect  to  be 
reimbursed  on  an  incentive  basis,  rather 
than  a reasonable  cost  basis.  Separate 
regulations  for  HMOs  receiving  reasonable 
cost  reimbursement  were  also  published. 

Under  the  regulations  published  recently, 
an  incentive-basis  HMOs  actual  costs  will  be 
measured  against  an  “adjusted  average  per 
capita  cost”  which  represents  the  cost  of 
providing  the  same  services  outside  the 
HMO  to  a similar  beneficiary  population. 

Those  HMOs  whose  costs  are  less  than  the 
adjusted  average  cost  will  share  the  savings 


with  the  government  equally  up  to  20 
percent  of  the  adjusted  average  cost. 
Savings  above  20  percent  of  the  adjusted 
average  cost  go  to  the  government. 

Those  HMOs  whose  costs  are  more  than 
the  adjusted  average  cost  are  required  to 
absorb  the  difference.  Such  losses  may  be 
offset  against  future  savings,  under  the 
regulations. 

Medical  manpower  bill 
passes  House. 

The  House  has  adopted  HR  5546,  the 
Health  Manpower  Act  of  1975.  The  most 
controversial  issues  in  the  legislation 
involved  a proposal  to  establish  a regimen 
for  the  control  of  residency  positions  as  well 
as  a “forced  loan”  proposal  under  which 
medical  students  would  be  required  to  pay 
the  federal  government  for  funds  which  were 
originally  paid  to  the  medical  schools  that 
the  students  attended. 

These  proposals  were  vigorously  opposed 
by  the  AMA  and  other  spokesmen  for  the 
health  care  sector.  An  amendment  to  the  bill 
offered  on  the  floor  of  the  House  by  Rep. 
Broyhill  (R-NC)  to  strike  the  federal  control 
of  residency  provisions  was  adopted  by  a 
large  majority.  Rep.  Broyhill  asserted  that 
the  proposal  “would  . . . set  up  a new 
bureaucracy”  to  set  numerical  limits  on 
medical  residencies  around  the  country.  Such 
an  undertaking  “is  just  an  impossible  job  to 
do.”  Rep.  Broyhill  was  supported  in  his  effort 
by  Rep.  Tim  Lee  Carter,  M.D.,  who  noted 
the  controls  were  supported  by  HEW  or  the 
medical  profession. 

The  capitation  funding  payback  provision 
was  substantially  modified  by  the  manager  of 
the  bill  in  an  apparent  effort  to  gain  floor 
support  for  the  concept  of  mandated  service. 
Rep.  Rogers  (D-Fla.),  Chairman  of  the  House 
Subcommittee  on  Public  Health  and  En- 
vironment, in  managing  the  bill  had  the 
opportunity  to  introduce  committee  amend- 
ments prior  to  floor  debate.  These  amend- 
ments substantially  diluted  the  “forced  loan” 
concept  as  originally  conceived.  Three  major 
amendments  were  adopted,  present  medical 
students  would  have  no  obligation  to  repay 
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any  capitation  funding,  payback  would  not 
commence  until  three  years  after  the 
completion  of  residency  training  . . . and 
military  service  would  qualify  as  a loan 
forgiveness  service.  Votes  were  taken  upon 
the  committee  amendments  moderating  the 
bill  so  that  no  record  vote  was  taken  upon 
the  capitation  funding  proposal  per  se.  Rep. 
Satterfield  (D-Va)  led  the  opposition  to  the 
"forced  loan”  program.  Rep.  Satterfield 
opposed  the  provision  on  the  grounds  that 
the  cash  repayment  or  mandatory  service 


would  occur  when  the  individual  could  least 
afford  the  obligation  — “when  he  is  faced 
with  repaying  loans  made  to  provide  for  his 
education,  the  cost  of  setting  up  an  office, 
paying  for  malpractice  insurance,  and 
perhaps  supporting  a family.” 

The  $1.76  billion,  three-year  measure  has 
been  forwarded  to  the  Senate  Committee  on 
Labor  and  Public  Welfare,  but  hearings  have 
not  been  scheduled.  Numerous  manpower 
bills  are  pending  in  the  Senate. 


Was  hingtoNo  tes 


Low-cost  drills  for  M&M. 

The  AMA  has  filed  a lawsuit  to  block  the 
implementation  of  new  federal  drug  regula- 
tions that  would  pressure  physicians  to 
prescribe  low-cost  drugs  for  Medicare  and 
Medicaid  patients. 

The  Maximum  Allowable  Cost  (MAC) 
regulations  were  approved  in  final  form  by 
Health,  Education  and  Welfare  Secretary 
Caspar  Weinberger  a few  days  before  he  left 
office. 

Within  24  hours  AMA  filed  suit  in 
Northern  Illinois  District  Court  contending 
the  program  is  the  epitome  in  regulatory 
control  — “an  impossible  labyrinth  of  drug 
regulations  without  assuring  a favorable 
cost-benefit  ratio.” 

The  AMA  contends  the  constitutional 
rights  of  both  patients  and  physicians  would 
be  violated  and  that  the  program  would 
produce  adversary  relationships  among 
patients,  physicians,  and  pharmacists. 

The  disputed  regulations  would  require 
pharmacists  filling  prescriptions  for  Medi- 
care-Medicaid patients,  primarily  Medicaid, 
to  be  reimbursed  on  the  basis  of  the  lowest 
cost  at  which  the  product  is  generally 
available  to  providers.  A higher-priced  drug 
reimbursement  would  be  allowed  only  if  the 
physician  signs  that  it  is  “medically 
necessary."  The  purpose  is  to  stimulate 
purchase  of  generic  drugs  and  discourage 


purchase  of  brand  names  that  carry  higher 
costs. 

At  an  HEW  news  conference,  officials 
predicted  most  physicians  would  go  along 
with  the  program,  estimating  that  one  half  of 
one  percent  would  use  the  “medically 
necessary”  route  for  brand  names  that 
exceed  the  MAC. 

Weinberger  estimated  the  MAC  program 
would  save  federal  and  state  governments  60 
to  $75  million  a year. 

In  addition  to  the  control  program,  HEW 
will  send  all  physicians  a list  of  most 
frequently  prescribed  drugs  along  with  the 
prices  community  pharmacies  pay  for  them. 

HEW  officials  speculated  that  state  health 
agencies  might  take  a look  at  physicians  who 
write  out  the  “medically  necessary”  pre- 
scription message  for  all  their  Medicaid 
patients.  The  possible  penalty  by  the  state,  if 
it  wishes,  would  be  ouster  from  Medicaid 
participation,  according  to  the  HEW  officials. 

Before  a Maximum  Allowable  Cost  can  be 
established  for  drugs,  the  Food  and  Drug 
Administration  must  first  indicate  that  there 
are  no  bioequivalence  problems  among  its 
several  brands. 

The  reimbursement  that  a pharmacist 
receives  for  drugs  he  provides  Medicare  and 
Medicaid  patients  will  be  based  on  an 
estimate  of  his  cost  of  buying  the  drug  plus  a 
dispensing  fee,  or  on  his  usual  charge  to  the 
general  public,  whichever  is  the  smaller. 
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Aid  to  medical  schools. 

A health  manpower  bill  costing  $1.7  billion 
to  aid  medical  and  other  health  schools  has 
been  approved  by  the  House  of  Representa- 
tives. 

The  measure  was  stripped  on  the  House 
floor  of  a provision  that  would  have 
regulated  residency  assignments  and  ration 
them  by  specialty.  However,  a controversial 
“payback”  provision  for  medical  students  did 
survive  the  floor  fight,  though  it  was 
watered  down. 

Though  the  payback  plan  was  retained  in 
the  bill,  it  was  changed  on  the  floor  to 
include  a “grandfather”  clause  exempting  all 
current  students,  and  to  allow  them  a total 
of  three  years  (instead  of  11  months)  to 
begin  their  payback,  either  in  cash  or  in 
shortage  area  services,  and  allowing  forgive- 
ness for  military  service. 

The  hotly-disputed  payback  would  amount 
to  some  $2,000  a year,  that  portion  of  the 
individual  students’  yearly  medical  education 
subsidized  by  the  federal  government.  It 
marks  the  first  time  that  general  subsidies  to 
schools  would  be  required  to  be  repaid  by 
students  at  the  schools. 

The  service  payback  would  be  on  a 
year-for-year  basis,  and  for  those  choosing 
this  option,  four  years  of  service  would  be 
required  in  most  cases.  Otherwise,  they 
would  have  to  pay  Uncle  Sam  $2,000  a year 
or  $8,000  in  a lump  sum. 

VA  doctors’  pay. 

The  House  voted  to  lift  the  $36,000  a year 
salary  lid  for  Veterans  Administration 
physicians  and  dentists. 

The  measure,  approved  on  a 382-3  vote 
and  sent  to  the  Senate,  would  provide  $5,000 
a year  in  special  pay  and  $8,500  a year  in 
incentive  pay  for  physicians  and  dentists 
working  full  time  for  the  VA  between 
September  28,  1975  and  September  25,  1976. 
Part-time  physicians  would  be  limited  to 
$41,000  and  part-time  dentists  to  $36,000. 

Medical  professionals  in  the  armed  forces 
and  the  Public  Health  Service  previously  had 
been  voted  bonus  pay. 


National  health  insurance. 

The  House  Ways  and  Means  Subcommittee 
on  Health  has  opened  the  first  Congressional 
sessions  of  the  year  on  National  Health 
Insurance. 

Four  all-day  sessions  have  been  conducted 
to  date,  with  a fifth  session  scheduled  for 
September. 

Dr.  E.  L.  Wynder,  President  of  the 
American  Health  Foundation,  devoted  most 
of  his  testimony  to  urging  emphasis  in  any 
national  program  on  preventive  medicine. 

Dr.  John  Freymann,  President  of  the 
National  Fund  for  Medical  Education,  called 
the  present  health  care  system  a “mon- 
strosity.” At  the  same  time  he  criticized 
national  health  in  other  countries  for 
stifling  innovation. 

Rashi  Fein,  Economics  Professor  at 
Harvard  University,  took  the  approach  that 
NHI  is  “a  hallmark  of  a civilized”  society  in 
which  medical  care  costs  are  shared  so  that 
the  poor  have  equal  access. 

Uwe  Reinhardt,  Economics  Professor  at 
Princeton  University,  noted  that  West 
Germany’s  highly  nationalized  health  care 
system  has  a worse  infant  and  maternal 
mortality  rate  than  the  U.S.  He  said  there 
are  many  very  good  points  about  the 
American  system  and  warned  that  there  are 
no  legislative  panaceas. 

Herman  Somers,  Princeton  professor, 
suggested  that  the  government  become  more 
deeply  involved  in  financing  of  health  care 
costs,  not  in  its  administration.  Discontent 
with  the  U.S.  health  system  is  not  due  to 
poor  conditions  but  to  greater  public 
expectations.  Health  Care  is  better  now  than 
ever. 

Robert  England,  M.D.,  a private  practi- 
tioner of  Carlinville,  111.,  was  one  of  the  few 
nonacademic  physicians  to  appear  before  the 
subcommittee.  He  said  the  Indians  of  this 
country  are  the  beneficiaries  of  complete 
federal  health  care  and  have  the  worst 
health  in  the  nation.  Labor’s  aim,  Dr. 
England  said,  is  to  shift  health  costs  to  the 
general  public  so  it  can  negotiate  better 
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wage  and  other  agreements  from  manage- 
ment. 

John  Thompson,  President  of  Blue  Shield 
of  Massachusetts,  thought  Congress  should 
view  the  NHI  debate  “not  in  the 

perspective  of  the  government’s  desire  to 
continually  expand  in  numbers  and  services 
but  rather  as  to  which  entity  can  provide 
services  to  the  public  on  the  most  cost 
effective  basis.” 

Wilbur  Cohen,  former  HEW  Secretary  and 
now  the  Dean  of  the  University  of  Michigan 
School  of  Education,  said  he  did  not  favor 
enacting  any  of  the  NHI  bills  before  the 
subcommittee.  He  said  developing  a NHI  bill 
should  be  a long  and  continuing  process  with 
time  to  consult  fully  providers  and 
consumers.  Only  the  executive  branch  can  do 
this,  he  said,  charging  the  present  Ad- 
ministration is  “tragically  incompetent.”  This 
is  not  the  year  for  Ways  and  Means  to  act  on 
NHI,  he  said. 


Martin  Feldstein,  Economics  Professor  at 
Harvard,  criticized  the  incentive  health 
insurance  provides  for  hospitals  to  produce 
more  and  better  services  yet  without 
providing  consumers  the  protection  they 
need  against  catastrophic  costs. 

Herbert  Klarman,  Economics  Professor  at 
New  York  University  said  there  is  no  health 
care  crisis.  Some  problems  today  simply 
reflect  past  successes.  The  present  system  is 
largely  effective.  NHI  should  be  a financing 
instrument  only. 

Avedis  Donabedian,  M.D.,  Professor  of 
Medical  Care  Organization  at  the  University 
of  Michigan,  discussed  the  problems  of 
defining  quality  care.  Too  much  emphasis 
should  not  be  given  to  statistics  or  to 
technological  procedures  at  the  expense  of 
personal  relationships  involving  physicians 
and  patients. 
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Absorption  of  Hexachlorophene  From  Dust- 
ing Powder  on  Newborn  Infants’  Skin  — 

W.  A.  Gillespie  et  al  (Dept  of  Bacteriology, 
Univ  of  Bristol,  Bristol,  England).  J Hyg 
73:311-315  (Oct)  1974. 

In  a maternity  hospital  in  which  the 
umbilicus  and  trunk  of  healthy  newborn 
infants  were  treated  with  0.33%  hexachloro- 
phene dusting  powder,  the  hexachlorophene 
content  of  blood  was  measured  in  mothers 
before  delivery,  in  infants’  umbilical  samples 
at  birth,  and  at  8 days  of  age  in  capillary 
blood  samples.  One  mother  and  her  baby  had 
high  blood  concentrations  of  hexachloro- 
phene, probably  derived  from  a toilet 
preparation  used  before  admission  to 
hospital.  Hexachlorophene  was  absent  or 
barely  detectable  in  other  mothers’  blood  and 
in  the  infants  umbilical  blood.  The  hexa- 
chlorophene concentrations  in  the  blood  of 
8-day-old  infants  ranged  from  nil  to 
0.166/i.g/ml  (mean  0.066/xg/ml).  These  were 
much  less  than  the  concentrations  reported 
to  be  toxic  in  animals. 


Planned  Splenectomy  in  Treatment  of 
Idiopathic  Thrombocytopenic  Purpura  — 

A.  I.  S.  MacPherson  (Royal  Infirmary, 
Edinburgh)  and  J.  Richmond.  Br  Med  J 
1:64-66  (Jan  11)  1975. 

The  results  of  a policy  of  treatment  in 
idiopathic  thrombocytopenic  purpura  (ITP) 
based  on  previous  observations  on  the 
natural  history  of  the  disease  and  its 
response  to  corticosteroids  are  described. 
The  results  of  splenectomy  are  better  when 
the  history  has  been  less  than  100  days. 
Three  patterns  of  response  to  splenectomy 
were  observed:  complete  remission,  symp- 
tomatic remission,  and  relapse.  The  prog- 
nosis can  be  determined  by  the  level  of  the 
platelet  count  six  weeks  after  splenectomy. 
Corticosteroid  treatment  for  more  than  three 
weeks  before  splenectomy  noticeably  in- 
creased the  incidence  of  complications  after 
operation.  Splenectomy  can  safely  be 
performed  in  pregnancy.  The  decision  to 
operate  should  be  made  on  the  mother’s 
condition  and  its  response  to  corticosteroids. 


“Don’t  let  him  bother  you.  He’s  just  gathering  evidence  for  the  malpractice  suit.” 
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ABILENE,  KANSAS  — Growing  city  of  8000. 
Trade  area,  23,000.  Opportunity  for  three 
primary  care  physicians.  Private  practice  or  join 
an  established  clinic.  70  bed  modern  hospital. 
Skilled  consultive  services  close-by.  Excellent 
family  living.  Contact:  Physician  Development 
Task  Force  (913)  263-1770. 

POSITION  AVAILABLE  OCTOBER.  Physician 
experienced  or  interested  in  alcohol  detox/ 
treatment.  Salary  Range  $27827  to  $31806;  liberal 
fringe  benefits;  equal  opportunity  employer.  Can 
pay  relocation  expenses.  Write  or  call  J.  G. 
Clothier,  M.D.,  Chief  of  Staff,  VA  Hospital, 
Lincoln,  Nebraska,  (402)  489-3802. 

QUALITY  MEDICAL  EQUIPMENT;  Includes 
Pelton  Autoclave;  Welch-Allyn  Ophthalmoscope, 
Otoscope,  Proctoscope  and  Headlamps;  Cautery, 
Revolving  Stool,  Leitz  Colorimeter,  Clay-Adams 
Centrifuge;  Surgical  Instruments,  Trays  and 
More.  OFFICE  EQUIPMENT  includes  Wilson- 
Jones  Posting  Trays  with  Stand,  Electric 
Typewriter  with  Table,  Adding  Machine  and 
More.  To  see,  Please  Contact  Mrs.  L.  T.  Davies, 
3035  Sheridan,  Lincoln,  Ne.,  (402)  432-8270. 

DOCTORS  - THE  NEXT  MOVE  IS  YOURS 
— Midwest  Medical,  Inc.  will  provide  you  with 
more  information  about  each  opportunity  than 
you  have  ever  imagined  possible.  For  the  first 
time  you  can  visually  preview  the  Community 
and  Medical  Facilities  of  over  80  opportunities  in 
the  Upper  Midwest,  at  ONE  location.  Saves  you 
time,  expense,  and  frustration.  For  a thorough 
appraisal  of  all  factors  involved,  please  accept  our 
invitation  to  call.  For  discreet  and  confidential 
assistance  contact  M.  A.  Cornwall,  M.D.,  MMI’S 
Medical  Director,  or  write:  Midwest  Medical 
Inc.,  Lakeland,  Minnesota  55043,  612/436-5161. 
Locum  Tenens  opportunities  always  available. 
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CLINIC  AVAILABLE  — General  practice  in 
furnished  clinic.  County  seat  town,  SW  Nebraska. 
Three  nursing  homes  in  town,  good  territory. 
Equipped  office  available  for  dentist.  Write  Box 
8,  Beaver  City,  Nebraska  68926. 

WANTED  FAMILY  PRACTITIONER  for 
long-established  practice  in  Omaha.  Fully- 
equipped  office  accommodating  two  doctors. 
Excellent  hospital  connections.  Guaranteed  in- 
come with  option  of  taking  over  practice  after 
one  year.  Good  place  to  raise  a family  with 
good  schools  and  universities.  Contact:  Box  #54, 
NEBRASKA  MEDICAL  JOURNAL,  1902  First 
National  Bank  Building,  Lincoln,  Nebraska  68508. 

GENERAL  PRACTITIONERS  OR  GENERAL 
SURGEONS  — Immediate  opening;  to  practice  in 
community  with  accredited  30-bed  hospital, 
80-bed  nursing  home,  newly-built  clinic,  excellent 
school  and  recreational  facilities;  3600-acre  lake 
nearby;  ideal  rural  community  in  Central 
Nebraska.  38  miles  from  University  of  Nebraska 
associated  teaching  facility.  Write  or  call  Bill 
Pospicil,  Administrator,  Sacred  Heart  Hospital, 
Loup  City,  Nebraska  68853.  Phone  (308)  745-0503. 

EMERGENCY  DEPARTMENT  STAFF 
PHYSICIAN;  455-bed  hospital  in  suburban 
Omaha.  One  of  five  M.D.’s.  New  14,000  sq.  ft. 
department  approved  with  construction  to  begin 
in  Spring.  Visits  per  month:  2500-3000.  Hospital- 
based  specialists:  neonatology,  pulmonary  dis- 
ease, cardiology,  anesthesia,  pathology  and 
radiology.  Remuneration:  $40-60,000  plus  good 
fringes,  depending  upon  experience.  Experience 
in  E.D.  desired.  J.  R.  McCaslin,  M.D.,  Director, 
Archbishop  Bergan  Mercy  Hospital,  Omaha, 
Nebraska  68124,  (402)  398-6031. 
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LIBRIUM 

(chlordiazepoxide  HCI) 

FOR  ALLTHE  RIGHT 
REASONS. 


• prompt  and  specific  action 

• documented  benefit- torisk  ratio 


three  dosage  strengths  to  meet  most  therapeutic  needs 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 


alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu-. 
locytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.',  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  1 0 mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  1 0 mg  and  25  mg— bottles  of  1 00  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 

x Roche  Laboratories 

ROCHE  ✓ Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


LIBRIUM 

chlordiazepoxide  HCI/Roche 
5mg,10mg,  25mg  capsules 


Please  see  following  page. 


LIBRIUM 

(chlordiazepoxide  HCI) 

FOR  ALL  THE  RIGHT 
REASONS. 


Yesterday’s  decision  to  use  Librium  for  a clinically  anxious 
patient  was  based  on  several  good  reasons.  Safety.  Effectiveness. 
Versatility.  And  the  reasons  you  chose  it  yesterday  are  as  valid  today. 

Librium  has  accumulated  an  unsurpassed  clinical  record.  A 
record  validated  in  several  thousand  papers  published  both  here 
and  abroad. 

Librium,  when  used  in  proper  dosage,  rarely  interferes  with  a 
patients  mental  acuity  or  ability  to  perform.  However,  as  with  all  CNS' 
acting  agents,  good  medical  practice  suggests  that  patients  be  cautioned 
against  hazardous  activities  requiring  complete  mental  alertness. 

Librium  has  an  established  safety  record  and  a documented 
benefiMO'risk  ratio.  And  Librium  is  used  concomitantly  with  such  drugs 
as  cardiac  glycosides,  diuretics,  anticholinergics  and  antacids. 

So  when  you  consider  antianxiety  therapy,  consider  Librium. 

It’s  a good  choice.  For  today.  And 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


valium 


2-mg,  5-mg,  10-mg  tablets 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Use  of  Charcoal  Hemoperfusion  in  Manage- 
ment of  Severely  Poisoned  Patients  — J.A. 
Vale  et  al  (Poisons  Unit,  Guy’s  Hosp, 
London)  Br  Med  J.  1:5-9  (Jan  4)  1975. 

The  clinical  use  of  uncoated  charcoal 
hemoperfusion  systems,  despite  their  ef- 
ficacy, has  hitherto  been  prevented  by  the 
occurrence  of  a number  of  adverse  effects 
including  charcoal  embolism  and  marked 
thrombocytopenia.  Charcoal  coated  with  a 
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synthetic  hydrogel  overcomes  many  of  the 
disadvantages  associated  with  the  use  of 
uncoated  material  in  that  there  is  a much 
reduced  thrombocytopenia  and  no  evidence 
of  charcoal  embolism.  Six  patients,  severely 
poisoned  as  a result  of  overdoses  of  either  a 
barbiturate  or  glutethimide,  were  hemo- 
perfused  using  such  a system.  Four  made 
complete  recoveries;  the  two  patients  who 
died  had  both  suffered  cardiorespiratory 
arrests  prior  to  perfusion.  In  contrast  to 
hemodialysis,  charcoal  hemoperfusion  is 
simple  to  initiate,  less  expensive  in  terms  of 
manpower  and  equipment,  and  gives 
superior  clearance  data  for  all  barbiturates 
and  glutethimide. 


Self-Recording  Audiometry  in  Industry  — P. 

L.  Pelmear  and  B.  J.  Hughes  (GKN 
Forgings  Ltd.,  PO  Box  4,  Bromsgrove, 
England).  Br  J.  Ind  Med  31:304-309  (Oct) 
1974. 

In  a drop  forge,  118  employees  were 
repeat  tested  with  1 to  15  weeks  using  an 
Interacoustic  BA3  fixed  frequency  audio- 
meter. The  repeat  tests  were  done  on  the 
same  day  of  the  week  and  the  subjects  were 
tested  at  the  beginning  of  the  shift  or  within 
two  hours,  provided  ear  muffs  were  worn  up 
to  the  time  of  testing.  The  95%  limits  for 
repeat  threshold  determinations  were  + 12 
dB  at  6 kilohertz  and  + 6 dB  at  2 kHz.  The 
day  of  test  and  time  interval  did  not 
influence  the  threshold  level,  and  temporary 
threshold  shift  effects  were  not  apparent. 
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Important  Note:  This  drug  is  not  a simple  anal- 
gesic Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of:  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia)  ; dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  is  adequate  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy,  blood  dyscrasias 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings  Age.  weight,  dosage,  duration  of  ther- 
apy. existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  is  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion. Unexplained  bleeding  involving  CNS, 
adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid) 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination. Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accom- 
plished at  regular  intervals  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions,  complete 
physical  examination  including  check  of  pa- 
tient's weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car.  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy.  CNS  reactions  associated  with 
overdosage  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia;  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98-  146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 
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You  can  retire  with  a 

$927,950 

PERSONAL  RETIREMENT  FUND 

through  a Keogh  Plan  at  Commercial  Federal,  built  with 
100%  TAX-DEDUCTIBLE  dollars! 


If  you’re  self-employed,  you  can 
contribute  15%  of  your  earned  income 
annually,  up  to  $7,500  a year,  to  a 
Keogh  plan  — and  take  your  contribution 
right  off  the  top  of  your  gross  income 
on  your  tax  return!  Earnings,  too, 
accumulate  tax-deferred.  Then  when  you 
retire,  you  pay  tax  on  the  money  as  you 
withdraw  ft  — monthly,  quarterly,  in 


annual  installments,  or  in  a lump  sum  — 
presumably  at  a lower  rate. 

And  look  how  your  money  grows,  in  a 
safe,  non-speculative,  assured-growth 
Keogh  Plan  at  Commercial  Federal,  based 
on  the  current  rate  of  73/4  % per 
annum,  compounded  continuously,  on 
6-year  automatically-renewable 
Savings  Certificates! 
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$7,500 

$225,000 

$702,950 

$927,950 

IF  . . . rather  than  being  self-employed  . . . YOU  WORK  FOR  A COMPANY  THAT 
HAS  NO  QUALIFIED  RETIREMENT  PLAN  . . . then  a 100%  TAX-DEDUCTIBLE 
IRA  (Individual  Retirement  Account)  which  permits  contributions  of  15%  of  earned 
income,  up  to  $1,500  a year,  IS  FOR  YOU!  Ask  about  it! 


CALL  OUR  TOLL-FREE  WATS  LINE-800/642-8924-OR  MAIL  THIS  HANDY  COUPON 


. . . and  talk  to  one  of  our 
retirement  experts  about 
your  personal 
retirement  plan. 

You  save  taxes 


now  . . . see 
amazing  growth  of 
your  money,  with 
safety,  over  the 
years  . . . and  have 
greater  security 
for  your  future. 

Do  it  now! 


Ralph  "Mr.  Keogh"  Palmer 


YES!  I’m  interested  in  a 100%  tax-deductible  retirement  plan. 
Please  contact  me! 
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Savings  and  Loan  Association 


Savings  Insured  to  $40,000  by  the  FSUC 
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LINCOLN  OFFICE 
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FREMONT  OFFICE 
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James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 
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Mr.  William  R.  Ramsey,  Exec.  Dir. 
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American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 
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The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Exec.  Dir. 
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International  College  of  Surgeons 
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National  Hemophilia  Foundation 
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National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 
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National  Rehabilitation  Association 
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Washington,  D.C.  20005 
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Famous  Fighters 


NEOSPORIN*  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains  Aerosporm'  brand  Polymyxin  B Sulfate  5.000  units,  zinc 
bacitracin  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3 5 mg  neomycin  base) 
special  white  petrolatum  qs  in  tubes  ot  1 oz  and  1/2  oz  and  1/32  oz  (approx  ) 
foil  packets 

INDICATIONS:  Therapeutically  (as  an  ad|unct  to  systemic  therapy  when  indicated) 
for  topical  infections  primary  or  secondary,  due  to  susceptible  organisms,  as  in 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


A neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
NtrNMiM*  recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
oimmim  use  may  resuK  m overgrowth  of  nonsusceptible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
, Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
te-..,   ture  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin  Oto- 

toxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section) 

% Complete  literature  available  on  request  from  Professional  Services  Dept  PML 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Professional  Protection  Exclusively  since  18 99 


OMAHA  OFFICE: 

Robert  C.  Schmitz,  Representative 
9132  Dorcas  Street,  Omaha  Phone  402-393-5797 
Mailing  Address:  Elmwood  Station,  Box  6076, 
Omaha  68106 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 

oooooooooooooooooooooooooooooooooooo 


Effect  of  Long-Term  Treatment  of  Hyper- 
active Children  With  Methylphenidate  — 
G.  Weiss  et  al  (The  Montreal  Children’s 
Hosp,  Montreal)  Can  Med  Assoc  J 
112:159-165  (Jan  25)  1975. 

Three  groups  of  hyperactive  children  were 
compared  by  various  measures  of  outcome 
five  years  after  initial  evaluation:  24  who 
were  treated  with  methylphenidate  for  three 
to  five  years  during  the  follow-up  period,  22 
treated  with  chlorpromazine  for  18  months  to 
five  years,  and  20  who  had  received  no 
medication  during  the  follow-up  period.  The 
three  groups  were  matched  with  respect  to 
age,  IQ,  socioeconomic  class,  and  sex.  No 
statistical  differences  were  found  between 
the  three  groups  regarding  emotional 
adjustment  or  delinquency.  Initially  there 
was  a considerable  difference  between  the 
three  groups  on  ratings  of  hyperactivity  and 
family  diagnosis.  Hyperactivity  scores  de- 
creased considerably  over  the  five  years; 
family  diagnosis  ratings  changed  little. 
Analysis  of  covariance  for  these  two 
measures  showed  no  difference  in  degree  of 
improvement  between  the  three  groups. 
Methylphenidate  was  helpful  in  making 
hyperactive  children  more  manageable  at 
home  and  at  school,  but  did  not  notably 
affect  their  outcome  after  five  years  of 
treatment. 


Acne  Mechanica  — O.  H.  Mills,  Jr.  (Duhring 
Lab,  Hosp  of  the  Univ  of  Pennsylvania, 
Philadelphia  19104)  and  A.  Kligman  Arch 
Dermatol  111:481-483  (April)  1975. 

The  term  acne  mechanica  designates  local 
exacerbations  due  to  pressure,  friction, 
rubbing,  squeezing,  or  stretching.  Examples 
are  given  of  various  physical  traumata  that 
provoke  lesions  in  acne  patients.  The 
precipitating  causes  of  stress  are  diverse; 
they  include  articles  of  clothing  (tight  straps 
and  belts),  recreational  accouterments  (foot- 
ball shoulder  pads),  or  occupational  pressure 
(rubbing  of  back  in  truck  drivers).  Sealing 
acne-bearing  skin  under  adhesive  for  two 
weeks  regularly  induced  new  inflammatory 
lesions,  which  derived  from  the  rupture  of 
microcomedones  that  are  not  visible  to  the 
naked  eye. 
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Kid,  this  stuff 
is  the  bananas? 


Experts  agree:  when  it 
comes  to  good-tasting 
banana  flavor— without 
the  unpleasant  taste  of 
paregoric— the  makers 
of  DonnageP-PG  really 
know  their  stuff! 

For  diarrhea 

Donnagel-PG  (5 

Donnagel  with  paregoric  equivalent 

Each  30  cc.  contains: 

Kaolin  6.0  g. 

Pectin  142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate  0.0194  mg. 

Hyoscine 

hydrobromide  0.0065  mg. 

Powdered  opium,  USP  24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

(warning:  may  be  habit  forming) 

Sodium  benzoate  60.0  mg. 

(preservative) 

Alcohol,  5% 

Now  with  child-proof  closure 

/EH^OBINS 

A.H.  Robins  Company 
Richmond,  Virginia  23220 
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THE  |'j  RELIABLE  ROBITUSSINS  can  really  help  clear  the  respiratory 
tract.  All  contain  guaifenesin*  the  expectorant  that  works  system- 
ically  to  help  stimulate  the  output  of  lower  respiratory  tract  fluid. 
This  enhanced  flow  of  less  viscid  secretions  promotes  ciliary  action  and 
makes  thick,  inspissated  mucus  less  viscid  and  easier  to  raise. 

★ formerly  named  Glyceryl  Guaiacolate 


For  productive  and  unproductive  coughs 

ROBITUSSir 

Each  5 ml  teaspoonful  contains: 

Guaifenesin.  NF 1 00  mg 

Alcohol.  3 5% 

For  severe  coughs 

ROBITUSSIN  fl-C  (2 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF 1 00  mg 

Codei  ne  Phosphate.  US  P 1 0 . 0 mg 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non  narcotic  for  6-8-hr.  cough  control 

ROBITUSSIN-DM® 


Decongests  nasal  passages  and  sinus 
openings  as  it  helps  relieve  coughs 

ROBITUSSIN-Pi® 


Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 100  mg 

Pseudoephedrine**  Hydrochloride,  NF  30  mg 

Alcohol,  1 4% 


“Formerly  contained  Phenylephrine  Hydrochloride  1 0 mg 

Decongestant  action  helps  control  cough  and 
clear  stuffy  nose  and  sinuses.  Non  narcotic. 


ROBITUSSIN-CF® 

Each  5 ml  teaspoonful  contains: 

Guaifenesin.  NF 50  mg 

Phenylpropanolamine  Hydrochloride.  NF  1 2 5 mg 

Dextromethorphan  Hydrobromide,  NF  1 0 mg 

Alcohol,  1 4% 


Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 1 00  mg 

Dextromethorphan  Hydrobromide,  NF  1 5 mg 

Alcohol,  1 .4% 


All  Robitussin  formulations  available  on  your 
Rx  or  Recommendation. 


A H Robins  Company.  Richmond,  Va  23220 


/I'H^OBINS 


For  many  years  Robins  has  spotlighted  the  expectorant  action  of  the  Robitussin  cough  formulations  by  featuring 
action  photographs  of  steam  engines.  In  keeping  with  this  tradition,  the  company  recently  commissioned  a well-known 
illustrator  to  render  full-color  drawings  of  several  classic  locomotives ...  accurate  to  the  minutest  detail.  The  first  of  the 
series  is  now  available.  To  order  your  print  suitable  for  framing,  write  “Robitussin  Clear-Tract  Engine  # 1 ” on  your  Rx  pad 
and  mail  to  “Vintage  Locomotives,”  Dept.  T4,  A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220. 


The  William  Mason  (1856) 


“The  last  thing  I remember,  somebody  said  ‘What’s  an  inflatable  air  bag?’.” 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Carlyle  E. 

Wilson,  Jr..  Omaha.  Counties:  Doug- 
las. Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Lancaster. 
Otoe,  Cass. 

Third  District:  Councilor:  H.  C.  Stewart. 
Pawnee  City.  Counties:  Gage.  John- 
son, Nemaha,  Pawnee,  Richardson. 
Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Knox. 

Cedar,  Dixon.  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stanton, 
Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert  M. 
Sorensen,  Fremont.  Counties:  Burt, 
Washington,  Dodge,  Platte,  Colfax, 
Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz  G. 

Steenburg.  Aurora.  Counties:  Saun- 
ders, Butler.  Polk,  Seward.  York, 
Hamilton. 

Seventh  District:  Councilor:  Lyle  H. 
Nelson,  Crete.  Counties:  Saline,  Clay, 
Fillmore.  Nuckolls.  Thayer,  Jefferson. 
Eighth  District:  Councilor:  A.  Dean 

Gilg,  Bassett.  Counties:  Cherry,  Key- 
apaha.  Brown,  Rock.  Holt,  Sheridan. 
Boyd. 

Ninth  District:  Councilor:  Hiram  R. 

Walker,  Kearney.  Counties:  Hall. 

Custer.  Valley.  Greeley,  Sherman. 
Howard,  Dawson.  Buffalo.  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup.  Garfield. 

Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Gosper.  Phelps, 
Adams,  Furnas,  Harlan.  Webster. 
Kearney.  Red  Willow',  Chase.  Fron- 
tier, Dundy.  Hitchcock. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer.  Ogallala.  Counties:  Lincoln. 
Perkins.  Keith.  McPherson,  Garden, 
Arthur,  Logan,  Deuel. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  Scottsbluff.  Counties:  Scotts 

Bluff,  Banner.  Box  Butte,  Morrill. 
Kimball.  Cheyene,  Sioux.  Dawes. 


NEBRASKA  MEDICAL  ASSOCIATION 


Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  SOCIETIES 


COUNTY 

PRESIDENT 

SECRETARY-TREASURER 

Adams 

Earl  J.  Dean,  Hastings 

Clyde  L.  Kleager.  Hastings 

Antelope-Fierce 

R.  E.  Kopp,  Plainview 

D.  F.  Johnson.  Jr..  Osmond 

Boone 

Charles  L.  Sweet,  Albion 

Box  Butte 

Raymond  H.  Olson,  Alliance 

F.  P Sucgang,  Alliance 

Buffalo 

Ron  D.  Scott,  Kearney 

William  M.  Vosik,  Kearney 

Butler 

Joseph  R.  Byers,  David  City 

Gerald  W.  Luckey.  David  City 

Cass 

R.  J.  Dietz.  Plattsmouth 

Glen  D.  Knosp,  Elmwood 

Cheye  nne-  Kimball-  Deuel 

C.  J.  Cornelius,  Jr.,  Sidney 

C.  J.  Cornelius,  Jr.,  Sidney 

Cuming 

Leonard  J.  Chadek,  West  Point 

Eugene  L.  Sucha.  Wrest  Point 

Custer 

M.  L.  Chaloupka.  Broken  Bow 

Loren  H.  Jacobsen.  Broken  Bow 

Dawson 

B.  W.  Pyle.  Gothenburg 

John  H.  W'orthman,  Cozad 

Dodge 

Roger  A.  Dilley,  Fremont 

William  B.  Eaton.  Fremont 

Five  County 

Henry  J.  Billerbeck,  Randolph 

Charles  G.  Muffley.  Pender 

Four  County 

Morris  D.  Mathews.  St.  Paul 

Richard  M.  Fruehling,  St.  Paul 

Gage 

Patrick  C.  Gillespie,  Beatrice 

Klemens  E.  Gustafson,  Beatrice 

Hall 

Charles  D.  McGrath.  Gr.  Island 

Gordon  D.  Francis.  Gr.  Island 

Hamilton 

Houtz  G.  Steenburg.  Aurora 

Richard  0.  Forsman,  Aurora 

Holt  & Northwest 

Robert  W.  Waters,  O'Neill 

Don  D.  Bailev.  O'Neill 

Howard 

R_  G.  Hanisch.  St.  Paul 

E.  C.  Hanisch,  Sr..  St.  Paul 

Jefferson 

Gordon  0.  Johnson,  Fairbury 

R.  A.  Blatny,  Fairbury 

Knox 

Douglas  M.  Laflan.  Creighton 

D.  J.  Nagengast,  Bloomfield 

Lancaster 

Herbert  E.  Reese.  Lincoln 

J.  Thomas  McGreer,  III.  Lincoln 

Lincoln 

Miles  E.  Foster,  North  Platte 

Lewis  B.  Harden.  North  Platte 

Madison 

R.  E.  Klaas,  Norfolk 

F Martin.  Norfolk 

N.W.  Nebraska 

James  F.  Panzer.  Gordon 

Richard  A.  Savage.  Chadron 

Omaha  Medical 

Clarence  A.  McWhorter.  Omaha 

Donald  J.  Pavelka,  Omaha 

Otoe 

C.  R Williams,  Syracuse 

Garv  L.  Rademacher.  Nebr.  City 

Per  kins- Chase 

L.  C.  Potts.  Grant 

Paul  F.  Bottom.  Grant 

Phelps 

Frank  A.  Brewster.  II.  Holdrege 

Rex  J.  Kelly,  Holdrege 

Platte- Loup  Valley 

Ronald  C.  Anderson,  Columbus 

A.  H.  Liebentritt,  Columbus 

Saline 

Robert  E.  Quick.  Crete 

Lyle  H.  Nelson,  Crete 

Saunders 

E.  J.  Hinrichs,  Wahoo 

John  E.  Hansen.  Jr.,  Wahoo 

Scotts  Bluff 

Jerome  A.  Fuhrman,  Gering 

R.  Dan  Clark.  Gering 

Seward 

Van  E.  Vahle.  Seward 

David  C.  Krohn.  Seward 

South  Centred  Nebraska 

Vincent  S.  Lvnn,  Geneva 

Chas.  F.  Ashbv,  Geneva 

S.E.  Nebraska 

Paul  M.  Scott.  Auburn 

Theo.  C.  Kiekhafer.  Falls  City 

S.W.  Nebraska 

James  E.  Monaghan.  Benkelman 

Thomas  A.  Johnson.  Jr..  McCook 

Washington-Burt 

H.  Neal  Sievers,  Blair 

Hans  Rath.  Omaha 

York-Polk 

James  D.  Bell.  York 

B.  N.  Greenberg.  York 
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Don’t  let  estate  taxes 
rob  your  family  of 
wbat  you  worked  all  your  life 

to  provide. 

When  a family  loses  its  major 
provider,  the  personal  loss  is  tremen- 
dous. But  the  financial  loss  can  also  be 
great  — unless  proper  planning  is 
made  in  advance. 

Estate  taxes,  among  the  most 
burdensome  on  the  books,  hit  especially 
hard  at  the  larger  estates  commonly  left 
by  medical  professionals. 

Example:  A doctor  and  his  wife 
built  an  estate  valued  at  $500,000.  But 
after  estate  taxes  and  probate  expenses 
had  been  paid,  the  children  received 
only  $325,000  — far  less  than  what  the 
parents  had  spent  a lifetime  providing. 

Such  losses  can  be  easily 
avoided,  however,  through  the  use 
of  a financial  tool  called  a Trust. 

Properly  established  Trusts  not 
only  reduce  estate  taxes  and  probate 
expenses  by  many  thousands  of 
dollars,  they  also  assure  the  owner  that 
his  family’s  financial  concerns  will 
be  well  managed  and  fully  protected. 

We  offer  a free  brochure  with 
vital  information  on  State  and  Federal 
Estate  Taxes  and  how  to  protect  against 
the  financial  losses  they  can  create. 

For  your  free  copy,  simply 
complete  the  coupon  and  return  it  to  us. 
Or  if  you  prefer,  call  and  ask  for 
either  Gary  Aksamit  or  Del  Smith  in 
Lincoln,  or  Jerry  Weber  in  Grand  Island. 
There  is  no  obligation.  Call  or  send 
for  your  free  copy  of  “State  and 
Federal  Estate  Taxes.” 

Please  send  my  free  copy  of  Trust  bro-  1 
■ chure  “State  and  Federal  Estate  Taxes.”  ■ 

1 understand  there  is  no  obligation.  I 


Name 


* Address 

I City  State  Zip 

NBC 

National  Bank  of  Commerce 

1 3th  & N Sts. 

Lincoln,  Nebraska 
402-477-891 1 
308  West  Third  St. 

Grand  Island,  Nebraska 
308-384-4047 


Member  FDIC 

The  people  place 


ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Room  217,  Lincoln  68508 
American  Diabetes  Association  — Nebraska  Affiliate 
Beverly  F.  Di  Mauro,  Executive  Director 
921  Dorcas,  Room  221,  Omaha  68108 
American  Lung  Association  of  Nebraska 
Delmar  R.  Serafy,  Executive  Director 
406  W.O.W.  Building,  Omaha  68102 
American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Timothy  P Keyser,  Executive  Director 
7764  Dodge,  Suite  105,  Omaha  68114 
United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 

Charles  F.  Lemr,  Executive  Director 
5002  Davenport.  Omaha  68132 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Mark  Dorcey,  Executive  Director 
Teri  Zimmerman.  Associate  Director 
8401  West  Dodge  Road,  Suite  17,  Omaha  68114 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Multiple  Sclerosis  Society,  Lincoln  Chapter 

Mrs.  Harold  R.  Stoehr,  Executive  Secretary 
Lincoln  Center  Bldg.,  Room  317,  Lincoln  68508 
Muscular  Dystrophy  Association  of  America 
Ken  Kontor,  District  Director 
1906  No.  90th  Street,  Omaha  68114 
National  Foundation,  Inc.  (March  of  Dimes] 

Robin  B.  Fraser,  1620  “M"  St.,  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  W.O.W.  Bldg.,  1319  Farnam  St.,  Omaha  68102 
Nebraska  Academy  of  Ophthalmology 

Stanley  M.  Truhlsen,  M.D.,  President 
710  The  Doctors  Bldg..  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
Ray  O.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Association  of  Pathologists 

Donald  A.  Dynek,  M.D.,  Sec’y-Treas. 

5440  South  St.,  Suite  1300,  Lincoln  68506 
Nebraska  Blue  Cross  ■ Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
William  A.  DeRoin,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
K.  J.  Fijan,  M.D.,  State  Chairman 
630  North  Cotner,  Lincoln  68505 
Charles  G.  Erickson,  M.D.,  Sec’y-Treas. 

4701  Normal  Blvd.,  Lincoln  68506 
Nebraska  Chapter  — American  College  of  Radiology 
William  E.  Lundak,  M.D.,  Secretary-Treasurer 
924  Sharp  Building,  Lincoln  68508 
Nebraska  Chapter  — American  College  of  Surgeons 
Herbert  E.  Reese,  M.D.,  Secretary-Treasurer 
5440  South  St.,  Lincoln  68506 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Miss  Alice  Lynn,  President 
5056  Grover,  Omaha  68106 
Nebraska  Division  American  Cancer  Society 
Peter  J Zwier,  Executive  Vice  President 
Overland  Wolf  Centre.  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
Nebraska  Easter  Seal  Society 

Mrs  I^etitia  Simmons.  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Nebraska  Epilepsy  League,  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 
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Nebraska  Health  Care  Association 

Eugene  J.  Thompson,  Executive  Director 
Box  30247,  3100  “O”  Street,  Suite  5,  Lincoln  68510 
Nebraska  Heart  Association 

Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  "L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 

Mrs  Mary  McCarl.  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 
NEBRASKA  MASTER  POISON  INFORMATION  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue.  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording.  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D  . Secretary 
521  The  Doctors  Bldg..  Omaha  68131 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs.  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Ms.  Shane  McCleod,  President 
Omaha-Douglas  County  Health  Department 
1201  South  42nd  St.,  Omaha  68105 
Nebraska  Region  — American  College  of  Physicians 
John  D.  Hartigan,  M.D.,  Governor  for  Nebraska 
427  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln  68508 
Nebraska  Rehabilitation  Services  Division 

Garry  D.  Cartwright,  Asst.  Commissioner-Director 
Dept,  of  Education 
233  South  10th  Street,  Lincoln  68508 
Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Society  for  Internal  Medicine 
Dan  A.  Nye,  M.D.,  President 
17  West  31st  St.,  P.O.  Box  K,  Kearney  68847 
Nebraska  Society  for  Medical  Technologists 
Carol  McGahn,  President 
511  So.  Plum  Rd..  Grand  Island  68801 
Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention 
of  Blindness,  Inc.,  120  South  42nd  St..  Lincoln  68510 
Nebraska  Society  of  Anesthesiologists 
John  L.  Gordon,  M.D.,  President 
10730  Pacific  St.,  Suite  234,  Omaha  68114 
Nebraska  Society  of  Radiologic  Technologists 
John  E.  Sonnenfield,  R.T.,  President 
611  South  84th  St.,  Omaha  68114 
Nebraska-South  Dakota,  District  Branch  of  the  American 
Psychiatric  Association  (Sioux  Psychiatric  Society] 

Emmet  M.  Kenny,  M.D.,  President 
20  Swanson  Professional  Center, 

8601  West  Dodge  Rd.,  Omaha  68114 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
Lincoln  Building,  1003  "O”  Street,  Lincoln  68508 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Wilma  R.  Rabb,  President 
1515  South  126th  St..  Omaha  68144 
Mrs.  Gwen  Hurlburt,  Corresponding  Secretary 
4808  No.  47th  St.,  Omaha  68104 
Nebraska  State  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Nebraska  Urological  Association 

C.  Thomas  Frank,  M.D.,  Secretary-Treasurer 
44th  and  Farnam,  Omaha  68131 
Omaha  Midwest  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
University  of  Nebraska  Medical  Center 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey  Avenue,  Omaha  68105 


an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAM/!  INLAY-TABS 

Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg.; 
aluminum  hydroxide  dried  gel,  150  mg. 

Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 

Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  10  grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ey 

LABORATORIES  * 

Division  of  Sandoz-Wander,  Inc. 

Lincoln.  Nebraska  68501 


She’s  a graduate  of  Columbia  with  a Masters 
in  literature. 

She’s  a vice  president  of  a publishing  company. 

She’s  watched  television  programs  and  read 
dozens  of  pamphlets  and  articles  about  early 
cancer  detection. 

She  has  relatives  and  close,  personal  friends 
who  have  had  mastectomies. 

She’s  about  as  aware  of  the  need  for  breast  self- 
examination  as  any  intelligent  woman  could  be. 

Yet  she  does  not  get  regular  checkups  nor 
does  she  even  examine  her  own  breasts. 

Why?  Because  her  doctor  never  told  her  to. 


But  92%  of  the  women  who  receive  personal  instruction 
from  their  doctors  do  regularly  practice  BSE.* 

You  don’t  have  to  be  told  how  important  early  detection  is. 
But  maybe  you  need  this  reminder  that  a few  personal 
words  from  you  can  often  mean  more  than  the  millions  of 
words  that  go  into  publicity  and  television  programs. 

‘Based  on  a Gallup  study  conducted  for  the  American  Cancer  Society 


american 

cancer 

society 


Pho*o  Ro»  Solo» 


Nebraska  Medical  Association  Officers  and  Committees 


Warren  G Bosley.  Grand  Island 
Harlan  L.  Papenfuss,  Lincoln 
Russell  L.  Gorthey,  Lincoln 
Frank  Cole.  Lincoln 
Kenneth  E.  Neff.  Lincoln 


President 

President-Elect 

Secretary-Treasurer 

Editor 

Executive  Secretary 


AMA  Delegates  — C.  J Cornelius.  Jr..  Sidney;  John  R.  Schenken,  Omaha 
AMA  Alternates  — John  D.  Coe.  Omaha;  Louis  J.  Gogela,  Lincoln 


POLICY  COMMITTEE 

Warren  G.  Bosley.  Chm 
Harlan  L.  Papenfuss 
James  H.  Dunlap 
John  D.  Coe 
Frank  P.  Stone 


ADVISORY  TO  AUXILIARY 


Y.  Scott  Moore,  Chm. 

Lincoln 

Warren  G.  Bosley 

Grand  Island 

James  G.  Carlson 

Verdigre 

John  D.  Coe 

Omaha 

J W'hitney  Kelley 

Omaha 

Kenneth  T.  McGinnis 

Lincoln 

ALLIED  PROFESSIONS 

Warren  Q Bradley 

Lincoln 

Muriel  N.  Frank 

Omaha 

Loren  H.  Jacobsen 

Broken  Bow 

David  L.  Kutsch 

Lincoln 

John  H.  Worthman 

Cozad 

CANCER 

F.  William  Karrer.  Chm. 

Omaha 

John  B.  Davis 

Omaha 

William  T.  Griffin 

Lincoln 

Henry  M.  Lemon 

Omaha 

Frank  H.  Tanner 

Lincoln 

W'allace  J.  Vnuk 

Kearney 

CONSTITUTION  AND  BY-LAWS 

J P Schlichtemier,  Chm. 

Omaha 

R L.  Cassel 

Fairbury 

Earl  J.  Dean 

Hastings 

John  T McGreer,  III 

Lincoln 

Harold  M.  Nordlund 

York 

Robert  D.  Sidner 

Kearney 

EMERGENCY  MEDICAL  SERVICE 

Harris  B.  Graves.  Chm. 

Waterloo 

Stephen  W.  Carveth 

Lincoln 

V.  Franklin  Colon 

Friend 

William  H.  Gondring 

Lincoln 

Dean  A.  McGee 

Omaha 

Richard  B.  Svehla 

Omaha 

GERIATRICS 

Vernon  G.  Ward.  Chm. 

Omaha 

Douglass  A.  Decker.  Jr. 

Lincoln 

Dwight  M.  Frost 

Omaha 

Clyde  A.  Medlar 

Columbus 

Frederick  F.  Paustian 

Omaha 

HEALTH  EDUCATION  IN 
SCHOOLS  AND  COLLEGES 


S.  I.  Fuenning.  Chm. 

Lincoln 

Frank  0.  Hayworth 

Omaha 

Clyde  L.  Kleager 

Hastings 

H V.  Smith 

Kearney 

Robert  M.  Sorensen 

Fremont 

Interim : 

Mrs.  Kenneth  T.  McGinnis 

Lincoln 

HEALTH  PLANNING 

Stuart  D.  Campbell 

Scottsbluff 

James  G.  Carlson 

Verdigre 

C.  J.  Cornelius,  Jr. 

Sidney 

F.  H.  Hathaway 

Lincoln 

James  E.  Ramsay 

Atkinson 

Stanley  M.  Truhlsen 

Omaha 

HOSPITAL  AND  PROFESSIONAL 

RELATIONS 

Gordon  D.  Adams 

Norfolk 

Muriel  N.  Frank 

Omaha 

Arthur  L.  Larsen 

Omaha 

Leonard  R.  Lee 

Lincoln 

Kenneth  D.  Peters 

Plainview 

Jerald  R.  Schenken 

Omaha 

A.  Eugene  Van  Wie 

Grand  Island 

INSURANCE  AND  PREPAYMENT 

MEDICAL  CARE 

A.  L.  Smith.  Jr..  Chm. 

Lincoln 

Harold  D Dahlheim 

Norfolk 

Russell  J.  Mclntire 

Hastings 

Frederick  F.  Paustian 

Omaha 

Blaine  Y.  Roffman 

Omaha 

Paul  M.  Scott 

Auburn 

Stanley  M.  Truhlsen 

Omaha 

Hiram  R.  Walker 

Kearney 

Grand  Island 
Lincoln 
Norfolk 
Omaha 
Lincoln 


Charles  F Ashby 
Robert  B.  Benthack 
Dwight  W Burney.  Jr. 
Russell  L.  Gorthey 
Robert  J.  Morgan 


MATERNAL  AND  CHILD  HEALTH 

Warren  G.  Bosley.  Co-Chm.  Grand  Island 

William  L.  Rumbolz,  Co-Chm.  Omaha 

Dale  W.  Ebers  Lincoln 

Charles  A.  Field  Omaha 

Hodsen  A.  Hansen  Lincoln 

L.  Palmer  Johnson  Lincoln 

Bernie  D.  Taylor  North  Platte 


MEDICAL  EDUCATION 


John  W Smith.  Chm. 

Omaha 

James  E Bridges 

Fremont 

Wendell  L.  Fairbanks 

Auburn 

Randolph  M.  Ferlic 

Omaha 

R.  C.  Rosenlof 

Kearney 

Fred  J.  Rutt 

Hastings 

Robert  J.  Stein 

Lincoln 

Interim: 

Joseph  M.  Holthaus 

Omaha 

Perry  G.  Rigby 

Omaha 

MEDICAL  SERVICE 

Robert  F Shapiro.  Chm. 

Lincoln 

William  A.  Doering 

Franklin 

Thomas  G.  Erickson 

Fremont 

Herbert  D Feidler 

Norfolk 

Donald  F.  Prince 

Minden 

Frank  H.  Tanner 

Lincoln 

Eugene  M.  Zweiback 

Omaha 

MEDICINE  AND  RELIGION 

John  C.  Goldner,  Chm. 

Omaha 

Kenneth  C.  Bagby 

Blair 

W.  Ray  Hill 

Lincoln 

T.  C Kiekhaefer 

Falls  City 

John  J.  Ruffing,  Jr.  Hemingford 

Merle  E.  Sjogren 

Omaha 

MEDICOLEGAL  ADVICE 

John  P.  Gilligan.  Chm.  Nebraska  City 

W.  0.  Brown  Scottsbluff 

Paul  Goetowski 

Lincoln 

William  L.  Rumbolz 

Omaha 

MENTAL  HEALTH  AND 
MENTAL  RETARDATION 

Charles  W.  Landgraf,  Jr.,  Chm. 

Hastings 

John  D.  Baldwin 

Lincoln 

Harry  C.  Henderson 

Omaha 

J.  Whitney  Kelley 

Omaha 

Thomas  B.  Murray 

Kearney 

Robert  G.  Osborne 

Lincoln 

Interim: 

E.  Jack  Trembath 

Omaha 

STATE  PEER  REVIEW 

Milton  Simons.  Chm. 

Omaha 

K.  Don  Arrasmith 

Omaha 

John  D Baldwin 

Lincoln 

Dwight  W Burney,  Jr 

Omaha 

John  C Denker 

Valley 

Henry  Kammandel 

Omaha 

Harold  W.  Keenan 

Ogallala 

Kenneth  T Kimball 

Kearney 

Kenneth  T McGinnis 

Lincoln 

J P.  Schlichtemier 

Omaha 

Richard  L.  Tollefson 

Wausa 

Hobart  E.  Wallace 

Lincoln 

Dean  C.  Watland 

Omaha 

Raymond  J.  Wyrens 

Omaha 

PUBLIC  HEALTH 

Richard  F.  Brouillette,  Chm. 

York 

M.  D Bechtel 

Omaha 

Stanley  T.  Mountford 

Omaha 

Henry  D.  Smith 

Lincoln 

F.  Thomas  Waring 

Fremont 

PUBLIC  RELATIONS 

William  T.  Griffin,  Chm. 

Lincoln 

Richard  D.  Gentry 

Falls  City 

Donald  Matthews 

Lincoln 

G.  P McArdle 

Omaha 

Dale  E.  Michels 

Lincoln 

John  C.  Sage 

Omaha 

RELATIVE  VALUE  STUDY 

Orin  R.  Hayes,  Chm 

Lincoln 

John  A Haggstrom 

Omaha 

Bernard  L.  Kratochvil 

Omaha 

Lyle  H.  Nelson 

Crete 

Donald  F Purvis 

Lincoln 

Carlyle  E.  Wilson,  Jr. 

Omaha 

RURAL  MEDICAL  SERVICE 

John  R.  Finkner 

Minden 

Michael  J.  Haller 

Omaha 

R.  L.  Tollefson 

Wausa 

John  H.  Worthman 

Cozad 

Interim: 

Paul  R.  Young 

Omaha 

BOARD  OF  DIRECTORS 

Geneva 

W'ayne 

Omaha 

Lincoln 

Alliance 

SCIENTIFIC  SESSIONS 

Joel  T.  Johnson,  Chm. 

Kearney 

Richard  A Cottingham 

McCook 

Randolph  M.  Ferlic 

Omaha 

Russell  L.  Gorthey 

Lincoln 

Y.  Scott  Moore 

Lincoln 

Jerry  A.  Reed 

Lincoln 

Robert  M.  Stryker 

Omaha 

SUBCOMMITTEE  ON  ATHLETIC 

INJURIES 

John  E.  Murphy,  Chm. 

Aurora 

Stanley  M.  Bach 

Omaha 

Robert  B.  Benthack 

Wayne 

Patrick  E.  Clare 

Lincoln 

S.  I.  Fuenning 

Lincoln 

Paul  Goetowski 

Lincoln 

Jack  K.  Lewis 

Omaha 

Otis  W.  Miller 

Ord 

Charles  W.  Newman 

Lincoln 

George  Sullivan,  R.P.T 

Lincoln 

Wayne  Wagner.  A.T. 

Omaha 

John  G.  Yost 

Hastings 

AD-HOC  DRUG  ABUSE  EDUCATION 


Marvin  E.  Holsclaw.  Chm. 

Lincoln 

Klemens  E.  Gustafson 

Beatrice 

Jack  K.  Lewis 

Omaha 

James  I.  Wax 

Omaha 

AD-HOC  COMMITTEE  ON  HOUSE 

ACTIONS 

Harold  S.  Morgan.  Chm. 

Lincoln 

R.  E Garlinghouse 

Lincoln 

Frank  H.  Tanner 

Lincoln 

W D Wright 

Omaha 

AD-HOC  COMMITTEE  ON  NATIONAL 

HEALTH  INSURANCE 

Jerald  R.  Schenken,  Chm. 

Omaha 

William  H.  Berrick 

Madison 

Louis  J.  Gogela 

Lincoln 

Arnold  W.  Lempka 

Omaha 

Robert  J Morgan 

Alliance 

Donald  F Prince 

Minden 

A.  L.  Smith,  Jr. 

Lincoln 

Student  Member: 

Patrick  S.  Dunlap 

Omaha 

AD-HOC  COMMITTEE  ON  PSRO 

Houtz  G.  Steenburg.  Chm. 

Aurora 

John  H Bancroft 

Kearney 

Warren  G Bosley 

Grand  Island 

James  H.  Dunlap 

Norfolk 

Allan  C Landers 

Scottsbluff 

Harlan  L.  Papenfuss 

Lincoln 

Donald  J Pavelka 

Omaha 

Frank  P.  Stone 

Lincoln 

Carlyle  E.  Wilson,  Jr 

Omaha 

AD  HOC  STEERING  COMMITTEE 
ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap.  Chm  Norfolk 

John  P Gilligan  Nebraska  City 

William  T Griffin  Lincoln 

Robert  F.  Shapiro  Lincoln 

A.  L.  Smith,  Jr.  Lincoln 

John  W.  Smith  Omaha 


SUBCOMMITTEE  ON  LEGISLATION 


Herbert  E.  Reese.  Chm.  Lincoln 

V.  Franklin  Colon  Friend 

Muriel  N.  Frank  Omaha 

Phillip  E.  Getscher  Lincoln 

Blaine  Y.  Roffman  Omaha 

SUBCOMMITTEE  ON  PROFESSIONAL 
EDUCATION 

Randolph  M Ferlic,  Chm.  Omaha 

Frederick  F Paustian  Omaha 

John  F.  Porterfield  Lincoln 

Hiram  R.  Walker  Kearney 

SUBCOMMITTEE  ON  ALTERNATIVES 

A L.  Smith.  Jr..  Chm.  Lincoln 

C.  J.  Cornelius.  Jr  Sidney 

Roger  D Mason  Omaha 

Clarence  A.  McWhorter  Omaha 

Robert  J.  Morgan  Alliance 


SUBCOMMITTEE  ON  PUBLIC 
EDUCATION 

Public  Relations  Committee 
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For  Practice  Management 
Information  Systems... 

Call  The  Specialists 
Call  Systemedics 

* FOR  improved  cash  flow  and 

financial  control 

• FOR  automatic  processing  of 

patient  statements  and 
insurance  information 


• FOR  continuing  service  and 
management  assistance 

SYSTEMEDICS/ AMS 
OF  NEBRASKA 


Mr.  Larry  Christensen 
P.O.  Box  75 

Gothenburg,  Ne.  69138 
308-537-2438 

Regional  Offices  Nationwide 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley 


MEDICAL 


SUPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


Orthorhythmic  Cardiac  Pacemakers  and 
Cardiac  Stimulation  in  Bursts  — H.  P. 
Gurtner  et  al  (Kardiologische  Abteilung, 
Medizinische  Universitatsklinik,  Inselspi- 
tal,  Bern,  Switzerland)  Schweiz  Med 
Wochenschr  105:33-38  (Jan  11)  1975. 

The  orthorhythmic  pacemaker  (ORPM) 
represents  a new  approach  in  cardiac 
stimulation.  The  use  of  conventional  demand 
pacemakers  is  essentially  limited  to  the 
treatment  of  bradycardic  arrhythmias.  The 
principle  of  the  ORPM  consists  in  early 
stimulation  after  premature  beats,  taking 
into  account  the  R-R  interval  of  the 
preceding  spontaneous  beat.  In  this  extra- 
systolic  pacing,  the  escape  interval  is  not 
fixed;  rather,  the  premature  electric  stimulus 
will  be  fired  after  an  interval,  the  duration  of 
which  can  be  selected  as  a fraction  of  the 
preceding  cycle  length.  The  ORPM  enhances 
the  possibilities  for  treatment  of  atrial  and 
ventricular  tachycardias  due  to  reentry.  The 
idea  of  “bursts”  of  stimulation,  eg,  the  firing 
of  up  to  ten  impulses  within  a short  time,  is 
put  into  practice  in  the  latest  ORPM  model. 
It  widens  the  application  of  the  ORPM 
principle  and  allows  simplified  measurement 
of  the  refractory  period. 


Role  of  Viruses  in  Congenital  Defects  — R. 
J.  Blattner  (Baylor  College  of  Medicine, 
Houston  77025)  Am  J Dis  Child  128:781- 
786  (Dec)  1974. 

The  rubella-induced  congenital  defects 
have,  hopefully,  been  curtailed  through  the 
years  of  study  that  culminated  in  the  rubella 
vaccination  program.  For  other  teratogenic 
viruses,  such  control  is  not  yet  in  sight. 
Moreover,  continued  study  of  virus  infections 
indicates  an  expanding  role  for  cytomegalo- 
virus and  possibly  other  viruses  in  causing 
enormous  damage  to  the  health  of  unborn 
children.  The  social  and  economic  drain  on 
society  of  these  damaged  children  cannot  be 
accurately  assessed.  The  cost  of  institutional 
care  and  special  education  facilities  for 
children  born  with  congenital  rubella  during 
1964  and  1965  has  been  estimated  to  be 
approximately  $920  million.  In  addition,  the 
emotional  burden  to  the  family  and  to  the 
affected  individual,  as  well  as  problems  of 
society  in  assisting  with  the  social  adjust- 
ment of  the  individuals,  cannot  be  evaluated. 
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to  Hawaii !! 


AM  As  Clinical  Convention  Flies 


In  addition  to  postgraduate  courses,  timely  medical  subjects  will  be  offered  each  day  in  state-of-the-art  lectures  and  symposia. 


r 


Advance  Registration 


34.  Advanced  Life  Support— Cardiopulmonary  Resuscita-^ 
tion.  (Prerequisite:  Basic  Life  Support  Course) 
(Dec.  3-5) 


AMA  Clinical  Convention 
HONOLULU,  HAWAII 
November  30-December  5 

SCIENTIFIC  COURSES 

Monday-Wednesday,  Dec.  1-3/7:30-9:00  AM  (4Vi  hour, 
3-day  course:  $45) 

1 . Dermatology  for  Non-Dermatologists 

2.  Evaluation  of  the  Unconscious  Patient 

3.  Hyperlipidemia 

4.  Infectious  Diseases  in  Children 

5.  Management  of  Adolescent  Problems 

6.  Newer  Antibiotics 

7.  Newer  Concepts  of  Family  Planning 

8.  Office  Management  of  Sexual  Difficulties 

9.  Peripheral  Vascular  Disease— Diagnosis  and  Treatment 

1 0.  Pulmonary  Function  Tests  and  Blood  Gases 

Monday-Wednesday,  Dec.  1-3  (Numbers  1-10) 

1st  Choice#  ; 2nd  Choice#  ; 3rd  Choice  # 

Monday-Wednesday,  Dec.  1 -3/ 1 0:30  AM-Noon  (4V2  hour, 
3-day  course:  $45) 

1 1 . Acid-Base,  Fluid  and  Electrolyte  Balance 

12.  Advanced  Electrocardiography 

13.  Critical  Patients— Critical  Decisions 

14.  Normal  and  Abnormal  Uterine  Bleeding 

1 5.  Office  Management  of  Anorectal  Disorders 

1 6.  Office  Practice  of  Gynecology 

17.  Physicians' Marriages 

18.  Special  Problems  of  Child  Abuse 

19.  Surgical  Lesions  of  the  Intestines— Diagnosis  and 
Treatment 

20.  Treatment  of  Common  Pediatric  Allergies 

Monday-Wednesday,  Dec.  1-3  (Numbers  11-20) 

IstChoice#  ; 2nd  Choice  # _;3rdChoice# 

Thursday-Friday,  Dec.  4-5/7:30-10:30  AM  (6  hours  for 
total  course;  3 hours  on  Thursday,  3 hours  on  Friday:$60) 

21.  Acid-Base,  Fluid  and  Electrolyte  Balance  (repeat) 

22.  Basic  Electrocardiography 

23.  Birth  Defects  and  Clinical  Genetics 

24.  Dermatology  for  Non-Dermatologists  (repeat) 

25.  Fetal  Monitoring 

26.  Ophthalmoscopy  for  the  Non-Ophthalmologist 

27.  Pediatric  Cardiology 

28.  Pitfalls  of  Emergency  Room  X-Rays 

29.  Office  Endocrinology 

30.  Immunology— 1976 

31.  The  Uterine  Pap  Smear 

Thursday-Friday,  Dec.  4-5  (Numbers  21-31) 

1 st  Choice  # ; 2nd  Choice  # ; 3rd  Choice  # _ 

Offered  Both  Monday  & Tuesday,  Dec.  1 & 2/7:30  AM- 
Noon  (4V2-hour  course:  $45) 

32.  Basic  Life  Support— Cardiopulmonary  Resuscitation 
(Dec.  1 ) 

33.  Basic  Life  Support— Cardiopulmonary  Resuscitation 
(Dec.  2) 

Wednesday-Friday,  Dec.  3-5/9:00  AM-Noon  (9-hour  course: 
$90) 


Courses  of  the  AMA  Committee  on  the  Medical  Aspects 
of  Sports  (Each  a 3-hour  course:  $30) 

Monday,  Dec.  1/7:30-9:00  AM  & 10:30-Noon 

35.  The  Physical  Exam 

Tuesday,  Dec.  2/7:30-9:00  AM  & 1 0:30-Noon 

36.  The  Oriental  Arts  (Karate,  Judo,  Yoga) 

Wednesday,  Dec.  3/7:30-9:00  AM  & 1 0:30-Noon 

37.  Emergency  Care  on  the  Field 

Thursday,  Dec.  4/7:30- 1 0:30  AM 

38.  Wrestling 

39.  Aquatic  Sports 

Friday,  Dec.  5/7:30-10:30  AM 

40.  Rehabilitation  

Tuesday-Wednesday,  Dec.  2-3/7:30-10:30  AM  (6 
hours  for  total  course;  3 hours  on  Tuesday,  3 hours  on 
Wednesday:  $60) 
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LUNCHEON  ROUND  TABLES 

(Held  in  Hilton  Hawaiian  Village  Long  House  Room, 
luncheon  round  tables  are  jointly  sponsored  by  the  AMA 
Auxiliary  and  AMA  Council  on  Scientific  Assembly.  Cost: 
$10.00  each.) 

Tuesday,  December  2 (12:15  1:45  PM)  • Topic  — 

Ancient  Polynesian  Medicine 

Thursday,  December  4 (12:15  1:45  PM)  • Topic  — 
Dehli  Belly,  Gyppy-Tummy,  and  Other  Diseases  of 
T ravelers 


General  Registration 

Non-member  phy-  AMA  members  and 

sicians:$35  their  guests:  no  fee 

Guests  of  non-  Medical  students, 

members:  $10  interns  and  resi- 

Foreign  M.D.’s:nofee  dents:  no  fee 

My  remittance  of  $ is  enclosed.  Make  check  or 

money  order  payable  to  the  American  Medical  Associ- 
ation. Payment  must  accompany  registration. 

Please  print 

Name — 

(Each  physician  must  register  in  his  own  i.ame) 

Office  Address 

City/State/Zip 

1 am  a member  of  the  AMA  through  the  following  State 
Medical  Association  or  government  service 

Office  Phone  No. 


□ Send  travel  information;  or  call  toll-free  to:  (800) 
621-1046,  except  in  Alaska  and  Hawaii;  in  Illinois  call 
(312)  782-3462 


Return  this  form  today  to  AMA’s  Dept,  of  Membership  Statistics,  535  N.  Dearborn  St.,  Chicago,  IL  60610 


L 


J 


Pediatric  Drops 


100  mg. /ml. 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


500738 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


WHERE  IS  THE  MIND? 

I know  about  afferent  and  efferent  neural 
impulses,  and  about  ganglia  and  synapses 
and  nuclei  and  reflexes  and  lobes  and  tracts 
and  axons.  But  all  of  this  sounds  like 
stimulus-and-reaction,  and  have  to  do  with 
our  adapting  to  an  outside  and  a hostile 
world.  Still,  we  have  thought  and  spirit  and 
idea  and  mind,  and  I may  even  have  a soul. 

Anatomy  of  melancholy  notwithstanding, 
who  will  describe  the  mind  and,  if  I am  to 
have  one,  the  soul?  For  not  everything  is 
reflex;  do  we  not  begin  some  things  within 
ourselves?  Can  we  not  say  I think  I shall 
clean  the  hall  closet,  or  I think  I shall  write 
an  essay  called  where  is  the  mind  and 
where  is  the  soul,  or  I think  therefore  I am; 
or  just  I think?  And  where  does  thinking 
start?  Unless  mind  is  reflex,  and  all  thinking 
is  reflex  thinking,  there  is  a region 
somewhere  in  our  bodies  where  primary  and 
original  thinking  goes  on,  or  where  it  begins. 

The  ancients  may  have  mixed  up  the  mind 
and  the  soul,  and  I seem  to  recall  reading 
that  they  once  put  them  in  the  abdominal 
cavity.  Sight,  pain  sensation,  hearing;  all  of 
these,  when  they  come  to  the  level  of 
awareness,  reach  the  brain,  where  there  are 
centers  for  these  things.  But  where  is 
ideation,  where  do  ideas  start?  Where  is 
fantasy,  where  is  remembrance? 

For  I do  have  a mind,  and  my  mind  is 
thinking  about  itself,  and  my  mind  thinks  I 
have  a soul.  I shall  not  argue  about  the  soul's 
address,  even  though  you  may  locate  it  for 
me  if  you  will,  but  what  is  the  precise 
location  of  the  mind,  and  how  can  it  work 
without  stimulus?  Spinal  anesthesia  to  the 
top  of  the  head  will  put  the  patient  to  sleep, 
it  has  been  argued,  but  I never  tried  it,  and 
how  can  you  tell? 

The  mind  is  surely  somewhere,  we  have 
only  to  find  it  and  to  see  how  it  works;  then 
comes  the  soul. 

— F.C. 


MADE  IN  THE  U.S.A. 

I went  shopping  and  I picked  up  a camera, 


a telescope,  a tie  rack,  a computer,  and  a 
cup-and-saucer.  And  they  were  stamped 
Made  in  Taiwan  or  Made  in  West  Germany 
or  Made  in  The  People’s  Republic  of  China  or 
Made  in  Japan.  Buy  British,  the  British  said 
a few  years  ago,  and  it  may  have  done  them 
some  good.  Why  everything  I see  on  store 
shelves  comes  from  somewhere  else  than  the 
United  States,  I do  not  know,  nor  does  it 
seem  particularly  good  to  me. 

I am  for  Buy  American  and  for  Support 
Your  Local  Doctor.  Your  physician’s  services 
are  not  imported.  His  specialty  training  was 
received  in  this  country,  and  the  money  you 
pay  him  stays  right  here. 

-F.C. 


THE  SITZ  BATH 

The  sitz  bath  has  always  seemed  a little 
funny  to  me.  The  patient  sitz  in  the  tub  with 
the  hips  and  buttocks  immersed,  and  it  is 
also  called  the  hip  bath.  It  is  again  defined  as 
one  given  in  a specially  built  tub,  and  only 
the  lower  back,  hips,  and  upper  thighs  are 
under  water.  In  addition  to  lumbosacral 
things,  I think  it  is  prescribed  for  anorectal 
and  prostatic  annoyances. 

Lying  or  half-lying  down  in  a bathtub  is 
restful  and  seems  proper.  Sitting  in  the  tub 
is  not  comfortable;  the  sitter  comes  to  feel 
silly  and  looks  silly  if  anybody  is  looking,  but 
probably  nobody  is  looking  if  the  usual 
indications  for  this  treatment  are  present. 

If  heat  is  wanted  for  the  lower  half  of  the 
body,  lying  down  seems  as  logical  as  sitting 
up,  since  the  lower  parts  of  the  patient  are 
still  submerged.  Sitting  in  a tub  with  a cold, 
hard,  sloping  back  seems  like  a good  way  to 
get  spasms,  which  nobody  with  these 
problems  wants. 

If  there  is  congestion,  if  the  prostate  is 
enlarged,  making  emptying  of  the  bladder 
difficult,  if  there  are  already  engorged 
hemorrhoids,  will  not  heat,  with  its  property 
of  drawing  blood  to  the  treated  part, 
enhance  the  swelling  and  aggravate  the 
annoying  condition? 


October,  1975 


379 


I wonder  if  cold  would  not  shrink  a swollen 
prostate  and  hemorrhoid,  and  in  addition 
there  is  the  desirable  anesthetic  effect  of 
cold.  Has  the  sitz  bath,  I should  like  to  know, 
been  subjected  to  statistical  analysis,  or  is  it 
only  the  result  of  too  long  standing  tradition, 
handed  down  from  book  to  book  and  from 
doctor  to  doctor? 

I am  for  dry,  not  wet;  cold,  not  warm; 
lying,  not  sitting;  and  I cannot  bring  myself 
to  vote  for  the  sitz  bath.  It  is  uncomfortable 
and  boring,  and  it  is  a good  way  to  burn 
yourself. 

— F.C. 


OUR  LUCKY  WORLD 

All  the  stars  you  see  are  suns,  and  I do 
not  know  why  they  shine  at  night.  In  this 
connection,  let  me  say  that  the  moon  may  be 
better  for  us  than  the  sun,  for  the  moon 
shines  at  night  when  we  need  its  light,  while 
the  sun  shines  only  during  the  day,  when  it 
is  bright  anyway  and  we  don’t  need  it,  what 
with  all  that  daylight. 

We  live  on  a planet  that  goes  around  the 
sun,  and  we  are  lucky  to  be  here.  For  we 
have  gravity,  and  atmospheric  pressure,  and 
oxygen,  and  nitrogen,  and  in  just  the  right 
amounts,  and  we  could  not  live  without 
these.  You  could  say  that  we  have  adjusted 
ourselves  to  these  things,  but  I do  not  think 
we  could  have  come  along  without  them. 

There  are  so  many  other  things  here  for 
our  convenience:  soil,  light  (alternating  with 
darkness),  warmth,  solar  energy,  food  (in  the 
presence  of  plants  and  animals),  daily 
temperature  changes,  ozone  (to  protect  us 
from  ultraviolet  rays),  water,  and  the 
seasons. 

The  twenty-four  hour  day  is  exactly  right 
for  us,  or  we  may  have  adapted  ourselves  to 
this  period,  in  the  way  of  sleep,  bowel  habits, 
bathing,  eating,  working,  and  playing. 

There  are  about  10  billion  galaxies  in  the 
universe,  and  each  galaxy  contains  from  one 
billion  to  a thousand  billion  stars.  I have  not 
counted  these  myself,  but  there  are  probably 
several  thousand  billion  billion  stars  in  the 


whole  world,  or  you  could  write  down  10^0 
and  be  pretty  close,  give  or  take  one  or  two. 
I do  not  know  if  they  have  planets  (someone 
may  have  seen  one),  but  there  is  no  evidence 
that  there  are  people  anywhere  else.  As  for 
experts  saying  there  must  be,  Newton 
thought  that  people  lived  in  the  sun. 

We  are  very  lucky  to  be  here.  I don’t  think 
we  could  have  made  it  anywhere  else. 

-F.C. 


ON  LISTENING  TO  THE  HEART 

My  BMR  and  PBI  may  be  only  barely 
WNL;  at  any  rate,  I do  not  like  to  waste 
time.  And  when  I would  listen  to  the 
patient’s  heart  the  day  before  anesthesia,  I 
would  do  it  quickly.  I would  take  only  a 
minute  or  two,  and  sometimes  the  patient 
would  say  that  didn’t  take  long.  I would  say 
there  are  only  so  many  things  you  want  to 
know,  like  rate,  rhythm,  murmurs,  loudness, 
and  rubs.  And  if  everything  is  all  right,  it 
only  takes  a minute  to  see  that  things  are 
normal.  When  the  heartbeats  are  irregular, 
or  when  there  are  murmurs,  you  listen 
longer  while  you  study  the  situation. 

I was  recently  in  a museum  where  there 
was  a device  with  lighted  numbers  that 
changed  to  show  you  how  many  times  the 
walls  of  the  building  had  been  struck  or 
penetrated  by  submolecular  particles.  And  I 
stood  there  for  several  minutes,  watching 
the  numbers  change.  It  was  wonderful  that 
there  should  be  such  things  as  particles,  and 
these  may  have  been  from  out  of  this  world; 
it  was  a thing  of  marvel  that  we  should  know 
them,  and  that  we  should  be  able  to  detect 
their  presence;  and  further,  that  we  should 
have  come  up  with  a so  remarkable 
electronic  counting  device. 

But  all  I was  watching  was  a number,  and 
while  it  changed  about  every  half  minute,  I 
could  not  see  the  particles  or  their  source. 
And  after  a while  the  wonder  of  looking  at  a 
number  wore  off,  and  I knew  that  if  I stood 
there  for  hours,  I should  be  wasting  time. 

If  the  stars  came  out  once  a year,  we 
might  stand  all  night  and  watch.  But  except 
for  rare  occasions  and  for  episodes  conjured 
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up  by  such  things  as  romance,  youth, 
remembrance,  and  nostalgia,  we  spend  little 
time  looking  at  the  stars,  for  they  are  like 
the  cosmic  rays  and  the  healthy  heart.  They 
are  within  normal  limits,  and  we  observe 
them  quickly  and  go  on  to  other  things. 

— F.C. 


IS  SURGERY  MEDICINE? 

College  of  medicine,  department  of  surgery 
sounds  funny;  but  college  of  medicine, 
department  of  medicine  is  even  worse. 
Department  of  internal  medicine  perhaps, 
but  what  is  external  medicine?  That  leaves 
room  for  only  two  specialties,  internal 
medicine  and  skin,  and  maybe  two  are 
enough.  It  is  like  the  riddle,  how  many  sides 
does  a circle  have?  Two:  the  inside  and  the 
outside. 

Is  every  doctor  a physician  and  surgeon 
when  he  graduates?  In  England,  your  office 


is  called  surgery.  And  a doctor  on  whose 
office  door  were  the  words  physician  and 
surgeon,  once  asked  me  if  I could  find  a 
surgeon  in  the  house. 

There  are  some  medical  words  that  leave 
me  cold:  otorhinolaryngology,  choledocho- 
duodenostomy,  ophthalmology,  and  internal 
medicine. 

Internal  medicine  is  either  everything 
inside  the  body,  or  else  it  is  the  tiny  part  left 
after  all  the  other  specialties  have  been 
taken  out.  What  surgery  is,  is  not  always 
clear.  I know  what  it  is  when  he  fixes  a 
hernia  without  finding  the  appendix,  but 
when  he  unfreezes  a frozen  shoulder  with  his 
bare  hands,  has  he  performed  surgery? 

Physic  and  remedy  are  good  words. 
College  of  health,  department  of  medicine 
isn’t  bad.  But  medicine  sounds  like  drugs. 
Anything  is  better  than  college  of  medicine, 
department  of  medicine,  though. 

-F.C. 
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ORIGINAL  ARTICLES 


Heredity  and  Colon  Cancer  * 


PART  VI 

A Genetic  Study  of  Colon 
Cancer  Probands 

We  have  discussed  a number  of  genetic 
and  presumptive  genetic  disorders  with  colon 
cancer  association  and  now  we  would  like  to 
describe  our  own  research  involving  a retro- 
spective and  prospective  series  of  colon 
cancer  probands. 

Medical  records  were  reviewed  of  all 
patients  who  received  a diagnosis  of  adeno- 
carcinoma of  the  colon  at  the  Omaha 
Veterans  Administration  Hospital  from  1951 
to  1969  (209  probands).  Whenever  possible, 
all  living  probands  were  interviewed  in  their 
homes.  When  pertinent  information  was  in 
doubt,  these  patients  were  excluded  from  the 
study.  Only  those  patients  whose  tumor  and 
family  histories  were  considered  to  be 
reliable  were  included.  This  resulted  in  98 
patients  in  a retrospective  series. 

The  prospective  phase  of  our  study  began 
in  1969  with  a review  of  the  medical  records 
and  interviews  with  each  new  patient  who 
was  admitted  with  histologically  verified 
adenocarcinoma  of  the  colon.  Each  patient  in 
the  prospective  series  was  matched  with  a 
patient  of  the  same  age  and  sex  with  a 
diagnosis  other  than  cancer  who  was  ad- 
mitted to  the  hospital  at  approximately  the 
same  time.  The  same  procedures  were  fol- 
lowed for  evaluation  of  these  control  patients 
as  were  employed  for  the  prospective  experi- 
mental group.  All  available  first  degree 
relatives  of  both  experimental  and  control 
patients  were  interviewed  whenever  possible. 
Special  attention  was  given  to  the  evalua- 
tion of  all  histologic  varieties  of  cancer  in- 
cluding multiple  primary  malignant  neo- 
plasms. Genealogy  was  documented  as  com- 
pletely as  possible.  Secondary  sources,  in 
addition  to  physician  and  hospital  records, 
included  records  from  bureaus  of  vital  sta- 
tistics, historical  archives,  and  genealogical 
societies.  Verification  of  family  history,  how- 
ever. was  less  complete  for  some  of  the  pa- 
tients in  the  retrospective  series  because  of 
difficulty  in  locating  certain  close  relatives. 


HENRY  T.  LYNCH,  M.D. 
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Department  of  Preventive  Medicine  and  Public  Health, 
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This  is  one  of  the  major  shortcomings  of 
retrospective  studies  in  genetics. 

Statistical  analysis  was  performed  on  the 
following  parameters: 

1.  The  total  number  of  first-degree  rela- 
tives in  each  family  was  determined  and 
the  range  and  mean  were  calculated  for 
the  prospective,  control,  and  retrospec- 
tive groups. 

2.  Age  at  diagnosis  and  distribution  by 
age  in  both  prospective  and  retro- 
spective studies  were  determined  and 
expressed  as  frequency  distribution 
curves. 

3.  The  frequency  distribution  of  all  histo- 
logic varieties  of  cancer  present  in  first- 
degree  relatives  was  compiled  and  the 
differences  between  experimental  and 
control  groups  were  evaluated  for  sig- 
nificance based  upon  chi-square  tests. 

4.  The  families  were  divided  according  to 
the  total  number  of  cancers  in  each 
family  and  the  respective  percentages 
were  calculated. 

5.  Data  were  tabulated  for  first  degree 
relatives  in  families  which  contained  2 
or  more  relatives  with  cancer  in  a 
search  for  possible  familial  associations 

•Permission  for  publication  granted  by  Charles  C.  Thomas.  Publisher. 
Cancer  Genetics,  by  Henry  T.  Lynch,  M.D..  and  Archives  of  Surgery. 
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between  different  types  of  cancer:  1) 
when  the  subjects  affected  were  re- 
stricted to  sibships  (sibs  only  affected), 
2)  vertically  transmitted  (parent-child 
affected),  and  3)  both  (parent  and  sibs). 

6.  A sex-ratio  analysis  was  determined 
with  respect  to  tumor  occurrence  in 
first  degree  relatives. 

Results 

Data  analysis  was  based  upon  the  medical 
histories  of  probands  and  their  first-degree 
relatives  in  the  two  experimental  groups  and 
one  control  group.  The  first  experimental 
group  included  98  probands  with  colon 
cancer  (histologically  verified)  who  were 
studied  retrospectively.  The  number  of  rela- 
tives in  these  families  ranged  from  3 to  43 
members  with  a mean  of  6.0.  The  second 
experimental  group  included  50  probands 
with  diagnoses  of  colon  cancer  (histolog- 
ically verified)  and  their  first-degree  relatives 
who  were  studied  prospectively.  The  number 
of  subjects  in  these  families  ranged  from  3 to 
24  with  a mean  of  9.4.  This  group  was 
matched  with  50  control  subjects  and  their 
first  degree  relatives  who  were  also  studied 
prospectively.  The  number  of  members  in 
these  families  ranged  from  4 to  18  with  a 
mean  of  9.2. 

The  age  distribution  at  diagnosis  of  colonic 
cancer  in  members  of  the  retrospective  and 
prospective  groups  showed  no  difference 
between  the  groups  with  respect  to  age  at 
diagnosis.  A maximum  number  of  patients 
was  diagnosed  between  the  ages  of  60  and  80 
with  a mean  age  of  64.8. 

Colon  cancer  was  found  in  23  first  degree 
relatives  of  the  98  colon  cancer  probands  in 
the  retrospective  series  and  in  15  first 


TABLE  I 

COLON  CANCER  IN  PROSPECTIVE  AND 
RETROSPECTIVE  OVAH  STUDY 


No.  Colon 

No.  Colon 

Cancer 

Cancer 

No.  Colon 

Retro- 

Pro- 

Cancer 

spective 

spective 

Control 

Total  No.  Proband 

98 

50 



Total  Colon 
(First  Degree  Rela- 

121 

65 

3 

live  + Proband) 
Colon  Cancer 
(Only  in  Family) 

23 

15 

3 

degree  relatives  of  the  50  colon  cancer 
probands  in  the  prospective  series.  In  turn, 
only  3 cases  of  colon  cancer  were  found  in 
the  control  group  (Table  I).  A comparison  of 
the  prospective  and  control  groups  revealed 
an  increase  in  the  frequency  of  colon  cancer 
(P<0.01)  and  breast  cancer  ( P < 0.05)  in  the 
first  degree  relatives  of  the  experimental 
group. 

The  number  of  families  in  the  experi- 
mental and  control  groups  with  different 
frequencies  of  cancer,  excluding  colon  cancer, 
in  the  first  degree  relatives  is  shown  in 
Table  II. 

An  increased  frequency  of  multiple  pri- 
mary malignancies  was  found  in  the  experi- 
mental group  compared  with  the  control 
group  (P<  0.001)  as  shown  in  Table  III.  Con- 
sanguinity was  absent  in  both  the  proband 
and  control  groups. 

The  histological  types  of  cancer  are  re- 
corded for  first  degree  relatives  of  probands 
in  each  family  in  the  prospective  and  retro- 
spective groups  in  Tables  IV  to  VIII  and 
summarized  in  Table  IX.  We  have  classified 
these  families  into  three  groups:  1)  families 
in  which  only  sibs  were  affected  and  none  of 

TABLE  II 

FREQUENCY  OF  CANCER  IN  FIRST  DEGREE 
RELATIVES  IN  A RETROSPECTIVE  AND 
PROSPECTIVE  STUDY  OF  COLONIC  CANCER 


Retro- 


First  Degree 
Relatives  with 
Cancer  other 
than  Colon 

spective 

(98) 

Prospective 

(48) 

Control 

(48) 

No.  % 

No.  % 

No.  % 

1 Cancer 

54  55.1 

12  25.0 

17  35.4 

2 Cancers 

21  21.4 

8 16.7 

6 12.5 

3 Cancers 

6 6.1 

1 2.1 

— — 

4 Cancers 

8 8.2 

2 4.2 

1 2.1 

5-10  Cancers 

1 1.1 

— — 

- — 

TABLE  III 

PERCENTAGES  OF  COLON  AND  MULTIPLE 
CANCERS  IN  THE  TWO  EXPERIMENTAL 
AND  CONTROL  GROUPS 


Colon  Other 

Cancer  Cancers  Multiple 


Study 

No. 

y 

No. 

y 

f o 

No. 

y 

/o 

Retrospective 

23 

13.9 

142 

86.1 

18 

18.4 

Prospective 

15 

21.4 

55 

78.6 

8 

16.7 

Control 

3 

10.3 

26 

89.7 

1 

2.1 
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the  parents  or  grandchildren  were  affected, 
2)  those  in  which  one  or  both  parents  and 
only  one  child  were  affected,  and  3)  those  in 
which  one  or  both  parents  and  more  than 
one  child,  and  in  some  cases  also  grand- 
children, were  affected. 


TABLE  IV 

SIBS  ONLY 
l Retrospective  Group) 


Males  A ffected 

Females  Affected 

Family 

Total 

Total 

No. 

Affected 

No. 

Affected 

No. 

1 

Colon  64 
Throat  47 

4 

1 

7 

Colon  60 

2 

Skin 

7 

Unknown 

Lung  77 

9 

Colon  54 

2 

Breast 

1 

13 

Colon  72 
Colon 

4 

1 

14 

Colon 

Unknown 

2 

40 

Colon  66 

1 

Stomach 

1 

42 

Colon  77 
Lung  65 

5 

1 

60 

Colon  68 
Unknown 

2 

82 

Colon  51 
Skin 

2 

88 

Multiple 
Colon  77 

7 

3 

Lip  78 
Stomach 

89 

Colon  62 

4 

Esophagus  53 

2 

95 

Colon  75 
Prostate  74 

5 

3 

115 

Multiple 
Colon  75 

3 

Neck 

Female  Organs 

4 

Skin  69 
Skin  78 

129 

Colon  76 

Bone 

Leukemia 

7 

Neck 

5 

130 

Colon  74 
Leukemia  70 

3 

139 

Colon  69 
Prostate  65 

3 

1 

147 

Colon  74 
Prostate  59 

2 

1 

151 

Colon  67 
Throat  65 

6 

2 

153 

Colon  70 
Esophagus  60 

5 

4 

176 

Colon  68 
Leukerrua  70 

2 

189 

Colon  47 

2 

Leukemia 

3 

205 

Colon  68 

3 

Breast  57 

3 

224 

Colon  76 
Stomach  74 

3 

39 

Colon  67 
Colon  59 

3 

45 

Colon  43 
Throat  63 
Stomach  70 

8 

6 

There  was  no  significant  difference  con- 
cerning cancer  of  all  sites  between  the  two 
proband  groups  and  the  control  group.  When 
the  number  of  occurrences  of  colon  and 
breast  cancer  was  compared  between  the 
experimental  and  control  groups,  there  was  a 
significant  difference  (P<0.05).  The  familial 
association  of  colon  and  breast  cancer  has 
also  been  verified  in  a study  of  34  families, 
ascertained  originally  for  breast  cancer, 
among  whom  gastrointestinal  cancer  was 
observed  in  22  families  with  colon  cancer  the 
most  frequently  associated  malignant  neo- 
plasm in  14  of  these  families. 79  A control 
group  was  not  utilized  in  this  series  of  34 
breast  cancer  families.  In  the  present  colon 
cancer  study,  however,  an  association  is 
demonstrated  when  the  data  are  compared 
with  a control  group. 

Comment 

These  data  are  consistent  with  findings  by 
Macklin60  and  others  59  61  who  clearly  dem- 
onstrated an  increased  frequency  of  colon 
cancer  in  close  relatives  of  colon  cancer  pro- 
bands when  compared  with  control  families. 
However,  we  have  extended  our  data  and, 
comparing  the  probands’  families  with  con- 
trols, we  have  shown  other  possible  combina- 
tions of  differing  histologic  varieties  of  can- 
cer. Thus,  among  first  degree  relatives  of 
colon  cancer  probands,  breast  cancer  appears 
to  be  the  most  frequently  associated  malig- 
nant neoplasm  ( P < 0.05 ) . It  should  also  be 
noted  that  in  a review  of  a large  series  of 
multiple  primary  malignant  neoplasms,  colon 
cancer  was  the  most  frequently  occurring 
extra  primary  malignant  neoplasm  associated 
with  breast  cancer.80 

We  found  no  significant  association  of 
colon  cancer  with  any  other  histologic  vari- 
eties of  cancer.  Ours  is  a limited  series;  a 
much  larger  series  of  patients  might  also 
show  other  tumor  associations. 

Analysis  of  familial  combinations  in  the 
colon  cancer  proband  series  has  shown  25 
sibships  with  two  or  more  members  affected 
with  colon  cancer  in  the  retrospective  series, 
and  5 in  the  prospective  series,  and  only  2 in 
the  control  series.  Parent  and  offspring 
combinations  were  affected  with  colon  cancer 
in  24  families  of  the  retrospective  series,  and 
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TABLE  V 

RETROSPECTIVE  GROUP 
(Parent  Child  Only) 


Children 


Family  No. 

Parents 

Mates  Affected 

Females  Affected 

Affected 

Total 

No. 

Total 

Affected  No 

Father 

Mother 

5 

Colon  59 

Endometrial  64 

Colon  65 

1 

1 

15 

Unknown  60 

Colon  48 

4 

1 

21 

Colon  86 

Colon  55 

2 

31 

Colon  37 

Colon  44 

2 

1 

61 

Unknown  60 

Colon  44 

6 

2 

Lung  55 

68 

Colon  79 

Colon  43 

1 

3 

70 

Unknown  68 

Multiple 

5 

4 

Colon  65 

Lung  74 

72 

Stomach  60 

Colon  65 

1 

74 

Skin  74 

Colon  77 

2 

1 

77 

Unknown 

Colon  65 

4 

79 

Bladder 

Colon  67 

1 

1 

92 

Unknown  84 

Colon  62 

1 

2 

96 

Liver  59 

Colon  55 

1 

110 

Bladder  66 

Colon  60 

1 

112 

Unknown 

Colon  69 

1 

137 

Stomach  62 

Colon  40 

I 

152 

Unknown  84 

Colon  66 

2 

2 

154 

Throat 

Colon  73 

l 

169 

Colon  77 

3 

1 

170 

Liver  60 

Colon  74 

4 

2 

179 

Breast  65 

Colon  67 

185 

Hodgkin's 

Colon  45 

1 

190 

Stomach 

Colon  71 

1 

245 

Breast  72 

Colon  72 

1 

1 

TABLE  VI 

SIBS  AND  PARENTS 
(Retrospective  Group) 


Children 


Parents 

Males  Affected 

Females  A ffected 

Total 

Total 

Family  No. 

Father 

Mother 

Affected 

No. 

Affected 

No. 

17 

Stomach 

Colon  64 

2 

2 

29 

Liver  72 

Colon  62 

2 

Endometrial  50 

3 

56 

Colon  65 

Colon  70 

9 

Hodgkin's 

8 

Stomach  56 

Stomach 

Lung 

Stomach 

58 

Stomach  64 

Colon  66 

3 

Stomach  46 

1 

73 

Prostate  72 

Colon  65 
Leukemia  73 

2 

2 

109 

Stomach  71 

Stomach  71 

Colon  67 

4 

Endometrial  57 

4 

118 

Throat 

Colon  67 
Pancreas 

4 

2 

126 

Unknown  84 

Colon  66 

Unknown  80 

Unknown  60 

Breast  43 

128 

Throat  80 

Colon  66 
Leukemia 

3 

2 

142 

Colon  55 

Colon  51 
Unknown 

6 

Leukemia 

8 

143 

Unknown 

Colon  76 
Epiglottis  67 

3 

Stomach 

1 

175 

Stomach 

Colon  74 
Stomach 

4 

1 

198 

Leukemia 

Colon  66 

Unknown 

Prostate 

4 

Leukemia 

3 

202 

Colon  67 

4 

3 

Hodgkin's  37 
Throat  59 

171 

Colon  64 
Prostate  65 

2 

32 

Colon  71 

2 

Endometrial  85 

145 

Skin  66 

Leukemia  72 

Colon  62 

2 

3 

26 

Rectal  59 

Colon  69 

1 

Unknown 

2 

105 

Unknown  85 

Colon  56 

4 

2 

Skin  67 
Colon  70 


in  8 families  of  the  prospective  series.  Only  4 
families  with  such  a combination  were  found 
in  the  control  series.  Finally,  parents  and 
two  or  more  siblings  were  affected  in  16 
families  in  the  retrospective  series,  and  in  9 
families  in  the  prospective  series,  while  the 
control  series  showed  only  one. 

Our  data  are  consistent  with  the  observa- 
tion that  the  phenomenon  of  colon  cancer  is 
associated  with  multiple  etiologies.  Thus,  in 
certain  families,  colon  cancer  is  restricted  to 
sibships  with  both  parents  free  of  this 


disease  and  in  others  the  disease  is 
manifested  in  parents  and  offspring.  In 
considering  the  complexity  of  colon  cancer, 
with  variable  but  often  late  age  of  onset,  it  is 
impossible  to  state  categorically  that  the 
parents  in  some  of  these  families  would  not 
have  developed  the  condition  if  they  had 
lived  long  enough.  Furthermore,  we  are 
unable  to  evaluate  their  true  risk  for  the 
disease,  since  we  do  not  have  a reliable 
genetic  marker  available  to  ascertain  risk 
status.  The  absence  of  consanguinity  is  not 


TABLE  VII 

PARENT-CHILD  ONLY 
(Prospective*  Groups) 


Children 


Males  Affected 

Females  Affected 

Total 

Total 

Family  No. 

Father 

Mother 

Affected 

No. 

A ffected 

No. 

64 

Prostate  72 

Colon  71 

3 

2 

65 

Skin  89 

Colon  57 

0 

3 

106 

Multiple 

Lung  66 

Multiple 

3 

3 

Bladder  71 

Colon  62 

Colon  73 

Skin  63 

167 

Colon  81 

Colon  72 

5 

183 

Colon 

Colon  70 

6 

3 

209 

Stomach  75 

Colon  57 

"> 

3 

216 

Kidney 

Colon  49 
Colon  52 
Lung  52 

SIBS  ONLY 

3 

Colon  66 
Bladder  68 
Lung  65 

6 

5 

4 

Colon  66 
Leukemia  69 

3 

3 

1 16 

Colon  75 

3 

Colon  80 

3 

146 

Colon  79 
Lung  51 

9 

2 

255 

Colon  55 
Bladder  8 1 

7 

2 

SIBS  AND  PARENTS 

16 

Bladder  84 

Colon  50 
Skin  69 

5 

Unknown 

2 

81 

Colon  78 

Colon  54 

3 

Breast  65 
Colon  62 

3 

114 

Hodgkin's  71 

Colon  64 
Skin  64 
Colon 

5 

2 

164 

Multiple  60 

Colon  57 

5 

Colon  29 

2 

Pancreas 

Liver 

Stomach 

Colon  31 

187 

Stomach  84 

Colon  71 

10 

Breast 

Stomach 

4 

207 

Breast  65 

Colon  62 
Liver 

6 

3 

220 

Leukemia  80 

Breast  67 

Colon  71 

10 

Reticulum  Cell 

3 

Stomach  54 
Leukemia  24 

Sarcoma 

221 

Colon  44 

Breast 

Colon  33 

7 

Colon  40 

4 

Colon  56 

Cecum 
Pancreas 
Colon  27 

229 

Bone  55 

Colon  82 
Liver  45 

5 

Colon  45 

3 
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sufficient  to  dismiss  the  possible  involvement 
of  recessive  factors,  since  colon  cancer  is 
relatively  common  in  our  population. 

The  finding  of  parent-child  involvement 
with  colon  cancer  is  consistent  with  a familial 
factor  transmitted  from  one  generation  to 
the  next.  This  association  could  involve 
factors  that  are  gene-transmitted,  nongenetic 
factors  such  as  virus,  diet,  or  other 
carcinogenic  factors,  or  a combination  of  the 
different  factors.  In  one  of  the  families 
described  in  this  series,  several  generations 
were  affected  with  colon  cancer,  multiple 
primary  cancers,  and  early  age  of  onset  with 
overall  findings  consistent  with  the  cancer 
family  syndrome  which  we  consider  to  be 
under  the  influence  of  an  autosomal 
dominant  gene.81 

The  epidemiology  of  colon  cancer  is  ex- 
ceedingly complex.  This  discussion  is  con- 
cerned primarily  with  the  role  of  genetic 
factors  in  diatheses  for  colon  cancer,  al- 
though both  genetic  and  nongenetic  factors 
must  be  considered.  For  example,  Burkitt 82 
has  emphasized  the  importance  of  dietary 
factors  in  the  evolution  of  carcinoma  of  the 
colon  and  rectum,  basing  his  hypothesis  on 
studies  from  Africa  and  other  parts  of  the 
world,  where  the  frequency  of  colon  cancer 
appears  to  show  marked  variations  which 
parallel  populations  showing  characteristic 
dietary  patterns.  Accordingly,  areas  of  low 
colon  cancer  incidence  tended  to  be  asso- 


ciated with  high  residue  diet  and,  conversely, 
those  areas  showing  a high  frequency  of 
colon  cancer  had  low  residue  diets.  It  was 
also  of  interest  that  diverticular  disease  of 
the  colon  also  occurred  more  frequently 
among  individuals  exposed  to  a low  residue 
diet. 82 

Other  factors  of  importance  in  colon  cancer 
include  bile  acids  and  coliform  bacteria,  all  of 
which  may  be  interrelated  with  the  dietary 
factor.  Thus,  dietary  fiber  was  shown  to 
regulate  the  speed  of  transit,  bulk,  and  con- 
sistency of  stools.  Burkitt  reasoned  that  it 
would  be  more  likely  that  carcinogens 
produced  by  the  action  of  abnormal  bacterial 
flora  when  held  for  a prolonged  period  in  a 

TABLE  IX 

SUMMARY  OF  HISTORY  OF  CANCER  IN 
FIRST  DEGREE  RELATIVES  IN  THE  TWO 
EXPERIMENTAL  AND  CONTROL  GROUPS 


Sths 

Only 

Parent- 

Child 

Only 

Sihs  & 
Parent- 
Child 

Study 

No. 

°/ 
' o 

No.  % 

No 

% 

Prospective 
(No.  = 50) 

5 

10 

8 16 

9 

18 

Control 
(No.  = 50) 

2 

4 

4 8 

1 

2 

Retrospective 
(No.  = 98) 

25 

25 

24  24 

16 

16 

Prospective/Retro- 

spective 

(No.  = 148) 

30 

20 

32  21 

25 

17 

TABLE  VIII 

PARENT-CHILD  ONLY 
(Control  Group) 


Children 


Family  No. 

Parents 

Males  Affected 

Females  Affected 

Affected 

Total 

No. 

Affected 

Total 

No. 

Father 

Mother 

C 65 

Endometnal  70 

Leukemia 

4 

3 

C212 

Skin  32 

Liver 

5 

2 

C207 

Brain  75 

Lip  65 

2 

2 

C177 

Skin 

Skin 

2 

1 

C164 

Breast  77 

Lung  55 

8 

6 

SIBS  ONLY 

C 4 

Colon  64 

5 

Endometnal  35 

4 

Colon  69 

C255 

Spine  60 

9 

Spleen  72 

3 

Prostate  72 

Colon  72 

SIBS  AND  PARENTS 

C206 

Skin  78 

Prostate  66 

9 

2 

Prostate  68 

Prostate  81 

October.  1975 
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concentrated  form  in  contact  with  the  bile 
mucosa  may  account  for  the  high  incidence  of 
colon  cancer  in  the  more  economically 
developed  countries  where  low  residue  diet 
is  so  popular.  Bacterial  flora  are  capable  of 
producing  many  secondary  bile  acids  which 
are  found  in  the  colon,  83  84  a fact  alluded  to 
first  in  1941  by  Druckery85  when  he  demon- 
strated the  association  of  bacterial  flora  with 
cancer.  It  would  be  valuable  to  see  if  familial 
factors  are  operative  in  context  with  these 
environmental  factors  and  thereby  predispos- 
ing members  of  certain  colon  cancer  prone 
families  differentially  to  these  exogenous 
agents. 

Unfortunately,  there  have  been  no  genetic 
studies  of  which  we  are  aware  wherein 
special  attention  has  been  given  to  the  inter- 
actions with  some  of  these  nongenetic 
factors.  We  believe  it  is  essential,  for  the  full 


elucidation  of  colon  cancer  etiology,  that  host 
factors  be  appraised  with  due  consideration 
to  their  interaction  with  such  environmental 
factors  as  diet,  bile  acids,  and  bacterial  flora. 
A large-scale  prospective  study  of  colon 
cancer  prone  families  with  matched  controls 
might  clarify  these  etiologies.  In  addition  to 
their  implication  for  carcinogenesis,  genetic 
studies  also  harbor  a potential  for  cancer 
control  through  the  recognition  of  relatives 
at  high  risk  for  the  development  of  colon 
cancer,  and  in  certain  circumstances,  for  the 
development  of  breast  cancer. 

Thus,  it  is  possible  that  the  gene(s)  pre- 
disposing to  cancer  may  cause  a mutation  in 
a particular  cell  which  may  render  this 
specific  cell  susceptible  to  malignant  trans- 
formation through  interaction  with  a car- 
cinogen! s)  such  as  an  oncogenic  virus. 


Therapeutic  Abortion:  A Selective 
Review  of  the  Literature 


SINCE  the  Supreme  Court  deci- 
sion on  abortion,  the  frequency 
of  legalized  abortion  in  the  U.S. 
has  risen  at  an  amazing  rate.  In  1971  the 
abortion  rate  was  136.0  per  one  thousand 
live  births,  while  in  1972  this  had  increased 
to  180.1  per  one  thousand  live  births. 11  (Na- 
tional Communicable  Disease  Center).  This 
high  frequency  of  abortion  in  the  United 
States  was  the  motivating  influence  for  this 
paper. 

A selected  review  of  the  literature  on 
therapeutic  abortion  reveals  numerous  arti- 
cles on  the  psychology  of  the  women  under- 
going this  procedure.  Many  of  these  studies 
suffer  from  sampling  bias.  Often  the  sample 
is  not  chosen  randomly,  instead  the  sample 
selects  itself,  while  some  of  the  studies  rely 
on  voluntary  return  of  a questionnaire  that 
was  mailed  several  months  after  the  abortion 
and  these  frequently  have  a low  return  rate. 
In  a report  of  just  such  a study,  Whitting- 
ton 1 attempted  to  follow  up  on  196  women 
who  requested  abortions  from  the  Denver 
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General  Hospital  during  a 21  month  period  in 
1967  and  1968.  Of  the  134  women  who  were 
approved  for  abortion,  31  returned  his  ques- 
tionnaire, and  only  one  of  the  62  denied 
abortion  returned  the  questionnaire.  From 
this  sample,  45  percent  stated  they  were 
very  happy  since  the  abortion,  and  42  per- 
cent were  fairly  happy,  while  68  percent 
indicated  they  definitely  had  improved 
mental  health.  From  this  questionnaire,  he 
concludes  that  the  respondent  women  felt 
happier  and  were  mentally  more  healthy 
since  the  abortion. 

This  is  a very  subjective  psychological 
evaluation.  The  reader  has  no  idea  of  the 
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actual  content  of  the  questionnaire,  nor  has 
he  any  idea  of  the  method  used  in  evaluating 
the  responses.  There  is  no  mention  of  what 
factors  may  enter  into  a woman  choosing  or 
not  choosing  to  answer  such  a questionnaire. 
The  reader  also  does  not  know  the  state  of 
happiness  or  mental  health  of  the  woman 
before  the  abortion.  Thus  this  study  is 
purely  retrospective  and  somewhat  biased. 
Apparently  the  study  served  more  as  a 
springboard  for  the  author  to  present  his 
personal  views  on  the  subject  of  abortion 
reform.  His  desire  is  to  have  abortion  taken 
out  of  the  realm  of  statutory  law. 

Simon  and  Senturia2  in  a critical  review  of 
studies  of  abortion  state  that, 

“It  is  sobering  to  observe  the  ease  with 
which  reports  can  be  embedded  in  the 
literature,  quoted,  and  requoted  many 
times  without  consideration  for  the  data  in 
the  original  paper.” 

The  authors  recommend  several  points 
which  should  be  considered  in  designing  a 
study.  For  example,  a good  control  would  be 
a woman  who  had  a spontaneous  abortion. 
Also,  there  should  be  several  evaluations  of 
each  aborted  woman  who  is  studied  retro- 
spectively. Third,  a prospective  study  should 
cover  many  years.  Finally,  there  should  be  a 
standard  pattern  for  data  gathering  methods, 
and  before  these  data  are  obtained,  the  re- 
searchers should  have  already  defined  the 
method  to  be  employed  in  interpreting  the 
data. 

Several  studies  have  used  a standard 
method  of  gathering  data  about  patients 
seeking  abortion.  The  Minnesota  Multiphasic 
Personality  Inventory  (MMPI)  was  used  by 
several  researchers  to  assess  the  psycho- 
logical health  of  these  women.37 

Brody’s3  study  included  94  women  who 
were  granted  an  abortion  and  56  pregnant 
women  in  a control  group.  Length  of  gesta- 
tion was  not  a variable.  Each  subject  and 
control  was  asked  to  take  a group  of  tests. 
Included  in  these  was  the  MMPI  which  was 
given  just  before,  six  weeks  after,  six 
months  after  and  one  year  after  abortion. 
Only  80  subjects  were  reached  six  weeks 
after  abortion  and  only  36  were  retested  one 
year  later.  The  controls  were  not  retested  at 
either  6 weeks  or  one  year  post  partum.  The 


results  revealed  that  the  controls  were 
nearly  “normal”  in  their  scores  while  the 
subjects  tested  just  before  abortion  were 
significantly  different  from  the  normal  score 
( P < .01 ) in  all  areas  but  masculinity  and 
femininity.  Over  the  course  of  a year  the  pro- 
file of  the  score  returned  toward  normal  in 
the  subject  women  retested.  In  addition,  the 
authors  found  that  there  was  no  significant 
difference  in  scores  of  primaparas  and  multi- 
paras. Six  weeks  following  the  abortion  the 
single  women  had  significantly  higher  scores 
in  the  mania,  schizophrenia,  and  psychopathy 
scales  than  did  the  married  women. 

The  article  concludes  that  the  pregnancy 
itself  is  not  a highly  disturbing  event  as 
measured  by  the  MMPI.  The  authors 
mention  the  possibility  that  the  preabortion 
scores  may  have  been  abnormal  due  to  the 
subjects’  fear  of  rejection  and  subsequent 
attempt  to  pretend  to  a psychiatric  problem. 
However,  the  MMPI  has  three  scales  that 
help  detect  possible  malingering,  and  there 
was  no  indication  of  a problem  in  this  area. 
The  study  does  not  support  the  idea  that 
aborted  women  have  a guilt  reaction  to  the 
procedure,  at  least  up  to  one  year  postabor- 
tion. It  concludes  with  the  statement  that,  in 
the  group  tested,  abortion  was  truly 
therapeutic. 

The  above  study  evidenced  some  of  the 
problems  seen  in  other  studies  in  that  there 
was  no  attempt  to  consider  the  decreased 
number  of  subjects  tested  at  followup. 
Obviously,  a mean  profile  of  94  subjects 
could  be  significantly  different  from  a mean 
profile  of  only  36.  Except  for  the  preabortion 
testing,  the  subjects  and  controls  were  not 
compared.  The  study  did  attempt  to  use 
objective  comparisons  based  on  an  accepted 
psychological  test  but  did  have  the  common 
problem  of  poor  follow-up  due  to  patient 
withdrawal  and  inability  to  find  patients  who 
had  not  left  forwarding  addresses. 

Simon,  Senturia,  and  Rothman4  studied  a 
group  of  46  women  who  were  mostly  well 
educated,  white  and  Protestant  or  Jewish. 
The  study  involved  a 10  year  time  span;  71% 
of  the  women  who  had  abortions  participated. 
The  authors  felt  that  having  only  71  percent 
of  the  group  did  not  invalidate  the  data  since 
the  missing  29  percent  were  well  matched 
for  age,  marital  status,  religion,  diagnosis, 
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and  time  since  abortion  v.  ith  the  46  women 
studied. 

At  the  time  of  interview,  32  women  were 
found  to  have  identifiable  psychiatric  prob- 
lems. but  30  of  these  women  had  had 
psychiatric  illnesses  prior  to  their  abortions. 
In  only  one  of  six  women  hospitalized  for 
psychiatric  illness  was  hospitalization  at- 
tributed directly  to  her  abortion. 

The  analysis  of  the  MMPI  scores  showed 
that  37  percent  of  the  patients  had  clinically 
significant  psychopathic  problems,  28  percent 
had  some  element  of  depression  and  24  per- 
cent resolved  conflicts  of  sexuality  by  exag- 
geration of  feminine  attitudes.  According  to 
the  authors,  the  combination  of  psychopathy 
and  exaggeration  of  feminine  attitudes  point 
toward  sadomasochism.  This  was  found  in  11 
percent  of  those  interviewed.  The  article 
states  that  therapeutic  abortion  offers  an 
excellent  chance  for  acting  out  of  sadomaso- 
chistic fantasies  and  impulses.  Thus,  accord- 
ing to  the  authors,  pregnancy  for  these 
women  was  masochistic  and  the  abortion  was 
sadistic. 

They  also  found  that  the  more  psycho- 
logically healthy  women  had  mild,  transient 
depression  immediately  following  the  abor- 
tion. Interestingly,  some  of  the  women  with 
prior  serious  psychiatric  problems  tolerated 
abortion  with  no  change  or  improved. 

The  article  concludes  that  healthier  women 
in  the  sample  responded  to  abortion  in  a 
mature  manner  while  the  psychologically 
troubled  women  used  a variety  of  defenses 
which  did  not  necessarily  increase  their  basic 
psychological  problems. 

This  study  appears  to  have  been  well 
designed.  Data  was  gathered  over  a period 
of  ten  years,  but  there  was  no  control  group 
of  spontaneously  aborted  women  as  the 
authors  suggested  might  be  desirable.  Also, 
there  was  only  one  interview  of  each  woman 
in  this  retrospective  study.  At  any  rate,  the 
authors  used  an  objective  approach  to  analyz- 
ing their  data  and  tended  to  point  out  prob- 
lems that  might  prejudice  the  results. 

The  above  study  indicated  that  30  of  46 
women  had  diagnosable  psychiatric  problems 
prior  to  abortion.  Abernethv8  believes  there 
is  a predisposition  among  certain  women  to 


have  an  unwanted  pregnancy.  In  her  study, 
65  women  who  had  an  abortion  were 
compared  to  65  women  who  were  supposedly 
effective  in  their  use  of  contraception.  The 
groups  were  matched  for  age,  education, 
marital  status,  religion  and  the  importance  of 
religion  to  the  woman. 

Of  one  thousand  women  responding  to  a 
mail  questionnaire  76  had  had  an  abortion,  of 
which  two  were  for  medical  reasons.  The 
author  assumed  that  the  other  74  had  the 
abortion  because  of  an  unwanted  pregnancy. 
Sixty-five  of  these  women  were  seen  in  a 
double  blind  followup  interview.  The  inter- 
viewed did  not  know  the  reason  she  was 
chosen,  and  the  interviewer  only  knew 
enough  to  attempt  to  rate  the  women  on 
family  role  redefinition.  Role  redefinition  was 
defined  as: 

“(1)  daughter  taking  over  some  elements 
of  her  mother’s  role  as  wife  or  house- 
keeper; (2)  the  daughter's  alienation  from 
the  mother;  and  (3)  intimacy  between  the 
father  and  daughter  which  excludes  the 
mother.” 

The  authors  felt  the  etiology  of  role  re- 
definition is  distance  and  hostility  in  the 
marriage  of  the  parents. 

The  results  of  the  study  show  that  the  sub- 
jects were  more  likely  than  controls  to 
exhibit  role  redefinition  ( P < .005 ) . Subjects 
also  were  more  likely  to  remember  their 
parents  as  being  nonaffectionate  and  even 
hostile.  Correspondingly,  the  subjects  were 
more  likely  than  the  controls  to  dislike  sex, 
but  despite  this  the  subjects  had  earlier 
sexual  relations.  The  controls  who  had 
children  all  claimed  the  last  child  was 
planned. 

The  author  of  this  article  drew  the  con- 
clusion that  the  pressure  of  a redefined 
family  role  combined  with  low  self-esteem 
were  major  factors  in  causing  a woman  to 
risk  an  unwanted  pregnancy.  This  study 
seems  to  have  been  well  designed  in  most  re- 
spects, but  the  authors  did  assume  that  all 
65  women  had  had  abortions  for  other  than 
medical  reasons.  The  assumption  was  also 
made  that  the  childless  and  unmarried 
controls  were  fertile. 

Much  has  been  written  about  the  effects  of 
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abortion  on  the  prospective  mother.  Fewer 
articles  attempt  to  study  the  consequences  of 
carrying  an  unwanted  pregnancy  to  term. 
Two  Swedish  studies  have  researched  this 
aspect.910 

Hook9  carried  out  a detailed  study  of  249 
women  from  the  Stockholm  area  who  had 
been  refused  therapeutic  abortion  in  1948. 
His  study  included  a complete  medical 
history  of  the  child  and  mother  and  a 
psychiatric  evaluation  of  the  mother.  The 
interviews  were  conducted  between  seven 
and  a half  years  and  eleven  years  eleven 
months  following  the  application  for  abortion. 
Hospital  and  psychiatric  service  records  and 
parish  registers  were  utilized  for  data. 

Hook  found  that  no  attempts  at  suicide 
had  been  made  by  any  of  the  women 
following  the  refusal,  although  two  percent 
of  these  women  had  attempted  suicide  on 
other  occasions  for  other  reasons.  Approx- 
imately 24  percent  of  the  subjects  had 
threatened  suicide.  The  suicidal  threats 
occurred  more  often  in  unmarried  women 
than  in  married.  On  the  other  hand,  11  per- 
cent of  the  group  obtained  illegal  abortions 
after  refusal  of  a legal  abortion.  The  author 
also  divided  the  women  into  deviant 
personality  groups  and  a normal  group. 
Illegal  abortions  and  suicide  threats  were 
more  common  in  the  deviant  groups  than  in 
the  normal  group.  The  women  were 
questioned  as  to  their  feelings  about  the  re- 
sults of  refusal  of  abortion.  Seventy-three 
percent  were  satisified,  and  27  percent  would 
have  preferred  the  legal  abortion.  Eighty-one 
percent  of  the  “normal”  women  were 
satisfied,  but  only  40  percent  of  the  deviant 
women  were  satisfied.  The  author  concluded 
that  a request  for  an  abortion,  especially  in  a 
woman  with  a prior  psychiatric  problem,  sug- 
gests that  factors  are  present  which  will  pre- 
vent the  woman  from  adjusting  successfully 
to  the  pregnancy. 

This  is  a thorough  study  of  unwanted 
pregnancies.  The  author  carefully  explained 
the  factors  which  may  tend  to  prejudice  the 
data.  The  study  involved  long  term  followup 
of  the  subjects.  The  author  favors  the  liberal- 
ization of  abortion,  especially  for  patients 
who  have  psychiatric  problems. 

This  article  as  well  as  the  Simon,  Senturia, 


and  Rothman4  article  indicate  that  the 
women  with  the  greatest  adjustment 
problems  with  respect  to  abortion  or  refusal 
of  abortion  are  the  patients  who  already 
have  psychiatric  problems.  This  suggests  an 
inherent  bias  in  all  retrospective  studies 
done  on  the  subject  of  abortion. 

It  would  also  seem  important  to  take  into 
account  the  child  who  is  born  following  a 
refused  abortion  request.  Forssman  and 
Thuwe  10  studied  this  aspect  of  the  problem. 
They  studied  120  children  born  of  women 
who  had  been  refused  a therapeutic  abortion. 
These  children  were  compared  to  a control 
group  composed  of  the  next  same  sexed  child 
born  in  the  same  hospital.  The  records  of 
each  child  were  reviewed  to  age  21.  Criteria 
of  insecure  childhood  were  defined,  and  60 
percent  of  the  unwanted  children  but  only  34 
percent  of  controls  experienced  insecure 
childhoods  ( P < .001 ) . 

The  index  children  were  significantly 
( P < . 05 ) more  likely  to  have  had  psychiatric 
care,  more  likely  to  have  been  involved  in  de- 
linquency or  crime  and  more  likely  to  have 
been  on  public  assistance  than  were  the  con- 
trols. The  index  children  were  also  less  likely 
to  have  gone  on  to  higher  education 
(P<.001).  The  authors  concluded  that: 

“the  very  fact  that  a woman  seeks  an 
authorized  abortion,  no  matter  how  trivial 
her  grounds  may  appear  to  some,  means 
the  expected  child  will  run  a larger  risk 
than  its  peers  of  an  inferior  standing  in 
life.” 

These  two  studies  from  Sweden  point  to 
the  problems  inherent  in  refusal  of  a re- 
quested abortion,  both  to  the  mother  and  her 
unwanted  child.  These  studies  are  well  de- 
signed and  it  would  seem  that  their  conclu- 
sions could  apply  just  as  well  in  this  country. 

In  summary,  these  several  studies  of  the 
psychological  impact  of  abortion  all  tend  to 
support  the  idea  that  for  some  women  this 
can  be  a necessary  procedure.  There  seem  to 
be  women  incapable  of  properly  using  con- 
traception, perhaps  through  a sadomaso- 
chistic tendency  or  because  of  a redefined 
childhood  role.  There  is  evidence  that 
psychological  problems  are  not  aggravated 
by  abortion.  Many  psychological  problems 
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found  after  abortion  may  nave  been  present 
before  abortion,  and  these  may  well  have 
been  a factor  leading  to  pregnancy  and  sub- 
sequent abortion.  If  the  abortion  is  not 
granted,  the  unwanted  child  will  more 
probably  enter  an  environment  that  does  not 
allow  him  to  become  as  useful  a person  as  his 
wanted  peer. 

For  the  woman  who  seems  incapable  of 
using  contraception  effectively,  permanent 
sterilization  or  abortion  are  the  only  answers 
if  one  is  to  prevent  unwanted  children.  There 
seems  to  be  little  evidence  of  great  psycho- 
logical trauma  to  the  woman  who  has  had  an 
abortion.  From  the  studies  reviewed,  it  is 
concluded  that  for  the  woman  who  truly  does 
not  want  to  carry  her  pregnancy  to  term,  the 
advantages  of  abortion  outweigh  the  dis- 
advantages. 
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Child  Abuse  and  Neglect:  A Study  of 
Cases  Reported  to  Douglas  County  Child 
Protective  Service  from  1967-1973* 


PART  II 

Non-abuse  cases  were  classified  into  three 
categories:  (1)  physical,  (2)  emotional,  (3) 
material  neglect. 12  There  were  1,403  neglect 
cases  reported  to  DC-CPS  from  1970-1973, 
(Table  2)  which  comprises  76.2%  of  the  total 
number  (1,800)  of  abuse  and/or  neglect  cases 
for  the  same  period  of  time.  Each  neglect 
case  consisted  of  multiple  types  making  the 
total  number  3.18  times  (5,857)  the  total 
number  of  neglect  cases  (Table  7).  The  three 
most  common  types  of  physical  neglect  were: 
(1)  children  being  left  with  inadequate  super- 
vision, (2)  being  left  alone  for  hours  and 
days,  and  (3)  failure  to  regularly  attend 
school  due  to  parent’s  faults.  Emotional 
neglect  consisting  of  the  following:  (1)  re- 
jection through  indifference,  that  is,  denial  of 
feelings  of  being  loved,  wanted,  worthy  and 
secure,  (2)  emotional  deprivation  giving  rise 
to  truancy,  aggressiveness,  discipline  and 
delinquency  problems,  psychosomatic  symp- 
toms such  as  hyperactivity,  withdrawals, 
autism  and  enuresis  and  (3)  overt  rejection 
by  being  shouted  at,  blamed  for  family  prob- 
lems and  being  put  out  of  the  house, 
occupied  the  same  pattern  of  incidence  from 
1970-1973.  The  three  most  common  types  of 
material  neglect  were:  (1)  filthy  living 

condition  evidenced  by  inadequate  or  lack  of 
good  housekeeping  with  the  smell  of  urine 
permeating  throughout  the  house,  garbage 
strewn  about  the  house  and  yard,  soiled 
beddings,  vermin  crawling  around,  (2)  in- 
adequate shelter  as  being  cold  during  winter, 
overcrowded  with  poor  ventilation  and  light- 
ing, a potential  fire  hazard,  with  unrepaired 
plumbing,  broken  stairs  and  windows,  (3) 
and  insufficient  clothing  exposing  the  child  to 
elements  of  weather,  thus  being  unable  to 
keep  the  child  warm  and  comfortable  both  at 
home  and  in  school. 

The  social  workers  and  other  personnel 
working  within  the  Douglas  County  Social 
Service  referred  20%  and  23%  of  the  child 
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abuse  and/or  neglect  cases  respectively  to 
the  Child  Protective  Service.  Private  medical 
doctors  reported  3%  of  the  total  abuse  cases 
and  0.4%  of  the  total  neglect  cases  (Table  8). 

Among  the  perpetrators  in  the  abuse 
cases,  there  is  a higher  incidence  of  females 
alone  (mother  or  substitute)  42.6%  than 
males  alone  (father  or  substitute)  36.4%  and 
6.8%  of  the  latter  were  the  mother’s  boy- 
friends. Both  parents  were  responsible  in 
19%  of  the  abuse  cases  and  the  remaining 
2%  consisted  of  the  following:  (1)  foster 
parents,  (2)  baby  sitter  and  (3)  baby  sitter's 
boyfriend. 

Child  abuse  and/or  neglect  cases  heard  in 
the  juvenile  court  were  18%  and  11.2%  of 
the  abuse  and  neglect  cases  respectively. 
Divorce  and  conciliation  courts  were  involved 
in  3.1%  of  the  abuse  cases  and  1.5%  of  the 
neglect  cases.  District  court  was  involved  in 
2.5%  of  the  abuse  and  2%  of  the  neglect 
cases.  There  was  no  court  involvement  in 
76.4%  and  85.3%  of  the  abuse  and  neglect 
cases  respectively. 

Eight  percent  of  the  abuse  victims  were 
assaulted  once  and  20%  were  assaulted  more 
than  once  after  the  initial  report. 

Among  the  closed  cases,  1%  of  abuse 
victims  and  0.9%  of  the  neglect  victims  were 
relinquished  by  their  parents.  Parental 
rights  were  terminated  in  6.4%  of  the  abuse 
cases  and  in  10%  of  the  neglect  cases. 
Seventy  percent  and  77%  of  the  abuse  and 

•From  the  Department  of  Pediatrics.  Creighton  University  School  of 
Medicine,  Omaha,  Nebraska. 
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neglect  victims  respectively  were  not 
removed  from  their  home  following  the 
incident.  Ten  percent  of  the  abuse  victims 
and  9.3%  of  the  neglect  victims  were  placed 
in  a temporary  foster  home  and  later  on 
returned  to  their  parents.  The  remaining 
12.6%  among  the  abuse  victims  and  2.8%  of 
the  neglected  children  were  either  placed 
temporarily  following  the  incident  to  a 
relative,  brother,  sister,  friend,  or  placed 
permanently  through  private  adoption,  a- 
warded  to  father  or  mother  after  a divorce  is 
granted,  returned  to  natural  (biologic) 
parent. 

Successful  family  rehabilitation  was  noted 
in  37%  and  30.8%  of  the  abuse  and  neglect 
cases  respectively.  Fourteen  percent  of  the 
families  involved  in  abuse  cases  and  13.6%  in 
neglect  cases  relocated  to  another  county, 
state,  or  to  an  unknown  address. 

Fifty-four  percent  (234)  and  66%  (922)  of 
the  abuse  and  neglect  cases  respectively 
were  served  by  the  agency  for  less  than  six 
months  in  contrast  to  6.4%  (28)  of  the  abuse 
and  5%  (66)  of  the  neglect  cases  that  were 
served  for  more  than  two  years,  giving 
eleven  months  and  8.8  months  as  the 


average  duration  of  agency  involvement  per 
abuse  and  neglect  case  respectively  (Table 
9). 

The  records  did  not  show  adequate  in- 
formation as  to  the  degree  of  successful  re- 
habilitation in  50%  of  the  abuse  and  61%  of 
the  neglect  cases,  however,  information  ob- 
tained from  the  individual  caseworkers  re- 
vealed that  40%  of  the  abuse  cases  showed 
some  degree  of  improvement  with  10%  un- 
improved and  that  33%  of  the  neglect  cases 
showed  evidences  of  improvement  with  6% 
unimproved. 

Discussion  and  Comments 

Certain  difficulties  in  record  retrieval  was 
noted  during  the  process  of  data  collection, 
especially  as  noted  previously  from  1967  to 
1969.  Since  that  time  the  CPS  program  has 
grown,  but  at  this  point  in  time,  it  is  far 
from  adequate  to  meet  the  needs  of  the 
children  and  families  in  the  Douglas  County 
area. 7 

The  incidence  of  child  abuse  in  Omaha- 
Douglas  County  with  a population  of 
347,328, 13  for  the  period  1970-1973  is  314.5 
per  one  million  population,  however,  for  the 


A. 


B. 


C. 


PHYSICAL 


a . 

inadequate  supervision 

197C 

172 

1971 

156 

1972 

207 

1973 

271 

b. 

left  alone  for  hours 

112 

115 

139 

l8o 

c . 

and  days 

irregular  school  attendance 

65 

50 

76 

106 

a . 

lacks  proper  hygiene 

55 

59 

82 

132 

e . 

lacks  essential  medical  care 

40 

55 

62 

105 

f . 

no  immunizations 

12 

10 

6 

27 

g- 

abandoned 

7 

8 

8 

8 

h. 

lacks  dental  care 

8 

7 

6 

21 

TOT. A L 

Wl~ 

W2~ 

sFtT 

850 

EMOTIONAL 

a.  rejection  through 

181 

211 

297 

408 

indifference 
b.  emotionally  rejected 

122 

102 

142 

208 

leading  to  psychosomatic 
problems  and  delinquencies 
c.  rejected  overtly 

79 

71 

103 

154 

TOTAL 

3S2 

384 

542 

77C 

MA' 

TEP.IAL 

a . 

filthy  living  conditions 

57 

98 

106 

184 

b . 

inadequate  shelter 

29 

52 

50 

104 

c . 

insufficient  clothing 

30 

48 

66 

78 

d . 

improper  clothing 

13 

39 

38 

55 

e . 

haphazard  meals* 

33 

35 

41 

72 

f . 

insufficient  food 

21 

46 

44 

71 

TOTAL 

183 

318 

345 

56^ 

GRAND  TOTAL 

1036 

1164 

1473 

2184 

Table  7.  Types  of  neglect. 

* Meals  lacking  in  nutritional  value,  like  steady 
diet  of  pop,  potato  chips,  candy,  and  the  like. 
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year  1973  alone,  the  incidence  rose  markedly 
to  486.6  per  one  million  population.  The 
national  average  is  250-300  per  million 
population  per  year. 11  The  incidence  of  child 
neglect  is  1,009.6  per  million  population  for 
the  period  1970-1973  and  1,338.8  per  million 
in  1973.  There  is  no  known  national  statistics 
for  comparison. 

The  incidence  of  child  abuse  below  12 
months  of  age  is  21.1%  (91);  25.9%  (114)  in 
age  group  1-6  years  which  constitutes  0.3% 
(one  per  331.9  children)  of  the  child  (same 
age  group)  population.  However,  the  infant  is 
most  vulnerable  to  abuse. 14  From  age  7 
years  the  incidence  varies  inversely  with  age 
(Figure  2).  Although  the  age  of  the  parents 
or  guardians  cannot  be  adequately  assessed, 
another  study 14  supports  the  popular  notion 
that  young  parents  with  little  child-rearing 
experience,  their  own  adolescent  problems 
and  often  an  unplanned  baby,  are  predis- 
posed to  child  abuse. 

There  were  more  female  than  male  victims 
except  in  1971  when  males  exceeded  females 
by  8%  . The  predominance  of  female  victims 
seems  to  be  related  to  the  high  incidence  of 


sexual  abuse  (Figure  6)  and  the  relatively 
higher  female  population  in  Douglas  Coun- 
ty. 13 

The  ethnic  distribution  of  the  victims  and 
perpetrators  cannot  be  adequately  assessed 
because  race  in  the  majority  of  instances  was 
not  mentioned  in  the  records.  Lauer  et  al  14 
found  that  non-white  families  were  less  likely 
than  white  families  to  be  involved  in  child 
abuse. 

From  the  available  information  the  follow- 
ing circumstances  are  the  precipitating 
factors:  (1)  unemployment,  (2)  financial 

problem,  (3)  alcoholism,  (4)  drug  addiction, 
(5)  functional  mental  retardation,  (6)  psychi- 
atric problems,  (7)  immature  parents,  (8) 
promiscuity,  prostitution  and  frequent  out-of- 
wedlock  pregnancies,  and  (9)  marital  discord 
including  broken  homes  brought  about  by 
separation,  divorce  and  frequent  remarriages. 

There  is  a low  incidence  of  involvement  of 
the  non-biological  or  adopted  victims  com- 
prising only  2.9%  of  the  abuse  cases  and 
only  0.7%  of  the  reported  neglect  cases. 

The  majority  of  household  heads  belong  to 


SOURCE 

1970 

1971 

1972 

1973 

TOTAL 

ABUSE 

NEGLECT 

ABU 

SE 

NEGLECT 

ABUSE 

NEGLECT 

ABUSE 

NEGLECT 

ABUSE 

NEGLECT 

# 

% 

% 

# 

% 

# 

% 

# 

% 

# 

% 

# 

% 

# ; % 

# 

% 

# 

% 

Private 

citizen 

15 

22.1 

81 

26 

18 

20 

64 

22.5 

23 

21 

48 

14 

22 

13 

56 

12 

78 

18 

249 

18 

Neighbor 

3 

4.4 

30 

9.6 

4 

5 

24 

8.4 

9 

8.2 

36 

11 

15 

8.8 

87 

19 

31 

7 

177 

13 

Relative 

12 

18 

44 

14 

12 

13 

44 

15 

18 

16 . 4 

55 

16.2 

29 

17 

74 

16 

71 

16.4 

217 

15 

Private 

■ledical 

Doctor 

2 

3 

1 

0.3 

2 

2 

1 

0.4 

5 

4.5 

1 

0.3 

3 

2 

3 

0.6 

12 

3 

6 

0.4 

lospital 
pr  Clinic 

10 

14 

13 

4 

10 

11 

7 

2.5 

11 

10 

15 

4.4 

13 

8 

9 

2 

44 

10 

44 

3 

Police 

2 

3 

10 

3 

2 

2 

9 

3.2 

4 

3.6 

17 

5 

4 

2.3 

5 

12 

3 

3 

59 

4.2 

lourt (s) 

4 

6 

27 

9 

8 

9 

23 

8 

10 

10 

46 

13 

15 

9 

33 

7 

37 

8 

129 

9 

Social 

agency 

6 

9 

55 

18 

17 

19 

62 

22 

18 

16.3 

81 

24 

45 

26.6 

120 

26 

86 

20 

318 

23 

School 

7 

10.3 

16 

5 

12 

13 

24 

8.4 

9 

8.2 

12 

3.5 

10 

6 

25 

5.4 

38 

8 

77 

5. 

Child 
care  fa- 
cility 

1 

1.4 

1 

0.2 

/NA* 

1 

1.4 

11 

3.5 

3 

4 

16 

5.6 

2 

1.8 

15 

4.3 

9 

5 

14 

3 

15 

3.4 

56 

4 

Anonymous 

5 

7 . 4 

24 

7.6 

2 

2 

11 

4 

1 

1 

15 

4.3 

4 

2.3 

21 

4 

12 

3 

71 

5 

TOTAL 

68 

100 

312 

100 

90 

100 

285 

100 

110 

100 

341 

100 

169 

100 

465 

100 

437 

100 

1403 

100 

Table  8.  Person  referring  or  sources  of  report. 
* Visiting  Nurses  Association. 


Dura- 

tion 

1970 

1971 

1972 

1973 

total 

ABUSE 

NEGLECT 

ABUSE 

NEGLECT 

ABUSE 

NEGLECT 

ABUSE 

NEGLECT 

ABUSE 

NEGLECT 

* 

% 

% 

* 

% 

# 

% 

% 

# 

% 

% 

# 

% 

* 

% 

# 

% 

6 mos 

34 

50 

197 

63 

42 

47 

165 

58 

60 

54 

210 

62 

98 

58 

350 

75.2 

234 

54 

922 

66 

6 mos  to 
1 year 

14 

21 

50 

16 

12 

13 

51 

18 

18 

16 

58 

17 

71 

42 

111 

24 

115 

26 

270 

19 

1 to  1H 
years 

7 

10 

22 

7 

13 

14 

28 

10 

16 

15 

49 

14 

4 

| CD 
1 ° 

36 

CD  j 

103 

7 

1 h to 

2 years 

2 

3 

12 

4 

6 

7 

9 

3 

16 

15 

21 

6.1 

24 

5.5 

42 

3 

T2  years 

11 

16 

31 

10 

17 

19 

32 

11 

3 

0.9  1 

28 

6.4 

66 

5 

TOTAL 

68 

100 

312 

100 

90 

100 

285 

100 

110 

100 

341 

100  1 169 

100 

465 

100 

437 

100 

1403 

100 

Table  9.  Duration  of  agency  involvement. 
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the  lower  socioeconomic  group:  (1)  families 
with  annual  family  income  of  less  than 
$5,000,  (2)  parents  who  work  as  laborers  and 
skilled  workers,  (3)  high  school  under- 
graduate parent(s),  and  (4)  families  on 
welfare. 

The  higher  incidence  of  abuse  and  neglect 
cases  in  central,  south  and  north  Omaha 
areas  is  not  correlated  with  the  total  popula- 
tion in  these  areas.  The  population  of  north- 
western Omaha  is  about  1.9%  larger  than 
central  Omaha,  yet  the  incidence  of  child 
abuse  and/or  neglect  in  the  former  is  only 
10.3%  and  the  latter  39.5%.  Likewise,  north 
Omaha  has  a slightly  larger  population  than 
south  Omaha,  yet  the  former  has  a lower  in- 
cidence (16.5%)  than  the  latter  (21%)  of 
child  abuse  and/or  neglect.  Available  data 
point  to  the  lower  socioeconomic  status,  the 
demoralizing  and  precipitating  factors  within 
the  family  as  the  causes  of  higher  incidence 
of  child  abuse  and/or  neglect  in  the  central, 
south  and  north  Omaha  areas.  Due  to  in- 
adequate information  other  factors  such  as 
education,  ethnic  group,  religious  affiliations, 
medical  and  psychiatric  problems  cannot  be 
definitely  ascertained.  However,  other 
studies  showed  that  they  play  an  important 
role  in  the  increased  number  of  child  abuse 
and  neglect.  1-2-6-8 

“Beating"  is  by  far  the  most  common  type 
of  abuse,  (Figure  6).  The  burn  cases  con- 
sisted of  cigarette,  lighted  match  stick,  hot 
water,  heating  appliances,  and  alkali  burns. 
Sexual  abuse  consisting  of  sexual  molesta- 
tion, incest,  and  rape  were  higher  in  in- 
cidence than  fractures  and  that  physical 
abuse  coinciding  with  or  as  sequence  to 
sexual  assaults  occured  in  some  instances.2 


Seductive  and  provocative  behavior  of  the 
perpetrator  combined  with  instability,  emo- 
tional disturbances,  crowded  living  condition 
and  ignorance  seems  to  be  the  usual 
psychopathologic  mechanism  of  the  sexual 
abuse  cases  reported. 15  Sexual  molestation, 
except  one,  took  place  within  the  privacy  of 
the  home,  and  the  duration  of  the  incestuous 
activity  being  from  a few  months  to  several 
years.1617  Poisoning  cases  consisted  of  de- 
liberate administration  of  drugs  (over-dose) 
and  serving  of  alcoholic  beverages.  Reports 
of  concussions  and  subdural  hematomas  were 
consequences  of  some  of  the  “beating”  cases. 
Miscellaneous  types  of  abuse  (Figure  6)  con- 
sisted of  strangulation,  victim  tied  and 
chained  to  bed,  human  bites,  holding  a tur- 
pentine soaked  rug  and  puffing  marijuana 
smoke  into  baby’s  face  to  make  him  sleepy, 
gun  shot,  attempted  drowning  in  the  bath- 
tub, stabbing  with  a pair  of  scissors,  and 
choking. 

The  non-abuse  cases  constitute  72%  (1,851) 
of  the  total  reported  abuse-neglect  cases  in 
Douglas  County  from  1967-1973.  It  is  a much 
larger  group  (Figure  1)  than  the  abuse  cases, 
yet  less  frequently  recognized  due  to  the  ab- 
sence of  physical  evidence.4-25  Professionals 
who  have  more  frequent  contacts  with  the 
children  like  the  teachers,  social  workers, 
school  counselors,  recreational  therapists, 
child  care  operators  and  Public  Health 
Nurses  would  benefit  from  formal  training  in 
this  aspect  of  non-abuse  problems. 

A contributory  factor  to  the  high  incidence 
(55.03%  ) of  mothers  being  responsible  for 
the  neglect  cases  is  that  17.6%  of  them  are 
separated,  divorced  and  single  or  unmarried 
parent  wherein  the  mother  has  legal  custody 
of  the  child. 
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Portosystemic  Shunting* 


PORTASYSTEMIC  shunting  is 
the  only  definitive  treatment 
currently  available  for  bleeding 
esophageal  varices  in  patients  with  alcoholic 
nutritional  cirrhosis.  Since  Whipple 1 and 
Blakemore2  initially  described  the  portacaval 
shunt  in  the  mid  1940s,  it  has  been  generally 
agreed  that  a portacaval  shunt  controlls  the 
massive  variceal  hemorrhage  which  is  the 
major  threat  to  long  term  survival  of  these 
patients. 

Many  articles  have  been  written  about 
various  parameters345’6  which  can  be 
measured  preoperatively  to  predict  survival 
of  these  patients.  In  addition,  timing  of  the 
operative  procedure  5 7 8-9  as  well  as  the 
type  of  operative  shunt1011'12  can  make  a 
difference  in  the  length  and  quality  of 
survival. 

Material  and  Methods 

To  evaluate  our  experience  with  porta- 
systemic  shunts,  we  have  reviewed  the 
records  of  all  patients  with  portal  hyperten- 
sion who  had  a shunting  procedure  during 
the  last  15  years  at  the  Omaha  Veterans  Ad- 
ministration Hospital. 

The  31  patients  averaged  50.1  years  of  age 
(37  to  70  years).  All  were  male,  and  had  one 
or  more  episodes  of  massive  hemorrhage 
from  proven  esophageal  varices.  Two  distinct 
surgical  teams  were  involved  with  these 
patients.  Differences  between  these  two 
teams  give  a wide  range  of  operations  and 
indications. 

Observations 

Evaluation  of  preoperative  parameters  can 
give  some  prognostic  information  about 
survival.  Child 13  has  outlined  a group  of 
parameters  which  measure  hepatic  functional 
reserve.  Evaluation  includes  the  serum  bili- 
rubin and  albumin,  the  presence  of  ascites 
and  encephalopathy,  and  the  nutritional 
status  of  the  patient.  Child’s  class  C has  the 
most  sever  liver  dysfunction  with  the  least 
hepatic  reserve. 

All  31  patients  were  retrospectively 
classed  by  Child’s  criteria  and  categorized  by 
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surgical  team  (Table  1).  Eleven  patients 
were  class  A with  minimal  dysfunction. 
Seven  with  no  hepatic  functional  reserve 
were  class  C. 

The  postoperative  survival  of  our  patients 
in  each  of  Child’s  classifications  is  shown  in 
Figure  1.  The  biostatistical  life  table  method 
for  analyzing  survival14  is  utilized.  None  of 
the  seven  class  C patients  survived  more 
than  one  month.  The  patients  in  class  B have 
a higher  survival  than  class  A patients  for 
two  years. 

The  operative  indications  and  timing  can 
be  divided  into  three  groups.  The  thera- 
peutic group  (Table  2)  includes  20  patients 
who  had  one  or  more  major  bleeding 
episodes,  but  were  not  bleeding  at  the  time 
of  operation.  The  10  patients  in  the 
emergency  group  were  bleeding  at  the  time 
of  operation  or  had  stopped  within  the  prior 
48  hours.  The  prophylactic  group  has  never 
hemorrhaged. 

Figure  2 details  the  survival  of  patients 
based  upon  their  operative  timing.  The 
survival  of  patients  with  an  emergency  shunt 
is  much  lower  than  with  a therapeutic  shunt 
because  of  the  higher  operative  mortality. 
The  slope  of  both  curves  is  similar  to  the 
survival  observed  by  Jackson8-9  in  the 
Veterans  Administration  Cooperative  Study 
on  portal  hypertension. 

The  technical  goal  of  an  operation  is  the 
creation  of  a large  venovenous  anastomosis 
to  insure  continued  patency  and  adequate 
portal  decompression  with  minimal  post- 
operative complications.  To  accomplish  this 

*From  the  Department  of  Surgery.  University  of  Nebraska  and  the 
Surgical  Service,  Omaha  Veterans  Administration  Hospital.  Omaha. 
Nebraska. 

Presented  at  the  Annual  Scientific  Session.  Nebraska  Chapter. 
American  College  of  Surgeons,  November  10.  1974. 
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Table  1 

CHILD’S  CRITERIA  FOR  HEPATIC 
FUNCTIONAL  RESERVE 


Table  2 

OPERATIVE  TIMING 
Therapeutic  Emergency  Prophylactic 


A 

B 

C 

I 

10 

9 

1 

I 

8 

6 

6 

II 

10 

1 

0 

II 

3 

7 

1 

total 

20 

10 

1 

total 

11 

13 

7 

Figure  if  1 


Figure  jf2 


Postoperative  Survival 
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goal,  many  shunts  have  been  devised  to 
divert  a portion,  or  all,  of  the  portal  and 
mesenteric  blood  into  the  vena  cava.  In 
general,  the  larger  the  shunt,  the  more  likely 
it  will  stay  patent.  However,  this  also  diverts 
more  blood  from  the  liver  and  results  in  a 
higher  incidence  of  encephalopathy  and 
hepatic  failure  postoperatively. 

Three  types  of  shunts  were  done  in  our 
patients  (Table  3).  Twenty  patients  had  a 
portacaval  shunt,  with  16  having  a side-to- 
side  anastomosis  of  the  portal  vein  to  the 
vena  cava,  and  the  remainder  an  end-to-side 
anastomosis.  Eight  patients  received  an 
H-type  interposition  mesocaval  shunt.  This  is 
a shunt  with  a large  diameter  dacron  graft 
interposed  between  the  superior  mesenteric 
vein  and  the  vena  cava.  Three  patients  had  a 
shunt  constructed  by  anastomosing  the 
splenic  vein  to  the  renal  vein. 

Figure  3 shows  the  thirty  day  operative 
mortality  for  our  patients  in  each  of  the 

Table  3 

OPERATIVE  PROCEDURE 
Portacaval  H-Mesocaval  Splenorenal 

I 17  2 1 

II  3_  _6_  _2_ 

total  20  8 3 


three  preceding  areas.  Using  Child’s  criteria 
for  hepatic  functional  reserve,  all  patients 
with  class  C severe  dysfunction  died  within 
one  month  of  operation.  Thirty  percent  of 
class  A and  class  B patients  did  not  have  a 
long  term  survival. 

Sixty-five  percent  of  patients  with  a thera- 
peutic operation  survived  more  than  one 
month.  Only  20  percent  of  patients  with 
emergency  procedures  faired  as  well. 
Twenty-five  percent  of  patients  with  the  H- 
mesocaval  shunt  did  not  survive  one  month. 
Fifty-five  percent  of  patients  with  a porta- 
caval shunt  also  had  an  operative  death. 

Figure  4 compares  the  postoperative 
survival  of  the  three  types  of  shunting  pro- 
cedures done  in  our  patients.  The  initial  18 
month  survival  of  the  patients  with 
mesocaval  shunts  is  better  than  with  a porta- 
caval shunt.  However,  the  survival  of  the 
patients  after  this  period  can  not  be 
compared,  because  postoperative  followup 
has  not  been  as  long.  The  long  term  survival 
of  patients  with  the  mesocaval  shunt  has 
been  doubted  10  because  of  questionable  long 
term  patency  of  this  shunt. 

We  investigated  several  postoperative 
findings  to  try  to  delineate  this  problem.  Pre- 
shunt portal  pressures  in  the  portacaval  and 
mesocaval  patients  were  similar  to  383  mm 


figure  #3 
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and  365  mm  of  water  respectively.  The 
post-shunt  pressure  drop  in  the  portal  system 
was  nearly  identical  at  161  mm  and  155  mm 
of  water.  However,  in  those  patients  in 
which  the  status  of  the  shunt  is  known,  86 
percent  (12  of  14)  of  the  portacaval  shunts 
and  67  percent  of  the  mesocaval  shunts  (4 
of  7)  were  open  at  restudy  or  autopsy. 

One  patient  whose  shunt  is  closed  remains 
alive  at  the  time  of  this  study.  Of  the  17 
patients  whose  shunt  remained  open,  only 
one  had  rebleeding  from  esophageal  varices. 
Two  of  the  five  patients  with  a closed  shunt 
rebled. 

The  cause  of  death  in  the  13  patients  who 
survived  less  than  one  month  after  operation 
includes  11  who  died  in  hepatic  failure.  Five 
of  these  patients  continued  to  bleed  from 
their  varices.  In  addition,  one  had  a myo- 
cardial infarction  and  one  died  in  respiratory 
failure. 

Eleven  patients  died  more  than  one  month 
after  operation.  Of  these  long  term 
survivors,  the  primary  cause  of  death  in  six 
was  hepatic  failure.  Two  had  massive 
hemorrhage  from  duodenal  ulcers  and  two 
had  myocardial  infarction.  Other  authors  15' 16 
have  noted  a higher  incidence  of  peptic  ulcer 
disease  and  myocardial  infarction  in  patients 
with  portasystemic  shunts.  None  of  the  long 
term  survivors  died  from  variceal  hemor- 
rhage. 


Seven  patients  were  alive  at  the  conclusion 
of  this  study  and  all  have  biopsy  proven  ad- 
vancement of  their  alcoholic  cirrhosis.  Two 
have  had  repeated  hospitalizations  with 
hepatic  failure  and  encephalopathy.  One 
patient  whose  shunt  is  closed  has  rebled 
from  varices. 

Conclusion 

A 15  year  retrospective  study  of  porta- 
systemic shunting  at  the  Omaha  Veterans 
Administration  Hospital  has  led  us  to  several 
conclusions.  The  patients  were  managed  by 
two  different  surgical  teams.  The  differences 
in  preoperative  philosophy  and  operative 
management  help  to  contrast  different 
patient  groups  and  operative  procedures. 

We  feel  that  Child’s  classification  of 
hepatic  functional  reserve  is  of  prognostic 
value  in  identifying  those  patients  with 
greatest  hepatic  dysfunction  and  a negligible 
chance  for  surviving  the  operation.  Patients 
who  are  hemorrhaging  from  varices  at  the 
time  of  emergency  shunting  procedures  also 
have  an  extremely  high  operative  mortality. 
The  decrease  in  portal  pressure  with  the 
portacaval  and  mesocaval  shunts  is  similar 
giving  adequate  portal  decompression  with 
either  shunt. 

The  18  month  survival  of  patients  with 
mesocaval  shunts  is  higher  than  those 
patients  with  a portacaval  shunt.  The  long 


Figure  irk 
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term  patency  of  the  mesocaval  shunt  after 
eighteen  months  has  not  been  determined. 

Finally,  a portasystemic  shunt  does  not 
alter  the  progression  of  the  nutritional  cir- 
rhosis. However,  a shunting  procedure  pre- 
vents exsanguinating  hemorrhage  from 
esophageal  varices  as  long  as  the  anastomo- 
sis functions  hemodynamically. 
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Primary  Carcinoma  of  The  Liver 


PART  I 

PRIMARY  hepatocellular  carci- 
noma, as  with  the  other  hepatic 
malignancies,  has  begun  only 
recently  to  receive  the  attention  it  warrants. 
In  the  past,  this  entity  was  something  with 
which  only  the  academicians  concerned  them- 
selves, while  clinicians  were  often  times  re- 
luctant to  make  such  a diagnosis.  In  1937, 
Gustafson  found  that  antemortem  diagnosis 
was  correct  in  only  11  percent  of  cases  of 
primary  liver  cancer.1113  There  are  several 
probable  reasons  for  the  alarming  under 
diagnosis  of  this  malady.  Primary  hepatic 
carcinoma  has  a relatively  low  incidence  in 
the  United  States  so  it  has  received  little 
consideration  in  differential  diagnosis.  Be- 
cause of  this  rarity,  relatively  few  individuals 
have  had  the  chance  to  obtain  extensive  ex- 
perience in  the  diagnosis  and  treatment  of 
this  condition.17  Furthermore,  discouraging 
results  of  treatment  undoubtedly  contributed 
to  this  lack  of  interest. 

In  recent  years,  there  have  been  vast  im- 
provements in  both  diagnostic  aids  and  in 
therapeutic  technics.  Of  particular  signif- 
icance in  diagnosis  are  radioisotopic  liver 
scanning  and  serum  alpha-fetoprotein  de- 
terminations. At  present,  the  only  hope  for 
cure  rests  in  surgical  resection  of  the  tumor. 
With  better  knowledge  of  liver  architecture 
and  improved  operative  technics,  longer 
survivals  have  been  reported.  However, 
most  reports  still  indicate  that  the  duration 
of  the  disease  is  rarely  greater  than  4 to  6 
months  from  the  onset  of  symptoms.61317'23'26 
Furthermore,  most  hepatomas  are  diagnosed 
at  autopsy  or  too  late  for  surgical  resection. 
Therefore,  as  clinicians,  our  one  recourse  lies 
in  diagnosing  primary  hepatic  cancer  before 
it  reaches  untreatable  proportions. 

Case  Report 

A 65  year  old  white  female  patient 
presented  in  February,  1962,  with  a rather 
large  mass  in  the  right  epigastric  region.  She 
had  been  hospitalized  two  weeks  earlier  by 
her  family  physician  for  evaluation  of  the 
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mass  and  a persistent  generalized  pruritis  of 
two  years  duration.  Review  of  systems  was 
negative  except  for  the  pruritis.  Past 
medical  history  and  family  history  were  non- 
contributory. Physical  examination  revealed 
a smooth,  soft,  fixed  upper  abdominal  mass 
with  a diameter  of  approximately  12  cm. 
This  mass  was  principally  in  the  right  upper 
quadrant  but  extended  into  the  epigastrium 
as  well.  It  was  nontender.  A 1.0  cm  left 
epitrochlear  node  was  also  noted.  Skin  find- 
ings were  those  of  numerous  areas  of  faint 
erythema  scattered  about  the  body.  The  ad- 
mitting diagnosis  was  possible  Hodgkin’s 
disease. 

Routine  urinalysis  at  this  time  was  normal. 
CBC  revealed  a hemoglobin  of  14.4  grams, 
hematocrit  of  43  percent,  and  5,300  WBC 
with  42  segs,  19  stabs,  36  lymphs,  1 mono, 
and  1 baso.  Sed  rate  was  15  mm/hr.  Chest  x- 
ray  was  unremarkable.  However,  an  upper 
gastrointestinal  series  showed  a round  mass 
in  the  right  abdomen  causing  extrinsic  pres- 
sure on  the  lesser  curvature  of  the  stomach 
consistent  with  a mass  of  either  the  right 
kidney  or  liver.  On  additional  films,  an  im- 
pression of  a normal  appearing  right  kidney 
was  seen  suggesting  that  the  mass  had  an 
hepatic  origin.  Epitrochlear  node  and  liver 
biopsies  were  carried  out,  also,  and  were 
both  negative. 

The  patient  was  dismissed  and  then  read- 
mitted several  days  later  for  further  evalua- 
tion. The  studies  undertaken  at  this  hospitali- 
zation included  liver  function,  routine  blood 
and  urine,  BUN,  blood  sugar,  protein 
analysis,  and  sedimentation  rate,  together 
with  x-rays  of  the  lower  intestinal  tract,  gall- 
bladder and  chest.  All  were  within  normal 
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limits,  revealing  only  the  presence  of  the 
mass  in  the  right  upper  quadrant  displacing 
both  the  stomach  and  colon.  The  patient  was 
then  referred  for  surgical  consultation. 

In  late  February,  1962,  the  patient  under- 
went an  abdominal  exploration,  which  re- 
vealed a large  lobulated  tumor  mass  within 
the  liver  almost  completely  replacing  the  left 
lobe  and  extending  to  a lesser  degree  into 
the  right  lobe.  The  remainder  of  the  ab- 
dominal cavity  was  normal.  Subsequently,  a 


partial  hepatectomy  was  performed  grossly 
removing  the  tumor  mass  in  its  entirety.  The 
patient  lost  about  6 pints  of  blood  during  the 
procedure  which  were  almost  completely  re- 
placed. She  was  stable  thoughout  the  pro- 
cedure except  for  several  episodes  of  hypo- 
tension. However,  upon  closure  of  the  peri- 
toneum, blood  pressure  slowly  returned  to 
normal. 

Pathology  described  the  specimen  as  con- 
sisting of  portions  of  the  right  and  left  lobe? 


Figure  1 

Section  of  Normal  Liver  at  Top,  Tumor  at  Bottom  at  Time  of  Primary 
Surgery. 
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of  the  liver  measuring  20  x 19  x 8 cm  and 
weighing  1,320  grams.  Approximately  90  per- 
cent of  the  tissue  specimen  was  made  up  of  a 
somewhat  irregular,  nodular,  sharply  de- 
marcated mass  of  soft,  pink-tan  tumor.  The 
lesion  appeared  to  be  grossly  encapsulated 
and  there  was  a margin  of  identifiable  liver 
tissue  about  the  edges  of  the  tumor  mass. 
Microscopically  the  tumor  was  found  to  be  a 
primary  hepatocellular  carcinoma.  (Figure  1) 

Following  surgery,  the  patient  recovered 
well  except  for  development  of  a hematoma 
after  dismissal  which  required  aspiration 
several  times  over  a period  of  one  month. 
Two  units  of  blood  were  also  administered 
during  this  time.  However,  this  soon 
resolved  and  the  hemoglobin  stabilized  at  a 
normal  level.  The  remainder  of  the  recovery 
was  uneventful  though  the  patient  developed 
back  pain  six  months  postoperatively 
secondary  to  an  excessive  weight  gain.  There 
was  no  recurrence  of  the  pruritis. 

The  patient  was  totally  reevaluated  in 
October,  1962,  due  to  right  flank  and  left 
upper  quadrant  pain.  All  tests  and  x-ray 
examinations  were  negative.  Another  evalua- 
tion in  1964  revealed  no  evidence  of  re- 
current tumor.  Reexamination  was  again 
carried  out  in  1972  when  the  patient  was 
hospitalized  for  reduction  of  a redisplaced 
fracture  of  the  right  radius.  Additional  find- 
ings at  this  time  included  controlled  essential 


hypertension,  hiatus  hernia  and  diverticulosis 
of  the  colon.  However,  no  tumor  or 
metastatic  lesions  were  found. 

The  patient  was  last  seen  in  March,  1973, 
at  age  76.  She  felt  well  and  had  no 
complaints  at  that  time.  However,  a liver 
scan  was  performed  due  to  the  fact  that  her 
liver  was  questionably  palpable.  Technetium 
99  tagged  sulphur  colloid  injection  was  used 
and  the  scan  was  carried  out  in  four  projec- 
tions. The  findings  revealed  a normal  sized 
right  lobe  and  no  identifiable  left  lobe  as 
would  be  expected  from  the  patient’s 
surgical  history.  Several  filling  defects  were 
noted  in  the  hilar  region  as  well  as  a single 
defect  in  the  liver  mass  itself.  These  were 
suggestive  of  nodules  but  the  hilar  defects 
were  also  thought  to  possibly  represent 
changes  related  to  irregular  regeneration. 
The  central  defect,  however,  was  felt  to  be 
most  likely  recurrent  tumor.  (Figure  2)  At 
last  report,  the  patient  remained  well  and 
symptom  free  over  eleven  years  after  a 
partial  hepatectomy  for  primary  hepatoma. 

Incidence  and  Distribution 

Primary  liver  carcinoma  is  relatively  un- 
common in  the  United  States.  The  incidence 
is  also  low  in  Europe,  the  U.S.S.R., 
Australia,  and  most  of  Latin  America.8  This 
malady  is  found  in  0.1  to  0.7  percent  of  all 
autopsies  in  the  U.S.  and  Europe.3  It  com- 
prises 1 to  2 percent  of  all  cancers  in  North 
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Figure  2 

Liver  Scan  — Twelve  Years  Postoperatively 
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and  South  America  and  Europe.33  In  con- 
trast, hepatoma  is  found  frequently  in 
certain  portions  of  China,  Southeast  Asia, 
Japan,  southern  India,  and  especially  in 
areas  of  Africa.  The  incidence  is  by  far  the 
highest  in  these  African  areas  where  this 
cancer  is  found  in  some  10  to  20  percent  of 
all  autopsies  and  comprises  20  to  30  percent 
of  all  cancers. 3 33  Burdette  states  that  these 
figures  reach  even  as  high  as  40  to  67  per- 
cent of  all  cancers  in  these  parts  of  Africa.8 

The  male  to  female  ratio  in  reported  cases 
of  this  liver  cancer  varies  widely,  being  any- 
where from  2:1  on  up  to  10:1. 824  However, 
it  has  been  suggested  that  these  higher 
ratios  should  probably  be  adjusted  due  to  the 
higher  number  of  autopsies  performed  on 
men  than  women. 11 

The  incidence  is  greatest  from  the  sixth  to 
the  eighth  decades  in  the  United  States  and 
other  areas  where  primary  liver  cancer  is 
relatively  rare.  In  China  and  Africa,  the  peak 
incidence  is  in  the  third  and  fourth 
decades.17  However,  Burdette  feels  that  this 
age  difference  is  not  actually  so  great  since  a 
relatively  low  percentage  of  the  population  is 
over  45  years  of  age  in  Africa  and  other 
areas  with  a high  incidence.8 

These  tumors  are  one  of  the  more  common 
neoplasms  in  children  under  two  years  of 
age.17  It  has  been  hypothesized  that  some  of 
these  are  embryonic  cell  rests  and  may  be 
present  even  before  birth.  1 

Etiology 

Many  factors  have  been  suggested  as  pos- 
sible etiologic  agents  in  the  formation  of 
primary  hepatic  cancer.  The  most  commonly 
associated  condition  is  that  resulting  from 
damaged  liver  tissue  followed  by  necrosis 
and  repair,  e.g.  cirrhosis.  The  incidence  of 
cirrhosis  found  in  conjuction  with  primary 
carcinoma  of  the  liver  varies  from  38  to  90 
percent  with  most  reports  being  approxi- 
mately 75  percent.611'1519-2427  The  post- 
necrotic, hemochromatotic  and  posthepatic 
varieties  are  found  most  commonly.  Syphili- 
tic and  nutritional  cirrhosis,  as  well  as  acute 
yellow  atrophy  and  kwashiorkor  have  also 
been  implicated. 8- 17  There  is  apparently 
little  or  no  relationship  between  hepatic 
cancer  and  Laennec’s  cirrhosis  unless  end- 
stage  postnecrotic  scarring  occurs. 11  As 


might  be  expected,  cirrhotic  patients  show  a 
greater  incidence  of  primary  hepatic  car- 
cinoma than  does  the  general  population.  Re- 
ports on  those  with  cirrhosis  who  develop 
primary  hepatic  cancer  vary  from  4.5  percent 
to  as  high  as  24  percent.  19'21>26'33  It  has 
been  hypothesized  that  “cirrhosis,  per  se, 
may  not  be  responsible  for  cancerous 
change  but  rather  in  the  cirrhotic  liver  some 
altered  metabolic  process  may  be  responsible 
for  the  formation  of  carcinogenic  agents  or 
carcinogenic  agents  brought  to  the  liver  are 
localized  and  not  excreted  in  the  bile."3  How- 
ever, primary  hepatic  cancer  can,  indeed, 
occur  in  the  absence  of  cirrhosis.  In  fact, 
children  with  hepatomas  seldom  exhibit  cir- 
rhosis. Alcalde  found  only  9 cases  of  cirrhosis 
in  a series  of  145  children  with  primary  liver 
cancer. 2 

Some  feel  that  certain  parasitic  diseases 
are  associated  with  liver  tumors.  Among 
these  are  schistosomiasis,  clonorchiasis  and 
echinococciasis. 8' 17  It  seems,  however,  that 
their  etiologic  roles  are  in  question  and  any 
association  is  likely  related  to  the  hepatic 
injury  and  fibrosis  which  can  be  caused  bv 
these  diseases. 

Certain  aflatoxins  of  the  mold  Aspergillus 
flavus  have  been  proven  to  be  carcinogenic. 
Furthermore,  these  same  aflatoxins  are 
known  contaminants  in  the  meal  used  in  the 
diet  of  some  of  the  African  population  where 
the  incidence  of  primary  hepatic  carcinoma  is 
high.  Cycasin  from  cycad  nuts  has  also  been 
found  to  produce  hepatic,  renal,  and  other 
cancers. 8 

Thorium  dioxide,  also  known  as  Thoro- 
trast,  was  one  of  the  contrast  materials  used 
for  radioisotopic  scanning  of  liver  during  the 
early  development  of  this  technic.  However, 
its  use  was  discontinued  when  it,  too,  was 
found  to  cause  hepatic  fibrosis  and  malig- 
nancy.17 Experimentally,  other  substances 
such  as  certain  aniline  dyes  and  carbon 
tetrachloride  have  also  produced  liver 
cancer. 11 

There  have  been  claims  that  the  colored 
races  exhibit  a greater  incidence  of 
hepatoma.  However,  despite  the  relatively 
high  frequency  among  African  blacks,  the 
incidence  among  American  blacks  is  approxi- 
mately the  same  as  that  for  American 
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whites.  Furthermore,  studies  in  Southeast 
Asia  have  shown  the  “the  likelihood  of  de- 
veloping hepatic  cancer  depends  more  on 
place  of  birth  than  on  race.”8  These  findings 
would  suggest  that  environmental  factors, 
rather  than  race,  more  likely  play  a role  in 
the  formation  of  liver  carcinoma. 

Clinical  Features 

Unfortunately  primary  carcinoma  of  the 
liver  usually  progresses  steadily  and  quietly 
until  the  tumor  has  reached  incurable  pro- 
portions. This  is  partly  due  to  the  enormous 
reserve  capacity  of  the  liver.  Another  reason 
for  this  is  that  when  symptoms  finally  do 
occur,  they  are  commonly  nonspecific  com- 
plaints. Berman  states  that  about  two  thirds 
of  all  primary  liver  cancers  are  initially 
characterized  by  indefinite  abdominal  symp- 
toms usually  attributed  to  gastrointestinal 
disturbances. 5 These  symptoms  may  include 
nausea  and  vomiting,  a sense  of  abdominal 
fullness,  anorexia,  diarrhea,  constipation, 
weakness,  or  a dull  ache  in  the  right  hvpo- 
chondrium  or  epigastrium.  The  gastroin- 
testinal dysfunction  is  best  explained  by 
hepatic  insufficiency  or  tumor  size.  The  pain 


may  be  due  to  distention  of  Glisson’s  capsule 
or  invasion  of  the  diaphragm.  Other  com- 
monly seen  symptoms  include  heart  burn, 
right  shoulder  pain,  abdominal  distention  and 
gastrointestinal  bleeding.  The  latter,  how- 
ever, is  infrequent  as  an  initial  complaint  but 
is  a common  terminal  event. 17  Dyspnea  is 
often  present  secondary  to  direct  extention 
of  the  lesion  into  the  diaphragm,  diaphrag- 
matic elevation  by  the  tumor  mass,  pleural 
effusion,  anemia,  pulmonary  metastases,  or  a 
combination  of  these.  However,  many  times 
the  first  episode  is  that  of  the  onset  of 
exacerbation  of  liver  failure.27 

Among  the  most  common  physical  findings 
are  an  abdominal  mass  which  usually  moves 
with  respiration,  liver  tenderness,  weight 
loss,  pedal  edema  or  other  signs  of  portal 
hypertension,  and  fever.  Ascites  is  found  in 
50  to  75  percent  and  is  bloody  in  about  20 
percent  of  these.  26,33  Intraperitoneal 
hemorrhage  is  not  uncommon  and  is 
generally  a poor  prognostic  sign.  Jaundice  is 
present  in  20  to  58  percent  but  is  usually 
mild. 26  The  liver  may  be  nodular  on 
palpation.  Cirrhosis  alone  may  cause  firm  re- 
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CLINICAL  FINDINGS 

NEW  ORLEANS 
55  cases 

COLLECTED  SERIES 
500  cases 

Abdominal  pain 

67% 

52% 

Distension 

58% 

Weight  loss 

42% 

88% 

Weakness 

25% 

Nausea  and  vomiting 

35% 

12% 

Jaundice 

44% 

34% 

Pedal  edema 

44% 

60% 

Dyspnea 

44% 

Hepatomegaly 

84% 

68% 

Palpable  mass 

33% 

Hepatic  tenderness 

27% 

17% 

Fever 

49% 

34% 

Asci tes 

54% 

48% 

Distended  abdominal  veins 

25% 

Splenomegaly 

5% 

Anemia 

31% 

68% 

Gastrointestinal  bleeding 

11% 

Pulmonary  signs 

31% 

Delirium,  coma 

b- 

00 
i — i 

COMPARATIVE  DISTRIBUTION  OF  CLINICAL  FINDINGS  IN  VARIOUS  REPORTED  SERIES  OF 
PRIMARY  CARCINOMA  OF  THE  LIVER  (23,26) 
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generative  nodules  but  cancer  nodules  are 
usually  softer.3  One  must  keep  in  mind 
though,  that  the  presence  of  firm  nodules  or 
no  nodules  at  all  does  not  rule  out  carcinoma. 
A friction  rub  may  be  heard  and  occasionally, 
thrombophlebitis  or  bleeding  problems  may 
accompany  primary  hepatoma. 

As  has  probably  already  been  surmised, 
the  usual  manifestations  of  liver  cancer  are 
much  the  same  as  those  seen  with  cirrhosis, 
thus  making  the  diagnosis  even  more 
difficult.  As  clinicians,  we  should  suspect 
primary  liver  carcinoma  in  a patient  whose 
“symptoms  accelerate  inexplicably  in  quies- 
cent cirrhosis,  in  a patient  with  known  cir- 
rhosis who  has  concomitant  evidence  of  a 
malignant  tumor,  or  in  one  who  has  a 
neoplasm  of  the  liver  but  a primary  site  is  in- 
apparent.”11  Differential  diagnosis  includes, 
in  addition  to  cirrhosis,  metastatic  carcinoma, 
an  intraabdominal  malignancy  not  involving 
the  liver,  an  amebic  abscess,  a benign  liver 


tumor  or  cyst,  congestive  heart  failure, 
melanoma,  lymphoma  or  sarcoma.  The 
symptoms  and  course  of  the  disease  are 
much  the  same  in  children,  but  rarely  do 
children  with  hepatoma  have  concomitant  cir- 
rhosis. 

A variety  of  other  disease  entities  have  on 
rare  occasion  been  reported  in  association 
with  hepatoma.  In  some  cases,  they  were  the 
presenting  factors.  These  include  gynecomas- 
tia, precocious  puberty,  testicular  atrophy, 
virilization,  as  well  as  a variety  of  hemato- 
logic abnormalities  (polycythemia,  leuko- 
cytosis, and  others).  Others  reported  are 
porphyria,  hypocalcemia,  osteoporosis,  abnor- 
malities in  osseous  and  lipid  metabolism, 
dvsproteinemias,  and  disturbances  in  carbo- 
hydrate metabolism  with  hypoglycemia.8'11 
The  latter  has  at  times  resulted  in  improve- 
ment of  an  existing  diabetic  state.11  For 
some  comparative  distribution  of  clinical 
findings  in  various  reported  series  see  Table 
I. 


Methaqualone  Intoxication  and  Labor* 


Introduction 

Methaqualone,  both  due  to 

its  use  and  abuse,  is  becoming 
a more  popular  entity  in 
clinical  situations.  For  the  past  year  or  so,  it 
has  blossomed  as  the  new  “tripping”  agent  of 
the  young  drug  experimenters  and  users.  1,2 
It  has  been  marketed  as  a sedative  and 
hypnotic,  as  a nonaddicting,  nonbarbiturate 
under  the  common  trade  names  of  Quaalude  ® 
(Rorer)  and  Parest®  (Parke-Davis).  The  liter- 
ature is  growing  with  reports  of  abuse  of 
methaqualone  with  acute  intoxication,  chron- 
ic abuse,  and  addiction. 12'3'4'5'6  Pharmaceuti- 
cally, its  hypnotic  effect  is  like  barbiturates; 
it  potentiates  narcotics,  and  has  depressant 
effects  on  the  central  nervous  system.8 
Overdoses  may  be  associated  with  various 
stages  of  unconsciousness  and  convulsions, 
although  in  low  doses  it  may  have 
anticonvulsive  properties.  There  may  also  be 
pupillary  changes,  increased  muscle  tone,  hal- 
lucinations, and  agitation.  The  cardiovascular 
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system  may  demonstrate  tachycardia  and 
even  acute  failure.  1,3  Serum  and  urine  levels 
can  now  be  measured.3  The  usual  dose  of 
methaqualone  is  150  to  300  mg;  it  is  taken 
orally  and  rapidly  absorbed.7-8  The  majority 
of  the  drug  enters  the  enterohepatic 
circulation,  which  makes  its  excretion 
prolonged  and  difficult,  or  even  impossible  to 
retrieve  artificially.1-8  Addition  of  other 
drugs,  i.e.,  sedatives  or  tranquilizers,  can 
increase  the  effect  of  the  drug. 2-4-5-6-8 

The  situation  of  having  a patient 

simultaneously  in  labor  and  acutely  intoxicat- 
ed with  methaqualone  recently  occurred  and 
has  yet  to  be  reported.  The  methaqualone 
overdose  had  been  preceded  sometime  by 
administration  of  oxazepam  (Serax),F  but  this 

•From  the  Department  of  Obstetrics  and  Gynecology,  University  of 
Nebraska  Medical  Center,  Omaha.  Nebraska. 
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drug  is  fairly  rapidly  excreted  in  the  urine 
with  peak  action  four  hours  after  inges- 
tion.9 The  active  phase  of  labor  should  then 
have  only  methaqualone  complicating  the 
clinical  situation. 

Case  Report  UNMC  #146099 
The  patient  was  a 31  year  old  Oriental 
female,  gravida  I,  para  0-0-0-0,  LMP 
12/20/72,  EDC  9/27/73.  She  had  been 
followed  closely  in  pregnancy  since  the  18th 
week  of  gestation.  There  were  no  apparent 
problems.  On  9/12/73  the  patient  received 
oxazepam  (Serax)®  15  mg  orally  at  3:30 
p.m.,  30  mg  orally  at  6:00  p.m.,  and  10  mg 
orally  at  8:00  p.m.  from  an  outside  source 
because  of  back  discomfort.  At  8:00  p.m.  the 
attending  physician  was  called  for  the  back 
discomfort.  Unaware  if  the  oxazepam,  he  pre- 
scribed secobarbital  to  help  the  patient  sleep, 
feeling  that  she  was  in  prodromal  labor. 
Secobarbital  was  taken,  100  mg  orally  at 
10:30  p.m.  and  100  mg  orally  at  11:15  p.m. 


Due  to  inability  to  sleep  and  persistent  mild 
discomfort,  the  patient  took  methaqualone 
600  mg  orally  at  2:00  a.m.  and  200  mg  orally 
at  3:00  a.m.  on  9/13/73.  This  medication 
again  came  from  an  outside  source. 

The  patient  was  admitted  to  the  delivery 
floor  at  8:10  a.m.  on  9/13/73.  She  was  in- 
coherent and  unresponsive  to  verbal  stimuli. 
Her  skin  was  warm  and  dry,  and  she  had 
pinpoint  pupils  that  had  some  slight  reaction 
to  light.  Blood  pressure  was  110/80,  pulse 
120,  and  respirations  36  and  shallow.  Weight 
was  130  pounds.  She  had  a term  size  fundus, 
good  fetal  heart  tones  at  150/minute,  and 
was  contracting  every  five  minutes  exhibit- 
ing agitation  with  the  contractions.  The 
cervix  was  2 cm  dilated  with  an  unengaged 
vertex  and  intact  membranes.  Deep  tendon 
reflexes  were  depressed  but  symmetrical.  At 
this  time  the  history  of  oxazepam  and  metha- 
qualone ingestion  were  obtained.  Intravenous 
infusion  of  5%  dextrose  in  0.45%  saline  was 


Figure  1 

Paper  speed  2 cm/minute 
FHR  = fetal  heart  rate 
UC  = uterine  contractions: 

calibrated  5 = 50  mm  Hg 
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begun.  External  fetal  monitoring  was 
attempted,  but  was  relatively  poor  due  to 
the  agitation.  A methaqualone  level  was 
drawn  and  subsequently  reported  as  posi- 
tive. At  3:30  p.m.  the  cervix  was  6 cm 
dilated,  vertex  was  ROP  at  —1  station. 
Artificial  rupture  of  the  membranes  was 
accomplished  and  thick  meconium  noted. 
The  internal  monitor  was  applied.  The  fetal 
heart  rate  was  approximately  140  with  no 
beat  to  beat  variability  (Figure  1).  Contrac- 
tions were  every  4 to  5 minutes,  and  50  to  60 
mm  Hg.  Maternal  vital  signs  were  essentially 
unchanged  and  stable.  Mental  status  was  the 
same,  except  that  there  was  some  minimal 
response  to  verbal  stimuli.  At  4:00  p.m.  and 
6:00  p.m.  methaqualone  levels  were  repeated 
and  again  reported  back  as  positive.  At  8:00 
p.m.  the  cervix  was  a rim,  vertex  at  0 
station  as  an  ROP.  Fetal  monitor  pattern 
was  unchanged.  At  10:00  p.m.  no  change  had 
occurred.  There  was  concern  about  delivery 


of  the  baby  with  methaqualone  levels  that 
may  impair  its  chances  for  survival.  At  12:15 
a.m.  on  9/14/73,  the  patient  was  fully  dilated 
with  a vertex  as  in  ROT  at  a +2  station 
with  molding  of  the  caput  to  the  introitus. 
The  monitor  showed  better  beat  to  beat 
variability  with  a fetal  heart  rate  of  140  to 
150  (Figure  2).  She  was  taken  to  the  delivery 
room  for  a trial  of  forceps.  Maternal  status 
was  stable  with  some  more  responsiveness. 
Due  to  the  altered  labile  state  of 
consciousness,  the  patient  was  intubated 
without  additional  medications  being  requir- 
ed and  was  delivered  under  N2O  and  0a  with 
a midforceps  rotation  of  a living  male,  Apgar 
at  one  minute  of  seven  and  five  minutes  of 
eight,  weighing  six  pounds,  six  and  one-half 
ounces.  The  maternal  and  cord  bloods  at  the 
time  of  delivery  were  positive  for  methaqua- 
lone. By  8:00  a.m.  on  9/14/73,  the  patient 
was  responsive,  coherent,  but  totally  amnesic 
for  the  previous  24  hours.  The  baby  required 


Figure  2 

Paper  speed  2 cm/minute 
FHR  = fetal  heart  rate 
UC  = uterine  contractions 
Intrauterine  catheter  not  functioning- 
contractions  indicated  by  vertical  lines 


October  1975 


409 


bulb  suction  and  O2  in  the  delivery  room. 
The  infant’s  pulse  was  140,  respirations  were 
42  and  he  was  described  as  being  somewhat 
lethargic.  Chest  x-ray  was  normal.  The  baby 
became  jaundiced.  On  9/15/73  bilirubin  was 
total  7.2,  indirect  6.0.  Repeat  studies  on  9/16 
revealed  total  12.2,  indirect  9.6  and  on  9/17 
total  was  11.0.  Blood  drawn  from  the  baby 
on  9/15  was  negative  for  methaqualone.  An 
EEG  was  done  on  the  third  day  of  life  and 
was  normal.  Both  mother  and  baby  then 
continued  in  an  apparently  normal  course. 

Discussion 

Since  methaqualone  is  being  used  clinically 
as  a soporific,  patients  in  labor  after  a phar- 
macologic dose  will  be  seen  more  frequently. 
In  the  present  case,  we  have  far  from  the 
lethal  dose.  Reports  indicate  that  several 
thousand  milligrams  are  required,14  and  our 
patient  took  only  800  mg.  Yet  this  was  suf- 
ficient to  produce  many  effects.  The  maternal 
mental  effects  of  depression  with  periods  of 
agitation  and  unresponsiveness  were  obvious 
and  correlated  later  with  the  amnesia. 
Decreased  reflexes  and  pupillary  changes 
were  noted.  The  ability  to  perform  an  awake 
intubation,  forceps  rotation,  delivery  and 
episiotomy  with  minimal  amounts  of  only 
N2O  and  O2  testify  to  the  depths  of  CNS 
depression  induced  by  this  dose  of  drug. 

The  actual  effect  upon  the  progress  of 
labor  is  unknown.  She  did  make  slow 
progress,  but  whether  this  was  due  to  the 
medication  or  the  relation  of  the  baby  to  the 
pelvis  is  indeterminate.  It  was  difficult  to 
decide  when  or  how  to  intervene  in  this 
labor.  The  FHR  pattern  on  the  monitor  gave 
a prior  indication  that  the  drug  had  indeed 
crossed  the  placenta  and  was  blunting  the 
beat  to  beat  variability.  Early  decelerations, 
noted  intermittently  on  the  monitor  record, 
did  indicate  a certain  responsiveness  of  the 
fetal  heart  rate.  With  the  drug  in  the  entero- 
hepatic  circulation  of  mother  and  fetus,  when 
should  delivery  be  accomplished?  Reports 
indicate  use  of  dialysis  in  nonpregnant  cases 
of  severe  overdose.2568  This  would  be 
particularly  difficult  with  a mother  in  labor. 
Therefore,  the  delay  in  delivery  may  have 
been  fortuitous.  Beat  to  beat  variability 
partially  returned  and  the  mother’s  mental 
status  was  just  beginning  to  show  improve- 


ment at  the  time  of  delivery.  This  could  be 
indicative  that  metabolic  pathways  to  clear 
the  methaqualone  were  being  effective.  The 
baby’s  Apgar  scores  were  good  and  the 
lethargy  perhaps  expected.  The  conclusion 
may  then  be  drawn  that  the  beat  to  beat 
variability  is  a reliable  indicator  of  clearing 
of  the  medication  from  the  fetal  circulation 
as  long  as  other  factors  are  not  interfering 
with  interpretation  of  the  parameter.  The 
question  that  must  be  raised  is  whether 
attempts  to  slow  or  even  stop  the  labor 
should  have  been  instituted  to  allow 
conjugation  and  excretion  of  the  methaqua- 
lone. There  is  no  experience  in  the  literature 
on  which  to  make  a judgment.  If  the  baby 
had  been  born  more  than  mildly  depressed, 
preparations  had  been  made  to  do  immediate 
exchange  transfusion. 

Neonatal  jaundice  was  observed  and  was 
resolving  spontaneously  on  discharge  of  the 
baby.  Whether  the  methaqualone  played  any 
role  in  the  occurrence  or  the  level  of  the 
jaundice  is  purely  supposition,  but  certainly 
is  to  be  watched  for  if  any  other  cases 
appear.  There  was  no  anemia  and  no 
evidence  of  hemolysis  in  the  infant.  After  its 
initial  recovery,  the  baby  was  noted  to  be 
normal  as  evidenced  by  its  behavior  and  its 
EEG.  Followup  is  only  of  short  duration,  but 
the  baby  has  had  no  permanent  observable 
sequelae. 

The  mother  is  not  a member  of  that 
portion  of  society  associated  with  drug 
abuse.  Her  overdose  was  due  to  injudicious 
attempts  to  helpfulness  by  persons  other 
than  her  own  physicians.  Therefore,  if  no 
history  of  methaqualone  ingestion  were 
obtained,  it  certainly  would  not  have  been 
suspected.  Now  that  this  has  occurred, 
methaqualone  should  be  added  to  the 
growing  list  of  popularly  available  drugs  that 
are  investigated  when  patients  present  with 
altered  states  of  consciousness. 
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The  other  day  a detail  man  was  in  my 
office  describing  his  products,  and  in  the 
course  of  our  conversation  he  mentioned  that 
his  company  had  been  selected  as  part  of  a 
pilot  study  to  develop  “certified  detail  men.” 
When  I inquired  further  into  this  it  appeared 
that  some  detail  men  would  be  given 
intensive  training  so  that  they  might  be 
certified  by  some  national  office,  most  likely 
HEW. 

I believe  things  have  come  to  a fine  pass 
when  some  federal  department  has  to  certify 
what  I can  believe,  and  I resent  the 
implication  that  I cannot  listen  to  a sales 
pitch,  evaluate  it,  and  behave  accordingly.  Is 
this  only  the  latest  gouge  to  come  from  the 
federal  planners?  However,  we  are  not 
impotent,  and  there  are  many  things  that  we 
can  do.  Do  not  discount  the  effect  that  our 
1400  members  can  have.  I believe  that  what 
is  needed  is  an  example  of  vigorous 
resistance  that  can  easily  spread  to  other 
parts  of  the  country.  Most  of  us  know  what 
we  would  like  to  do,  what  we  would  like  to 
see  happen,  but  somewhat  we  are  reluctant 
to  act  on  these  feelings.  There  are  many 
things  we  can  do  well  within  the  bounds  of 
our  ethics  and  professional  behavior.  No 
patient  needs  to  suffer  from  these  efforts  to 
stop  this  nonsense,  and  everything  we  do 
will  be  in  the  interest  of  those  patients.  They 
only  benefit,  both  in  terms  of  good  service 
and  economical  care. 

Philip  Abelson,  editor  of  Science,  has 
written,  “The  government  is  now  deeply 
involved  in  the  financial  and  education  sides 
of  medicine,  and  a deeper  involvement, 
including  detailed  management  of  treatment, 
is  likely.  We  will  probably  witness  episodes 
in  which  well-intentioned  but  short-sighted 
governmental  action  lead  to  long-term 
destruction.  The  academic  community,  which 
lives  with  the  wreckage  resulting  from  the 
exercise  of  federal  power,  should  monitor 
developments  in  medicine  closely.  Inter- 
vention may  become  necessary  . . . Without 
adequate  analysis,  someone  dreamed  up  the 
theory  that  the  cure  for  (shortages  in 
medicine)  was  to  increase  the  output  of  the 


medical  schools.  It  was  reasoned  that  some 
of  the  excess  doctors  would  spill  over  into 
shortage  areas.  The  medical  schools  were 
treated  to  the  carrot-and-stick  approach. 
They  were  put  under  pressure  to  increase 
enrollments  and  given  the  inducement  of 
capitation  grants,  that  is,  subsidies  based  on 
enrollment.  To  a degree,  the  treatment  has 
worked.  Enrollment  today  is  up  60%  above 
that  of  seven  years  ago  ...  Is  the 
government  so  wise  and  foresighted  that  it 
can  mandate  intelligently  how  many  scien- 
tific specialists  of  any  kind  there  should  be.” 

While  we  have  been  fighting  border 
skirmishes  such  as  PSRO  and  the  health 
service  areas,  have  we  failed  to  see  the  large 
strategic  plan  behind  them?  We  have  been 
saying  for  a number  of  years  that  the  plan  of 
socialized  medicine  and  national  health 
insurance  would  never  work  because  there 
were  not  sufficient  physicians  to  see  all  the 
people  who  would  demand  their  services. 
The  planners  have  heard  us  well,  and  as  a 
result  of  short  medical  school  curriculums 
and  increased  numbers  of  students  in  schools 
there  will  very  soon  be  a surplus  of 
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physicians,  many  of  who  may  be  glad  to 
accept  practicing  in  managed  systems. 

In  a recent  address  to  the  Wyoming  State 
Medical  Society,  Dr.  Max  Parrot,  President 
of  the  AMA,  pointed  out  that  many  people 
do  not  realize  that  physicians  who  speak  for 
medicine  are  really  practicing  physicians, 
who  must  take  time  out  from  their  busy 
practices  to  stand  up  for  us  and  fight  in  the 
arena  where  fighting  is  necessary.  I wonder 
how  many  of  our  patients  realize  that? 
Actually,  we  find  ourselves  financing  both 
sides  of  this  fight.  Our  own  and  those 
tax-supported  opponents  we  face. 

I do  not  believe  we  need  any  new 
committees  or  a new  arm  of  our  organiza- 
tions to  deal  with  these  matters.  What  we  do 
need  is  a clear  vision  of  what  is  going  on  and 
a ready  will  to  react  to  these  threats.  I 
believe  that  we  have  seen  how  vulnerable 
the  planners  are  when  our  response  is 
vigorous  and  direct.  We  have  seen  how  the 
most  recent  regulations  for  admission  review 
have  been  indefinitely  postponed  and  now 
have  dropped  entirely  due  to  legal  action  by 


the  American  Medical  Association.  Perhaps 
the  tiger  we  face  is  not  entirely  flesh  and 
bones,  and  like  the  little  pig,  he  may  be 
living  in  a house  made  only  of  sticks. 

It  is  important  that  we  continue  to  support 
the  American  Medical  Association  and 
continue  our  vigorous  reaction  to  these 
coercive  measures.  Our  argument  does  not 
rest  on  selfishness  or  upon  a desire  to 
increase  our  status  and  prestige.  Rather,  I 
think  our  prestige  and  the  regard  in  which 
people  hold  us,  is  a constant  challenge  to 
those  who  would  destroy  medicine  as  we 
have  known  it.  We  ask  only  that  we  be 
permitted  to  take  care  of  our  patients  in  a 
climate  which  permits  the  best  medical  care 
possible,  and  to  practice  in  the  most  efficient 
and  economical  way. 

Perhaps  it  is  a measure  of  our  critical 
importance  to  those  who  would  socialize  us 
and  our  country  that  we  are  being  attacked 
from  so  many  sides  at  once.  We  are  still 
strong,  vigorous  and  free.  Let  us  use  those 
qualities  to  the  fullest  in  the  days  to  come. 

Warren  Bosley,  M.D. 
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Clinical  Studies  of  Livedoid  Vasculitis 
[Segmental  Hyalinizing  Vasculitis]  — R.  K. 
Winkelmann  et  al  (Mayo  Graduate  School 
of  Medicine,  Univ  of  Minnesota,  Rochester 
55901)  Mayo  Clin  Proc  49:746-758  (Oct) 
1974. 

The  clinical  features  and  responses  to 
treatment  of  37  patients  with  clinically  and 
histopathologically  proved  livedoid  vasculitis 
were  evaluated.  Most  patients  were  in 
general  good  health,  and  results  of 
coagulation,  immunoglobulin,  and  serum 
protein  studies  were  normal.  An  occasional 
association  of  vasculitis  with  systemic  lupus 
erythematosus,  periarteritis  nodosa,  or 
mesenchymal  disease  was  demonstrated. 
Data  showed  that  livedoid  vasculitis  is  a 
chronic  disease  with  little  spontaneous 
healing.  Rest  and  wet-dressing  therapy 
produced  short  remissions,  and  some 
patients  responded  to  sulfapyridine  or 
guanethidine.  Nicotinic  acid  was  particularly 
useful,  producing  sustained  remissions  in 
nine  of  the  12  patients  treated.  Cortico- 
steroids, sympathectomy,  and  other  forms  of 
chemotherapy  were  not  successful.  Immuno- 
globulins and  complement  were  demon- 
strated in  the  involved  blood  vessels  by 
direct  immunofluorescence.  Livedoid  vas- 
culitis may  be  an  immune  complex  disease 
involving  the  cutaneous  vessels  either  alone 
or  with  systemic  vasculitis. 


“Infarction  T Wave”  in  Effort  ECG  — C. 
Nissen-Druey  (Kantonsspital,  Basel,  Swit- 
zerland) Schweiz  Med  Wochenschr  105:48- 
49  (Jan  11)  1975. 

In  a study  of  60  patients  with  negative  T 
waves  in  the  electrocardiogram  following  a 
first  myocardial  infarction,  it  was  found  that 
during  mild  to  moderate  exercise,  the 
T-wave  vector  turned  toward  normal  in  36. 
It  is  assumed  that  during  exercise  the  T 
vector  points  toward  the  region  of  maximum 
ischemia,  ie,  the  border  of  the  recent 
infarction.  It  is  concluded  that  unexpected 
transitory  normalization  of  the  T wave  after 
myocardial  infarction  means  “worse”  not 
"better."  It  is  recommended  that  follow-up 
ECGs  after  myocardial  infarction  should 
always  be  taken  at  complete  rest. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  after  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  for  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nalline®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 
Warnings:  Use  with  special  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For  ages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  Vi  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 
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Diarrhea  can  hook  anyone.  When  it  does, 
physicians  and  patients  both  want  prompt 
control  of  diarrheal  symptoms.  Lomotil  will 
usually  control  diarrhea  promptly. 

This  rapid  action  can  halt  the  emergency 
aspect  of  diarrhea  and  is  comforting  and 
reassuring  to  the  patient.  Electrolyte  and 


fluid  losses  can  be  corrected  while  the  spe- 
cific cause  of  the  diarrhea  is  being  deter- 
mined. If  an  infective  agent  is  the  cause, 
appropriate  specific  therapy  should  be 
given  along  with  Lomotil. 

Lomotil  is  contraindicated  in  children 
less  than  2 years  old. 


Lomotil— 

Each  tablet  and  each  5 ml.  of  liquid  contain  diphenoxylate  hydrochloride  2 5 mg  (Warning  May  be  habit  forming  atropine  sulfate  0 025  mg 

holds  the  line. 


In  hypertension, 


(METHYLDOPAIMSD) 

usually  offers  more 
than  effective  lowering 
of  blood  pressure. . . 


With  ALDOMET 
(Methyldopa,  MSD), 
existing  renal  function 
is  usually  unchanged 

ALDOMET  has  no  direct  effect  on  renal 
function.  When  used  in  effective  doses, 
ALDOMET  usually  does  not  reduce  glo- 
merular filtration  rate,  renal  blood  flow, 
orfiltration  fraction. 


With  ALDOMET 
(Methyldopa,  MSD), 
cardiac  output  is 
generally  unchanged 

ALDOMET  has  no  direct  effect  on  cardiac 
function.  When  ALDOMET  is  used  in  effec- 
tive doses  cardiac  output  is  usually 
maintained  with  no  cardiac  acceleration; 
in  some  patients  the  heart  rate  is  slowed. 


MSD 


HM 


With  ALDOMET 
(Methyldopa,  MSD), 
symptomatic  postural 
hypotension  is  infrequent 

ALDOMET  reduces  both  supine  and  standing  blood  pressure. 
Less  frequent  symptomatic  postural  hypotension  is  experienced 
with  ALDOMET  than  with  many  other  antihypertensive  agents. 
Exercise  hypotension  and  diurnal  blood  pressure  variations 
rarely  occur. 


to  further 
simplify  therapy 
for  many  patients 


now  available 

ALDOMETSOOrng 

(METHYLDOPA  I MSD) 


• often  more  practical  to  prescribe 

• easier  for  patients  to  remember 

Now  offered  in  addition  to  the  standard 
250-mg  tablet,  the  new  ALDOMET  500  mg 
tablet  is  a patient  convenience.  An  especially 
important  one,  since  in  hypertension  con- 
venience of  the  dosage  schedule  is  one  factor 
that  can  make  the  difference  in  compliance 
of  the  patient.  The  minimum  daily  dose  of 
ALDOMET  is  250  mg  b.i.d.  The  usual  starting 
dose  is  250  mg  t.i.d.  Dosage  is  adjusted  as 
necessary  by  adding  or  deleting  250  mg  or 
500  mg  at  intervals  of  not  less  than  two 
days.  The  maximum  dose  is  3.0  g per  day. 
Examples  of  b.i.d.  or  t.i.d.  dosage  convenience 
provided  by  ALDOMET  500  mg  within  the 
usual  daily  dosage  range  of  500  mg  to  2.0  g: 


for  hypertension 

TABLETS,  250  mg,  500  mg,  and  125  mg 

ALDOMET 

(METHYIDOMIMSD) 

a unique  antihypertensive  agent 

ALDOMET  is  contraindicated  in  active  hepatic  disease, 
hypersensitivity  to  the  drug,  and  if  previous  methyldopa 
therapy  has  been  associated  with  liver  disorders.  It  is 
not  recommended  in  pheochromocytoma. 

It  is  important  to  recognize  that  a positive  Coombs  test, 
hemolytic  anemia,  and  liver  disorders  may  occur  with 
methyldopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  MSD 
or  liver  disorders  could  lead  to  potentially  fatal  complica- 
tions  unless  properly  recogr  zed  and  managed.  For  more 
details  see  the  brief  summar  f prescribing  information. 

Fora  brief  summary  of  presc  rig  information,  please  se*»  Allowing  page. 
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daily 
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^ ALDOMET 500 mg 

C Methyldopa  //USD) 


sig  one  tablet  b id. 


1.5-g 

daily 

dose 


R ALDOMET 500 mg 

C Methy/dopa  /MSD) 

© 

sig  one  tablet  t.i.d. 


2.0-g 

daily 

dose 


^■ALDOMET 500 mg 

( Methyldopa  /MSD) 

%% 

s/g  two  tablets  b id. 


^ AL  DOME  T 500 mg 

( Methyldopa /MSD) 


^ sig  one  tablet  g.id. 


NOTE:  Tablets  shown  are  not  actual  size. 


in  hypertension 

ALDOM  ET (METHYLDOPAIMSD) 

usually  lowers  blood 
pressure  effectively 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis,  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20%  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less.  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications. One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia.  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyldopa  If  a positive  Coombs  test 
develops  during  methyldopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem  For  exam- 
ple. in  addition  to  a positive  direct  Coombs  test 
there  is  less  often  a positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood 
At  the  start  of  methyldopa  therapy,  it  is  desirable  to 
do  a blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a baseline  or  to  establish  whether 
there  is  anemia  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia  It 
may  be  useful  to  do  a direct  Coombs  test  before 
therapy  and  at  6 and  12  months  after  the  start  of 
therapy.  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyldopa  and  the  drug 
should  be  discontinued  Usually  the  anemia  remits 
promptly.  If  not.  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered  If  the 
hemolytic  anemia  is  related  to  methyldopa,  the  drug 
should  not  be  reinstituted  When  methyldopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only.  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyldopa  is  stopped 
Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive  A positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 


cross  matching.  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  major  cross 
match  and  the  assistance  of  a hematologist  or 
transfusion  expert  will  be  needed 
Fever  has  occurred  within  first  3 weeks  of  therapy, 
sometimes  with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy.  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis  Rarely  fatal 
hepatic  necrosis  has  been  reported  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyldopa  If 
caused  by  methyldopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued 
Methyldopa  should  not  be  reinstituted  in  such  pa- 
tients 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen  Reversible  thrombocytopenia  has  occurred 
rarely  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur 
Patients  should  be  followed  carefully  to  detect  side 
reaction  or  unusual  manifestations  of  drug  idio- 
syncrasy 

Use  in  Pregnancy:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks; 
possibility  of  fetal  injury  can  not  be  excluded 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery.  Methyldopa 
is  not  recommended  for  patients  with  pheochromo- 
cytoma  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyldopa  or  its 
metabolites. 


Stop  drug  if  involuntary  choreoathetotic  movemer 
occur  in  patients  with  severe  bilateral  cerebrovasc 
lar  disease.  Patients  may  require  reduced  doses 
anesthetics;  hypotension  occurring  during  ane 
thesia  usually  can  be  controlled  with  vasopressoi 
Hypertension  has  recurred  after  dialysis  in  patien 
on  methyldopa  because  the  drug  is  removed  by  tf 
procedure. 

Adverse  Reactions:  Central  nervous  syste , 
Sedation,  headache,  asthenia  or  weakness,  usua 
early  and  transient:  dizziness,  lightheadednes 
symptoms  of  cerebrovascular  insufficient 
paresthesias,  parkinsonism.  Bell's  palsy,  involunta 
choreoathetotic  movements;  psychic  disturbance 
including  nightmares  and  reversible  mild  psychos 
or  depression. 

Cardiovascular:  Bradycardia,  aggravation  of  angn 
pectoris  Orthostatic  hypotension  (decrease  da 
dosage)  Edema  (and  weight  gain)  usually  relievi 
by  use  of  a diuretic.  (Discontinue  methyldopa 
edema  progresses  or  signs  of  heart  failure  appea 
Gastrointestinal:  Nausea,  vomiting,  distentio 
constipation,  flatus,  diarrhea,  mild  dryness 
mouth,  sore  or  "black"  tongue,  pancreatiti 
sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundic 
liver  disorders 

Hematologic:  Positive  Coombs  test,  hemolyt 
anemia  Leukopenia,  granulocytopenia,  thron 
bocytopema 

Allergic:  Drug-related  fever,  skin  rash. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarg 
ment,  gynecomastia,  lactation,  impotenc 
decreased  libido,  mild  arthralgia,  myalgia 
Note;  Initial  adult  dosage  should  be  limited 
500  mg  daily  when  given  with  antihypertensivr 
other  than  thiazides  Tolerance  may  occur,  usual 
between  second  and  third  month  of  therapy;  ii 
creased  dosage  or  adding  a thiazide  frequent 
restores  effective  control.  Patients  with  impaire 
renal  function  may  respond  to  smaller  doses  Syi 
cope  in  older  patients  may  be  related  to  increase 
sensitivity  and  advanced  arteriosclerotic  vascul. 
disease,  this  may  be  avoided  by  lower  doses 
How  Supplied:  Tablets,  containing  125  m 
methyldopa  each,  in  bottles  of  100;  Tablets,  contau 
ing  250  mg  methyldopa  each,  in  single-un 
packages  of  100  and  bottles  of  100  and  100( 
Tablets,  containing  500  mg  methyldopa  each,  i 
single-unit  packages  of  100  and  bottles  of  100. 
For  more  detailed  information,  consult  your  MS 
representative  or  see  full  prescribing  informt 
tion.  Merck  Sharp  & Dohme,  Division  of  Merck 
Co.,  Inc.,  West  Point,  Pa.  19486 
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Our  Medical  Schools 


Chair  named  at  Creighton. 

Rev.  Joseph  J.  Labaj,  S.J.,  President  of 
Creighton  University,  today  announced  the 
establishment  of  the  “Father  Edward  J. 
Flanagan  Chair  of  Otolaryngology”  in  the 
School  of  Medicine.  The  Chair  was  estab- 
lished at  Creighton  in  recognition  of  the 
contribution  Boys  Town  is  making  to 
education  and  medical  science  by  establishing 
and  operating  the  Boys  Town  Institute  for 
Communication  Disorders  in  Children. 

The  first  Father  Flanagan  Professor  of 
Otolaryngology  will  be  Dr.  Patrick  E. 
Brookhouser,  Director  of  The  Boys  Town 
Institute  and  Chairman  of  Creighton  Univer- 
sity’s Department  of  Otolaryngology.  Dr. 
Brookhouser  is  a graduate  of  the  Johns 
Hopkins  University  School  of  Medicine. 

The  Boys  Town  Institute  for  Communica- 
tion Disorders  in  Children  is  now  being 
constructed  on  the  western  edge  of 
Creighton  University’s  campus.  When  com- 
pleted the  Institute  will  be  a nationally- 
oriented  diagnostic  research,  rehabilitation 
and  educational  facility  for  children  with 
hearing  loss,  speech  defects,  and  related 
learning  disabilities.  Interim  clinical  opera- 
tions for  the  Institute  are  presently  being 
housed  at  Creighton  Memorial  St.  Joseph 
Hospital. 

The  new  Boys  Town  facility  is  expected  to 
be  completed  by  late  1977. 


Continuing  education. 

The  Continuing  Education  Center  of  the 
University  of  Nebraska  Medical  Center  will 
sponsor  two  courses  in  October. 

1.  “Frontiers  in  Hematology”  will  be  the 
subject  October  16  and  17. 

Guest  faculty  includes  Dr.  George  O. 
Clifford,  Professor  and  Chairman,  Depart- 
ment of  Medicine,  Creighton  University 
School  of  Medicine;  Dr.  Jordon  U.  Gutter- 
man,  Associate  Professor  of  Medicine, 
Department  of  Developmental  Therapeutics, 


University  of  Texas  Medical  Center;  Dr. 
Peter  F.  Kohler,  Associate  Professor  of 
Medicine,  Division  of  Clinical  Immunology, 
University  of  Colorado  Medical  Center;  Dr. 
Jeffrey  McCullough,  Associate  Professor, 
Department  of  Laboratory  Medicine  and 
Director  of  the  Blood  Bank,  University  of 
Minnesota;  Dr.  Paul  G.  Quie,  Professor  of 
Pediatrics,  University  of  Minnesota. 

Dr.  Richard  B.  Davis,  Professor  of 
Medicine,  is  coordinator  of  the  course  which 
is  acceptable  for  12V2  prescribed  hours  by 
the  American  Academy  of  Family  Physicians 
and  acceptable  for  category  I credit  toward 
the  Physician’s  Recognition  Award. 

Registration  fee  of  $60  includes  two 
luncheons: 

Registration  fee  of  nurses  and  medical 
technologists  is  $40. 

2.  The  annual  course  on  cardiopulmonary 
resuscitation  will  be  October  21  and  22. 
Registration  for  the  21st  for  physicians  will 
be  $30  and  on  the  22nd  for  nurses,  $20. 

Dr.  Denis  Cuka,  Associate  Professor  of 
Anesthesiology,  is  coordinator  of  the  course. 

Perinatal  Hotline. 

A new  “Hotline”  service,  instituted  by 
Creighton  University’s  School  of  Medicine 
and  St.  Joseph  Hospital,  is  to  begin 
operation  August  15th,  1975. 

The  24-hour-a-day  perinatal  information 
and  consultation  service  is  aimed  at 
physicians,  nurses,  and  hospitals  in  Nebraska 
and  surrounding  areas. 

By  calling  1-800-642-9955  (toll-free)  [outside 
Nebraska  dial  402-348-2418  (toll)]  and  asking 
for  the  obstetrician  or  neonatologist  on  call, 
immediate  assistance  can  be  obtained  in  the 
following  areas: 

— perinatal,  intrapartum,  and  neonatal 
patient  care 

— in  continuing  education  in  perinatal 
medicine 
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— service  will  provide  interpretation  of 
fetal  monitoring  data  by  telephone 
transmission. 

Frank  M.  Shepard.  M.D.,  Chairman  of  the 
Department  of  Pediatrics  and  Robert  J. 
Luby,  M.D.,  Chairman  of  the  Department  of 
Obstetrics/Gynecology,  are  directing  the 
service  which  is  available  continuously  and 
without  charge. 

The  “Hotline”  is  sponsored  by  the 
Nebraska  State  Health  Department  and  is 
funded  by  the  Nebraska  Regional  Medical 
Program.  Nebraska  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  National 
Foundation  — The  March  of  Dimes. 


Creighton  appoints  Dr.  Pierson. 

Robert  L.  Pierson,  M.D.,  has  joined 
Creighton  University  Department  of  Ob- 
stetrics and  Gynecology  as  assistant  pro- 
fessor and  chief,  Section  of  Gynecologic 
Oncology.  Dr.  Robert  J.  Luby,  Chairman  of 
the  department,  announced  the  August  1st 
appointment. 


Grant  to  Dr.  Lynch. 

The  Nebraska  Heart  Association  has 
awarded  Dr.  Henry  T.  Lynch,  Chairman  of 
Creighton  University’s  Department  of  Pre- 
ventive Medicine,  a $6,500  research  grant  for 
one  year. 

Dr.  Lynch  said  the  grant  will  be  used  to 
support  a combined  project  with  Creighton’s 
Departments  of  Cardiology  and  Preventive 
Medicine.  The  project  involves  a family  with 
over  2,000  relatives  scattered  throughout  the 
states  of  Nebraska,  South  Dakota,  Idaho, 
Montana,  and  Washington. 

The  group  has  defined  the  problem  as  a 
syndrome  which  manifests  itself  as  progres- 
sive atrioventricular  conduction  defect. 


29  Vietnamese  doctors. 

Imagine  being  transported  to  a strange, 
new  land  with  different  customs  and 
language  where  the  tools  of  your  profession 
are  of  little  use  in  their  current  form. 


Such  is  the  case  for  a group  of  new 
physicians  at  the  University  of  Nebraska 
Medical  Center  who  have  already  graduated 
from  medical  school  but  do  not  possess  the 
necessary  requirements  to  practice  medicine 
— at  least  not  by  Nebraska’s  standards. 

Twenty-nine  Vietnamese  refugee  physi- 
cians have  once  again  begun  their  medical 
training  in  order  to  practice  in  the  17 
Nebraska  communities  which  are  sponsoring 
them  and  will  someday  receive  their 
services. 

All  the  Nebraska  Vietnamese  physicians  — 
five  females  and  24  males  ranging  in  ages 
from  27  to  46  years  — have  already 
undergone  a seven-year  program  of  study  in 
the  Saigon  Medical  School.  The  first  five 
years  were  dedicated  to  the  study  of  the 
different  fields  of  medicine  (anatomy, 
physiology,  obstetrics-gynecology,  etc.)  and 
clinical  and  bedside  management  assignments 
under  the  supervision  of  the  clinical  faculty. 
In  the  last  two  years  the  physicians  were 
involved  with  their  specialized  internships, 
therapeutics,  operating  techniques  and  the 
preparation  of  their  theses  which  were  part 
of  their  requirements  for  graduation. 

“Basically  the  kind  of  medicine  that  we 
studied  (in  Vietnam)  was  inherited  from  the 
French,”  said  Dr.  Le  Van  Dung,  who  is  being 
sponsored  by  Ashland.  “Our  school  was 
affiliated  with  the  medical  school  in  Paris 
and  used  the  same  kind  of  philosophy.” 

The  first  medical  school  in  Vietnam  was 
established  in  Hanoi  in  1920  as  a branch  of 
the  School  of  Medicine  in  Paris. 

Dr.  Dung  said  the  practice  of  medicine  in 
Vietnam  is  different  from  that  in  the  United 
States  because  of  the  differences  in  disease 
patterns. 

“American  medicine  goes  further  into  the 
causes  of  diseases,”  said  Dr.  Dung.  “Most  of 
the  patients  in  Vietnam  suffer  from  diseases 
of  the  tropical  climate.” 

“Americans  have  more  degenerative  dis- 
eases while  we  had  much  accent  on 
infectious  diseases  in  Vietnam  such  as 
tuberculosis  and  gastrointestinal  disorders,” 
said  Dr.  Nguyen  Huu  Tien,  sponsored  by 
Laurel  and  spokesman  for  the  Vietnamese 
physicians. 
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Dr.  Tien  said  the  Vietnamese  diet  was  also 
different  with  very  little  fats  or  meat. 

"That’s  why  we  don’t  have  much  arterial 
sclerosis  or  heart  diseases,”  he  said. 

Because  of  these  differences  the  Viet- 
namese physicians  must  undergo  another 
medical  education  to  prepare  them  for 
passing  the  ECFMG  test  (Educational 
Council  for  Foreign  Medical  Graduates) 
which  all  foreign  medical  graduates  must 
pass  for  licensure,  and  the  FLEX  examina- 
tion which  is  a statewide  exam  required  for 
the  licensure  of  all  doctors. 

“They’re  trying  to  keep  us  abreast  of  new 
medical  discoveries.  In  medicine  you  can’t 
afford  not  to  know  them.  For  some  of  us  it 
will  be  a review,  but  for  older  ones  it  will  be 
new  material,”  said  Dr.  Dung. 

According  to  Dr.  LeeRoy  Meyer  of  the 
Medical  Center’s  department  of  internal 
medicine  and  an  instructor  for  the  Viet- 
namese physicians,  there  are  some  labora- 
tory and  x-ray  procedures  that  are 
unfamiliar  to  all  the  group. 

“It’s  been  necessary  to  arrange  a separate 
program  around  them  (the  Vietnamese 
physicians),”  said  Dr.  Margaret  Faithe, 
coordinator  of  the  Vietnamese  physician 
education  program  at  the  Medical  Center. 
“Suddenly  they  have  to  make  good  in  a 
strange  land.” 

Besides  the  problem  of  learning  the 
English  language,  which  was  the  subject  of 
an  eight-week  course  for  the  physicians  at 
Creighton  University,  the  transition  to  the 
customs  of  this  “strange  land”  has  been 
tedious  for  them. 

“We  are  suffering  mostly  from  cultural 
shock,”  said  Dr.  Dung.  “When  I first  wake 
up  in  the  morning,  I think  I am  in  Vietnam. 
But  when  I walk  out  of  my  door  and  see  the 
first  person,  I think  American  and  act  that 
way.” 

Since  the  Vietnamese  physicians  rely 
heavily  on  the  moral  support  of  their 
families,  it  is  harder  for  them  since  many  of 
their  spouses  and  children  have  already 
settled  in  their  Nebraska  communities  while 
the  physicians  must  stay  in  Omaha  and 
continue  their  medical  studies. 


“Vietnamese  families  are  much  different 
than  American  families  in  that  there  is  a 
kind  of  union,  morally  and  physically 
speaking.  Most  of  the  time  we  stay  very 
close  together.  It  is  a more  self-contained 
unit  so  you  realize  what  we  feel  by 
ourselves,”  said  Dr.  Tien  who  noted  that  in 
Vietnam  a family  includes  all  the  close 
relatives  of  the  husband  and  wife. 

Other  than  that  there  have  been  “no 
problems  with  our  adjustment.  Everything  is 
going  smoothly  to  the  satisfaction  of  both 
sides,”  according  to  Dr.  Tien. 

Despite  the  barriers  of  language  and 
culture,  the  Vietnamese  physicians  are 
confident  that  they  will  be  practicing 
medicine  again  in  the  future. 


Needs  of  the  dying. 

Creighton  University’s  Division  of  Con- 
tinuing Education  will  conduct  a workshop  in 
death  and  dying  October  8 and  9,  1975.  The 
workshop,  “A  Living  Encounter  with  Death,” 
is  designed  to  assist  professionals  and  para- 
professionals  develop  the  attitudes  and  skills 
needed  to  become  more  effective  in  dealing 
with  persons  who  suffer  from  terminal 
illnesses. 

The  needs  of  the  dying  will  be  discussed, 
too,  by  persons  suffering  from  terminal 
illnesses. 

Keynote  speakers  and  discussion  leaders 
will  include  Mr.  and  Mrs.  Orville  Kelly. 
Kelly,  a 44-year  old  ex-newspaperman  from 
Burlington,  Iowa,  is  suffering  from  lympho- 
cytic lymphoma.  He  is  the  founder  of  Make 
Today  Count,  an  organization  which  brings 
together  patients  suffering  from  terminal 
illnesses,  their  families,  professional  people 
and  other  members  of  the  community  so  that 
personal  and  emotional  problems  can  be 
discussed  and  dealt  with.  Kelly  is  inter- 
nationally known  for  his  efforts  to  assist 
those  who  fear  death. 

Deanne  Edwards,  a musical  therapist  at 
Mennonite  Hospital  in  Bloomington,  Illinois 
and  at  St.  Joseph’s  Hospital  in  Normal, 
Illinois  will  discuss  musical  therapy  and  the 
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terminally  ill  patient.  Ms.  Edwards,  com- 
poser of  “Teach  Me  to  Die,”  has  recorded  an 
album  entitled  “Peace  Bird.” 

Rev.  Peter  Koontz,  who  has  coordinated 
similar  death  and  dying  workshops,  will  also 
participate.  A Council  Bluffs,  Iowa  resident, 
Rev.  Koontz  is  the  founder  of  Operation 
Comfort,  an  organization  formed  to  aid 
parents  with  terminally  ill  children. 

A videotaped  talk  by  Rev.  Ned  H.  Cassem, 
S.J.,  M.D.,  will  also  be  presented.  Father 
Cassem  is  a staff  member  of  Massachusetts 
General  Hospital  and  a member  of  the  Board 
of  Directors  of  Creighton. 


The  Auxiliary 

THE  HEALTH  GALLERY  NEEDS  YOU 

The  Nebraska  State  Medical  Auxiliary  has 
taken  on  the  monumental  task  of  establishing 
a Health  Gallery  at  the  University  of 
Nebraska  State  Museum. 

On  October  4,  1970  the  House  of  Delegates 
of  the  Nebraska  Medical  Association  ap- 
proved the  proposal  "to  provide  financial 
support  for  the  development  of  the  Health 
Museum,  particularly  at  the  University  of 
Nebraska,  and  to  serve  in  an  advisory 
capacity  for  the  kinds  of  health  exhibits  that 
would  be  needed  in  the  various  communities 
in  the  state  of  Nebraska.” 

It  has  been  a long  five  years  of  setting  up 
the  organizational  structure  that  will  be  used 
to  obtain  our  goal. 

The  Health  Gallery’s  major  purpose  is  to 
help  people  understand  the  dynamics  of  the 
human  body  and  man’s  relationship  to  his 
environment.  This  will  be  achieved  by  (1) 
relating  man  to  the  natural  history  of  the 


Others  participating  in  the  workshops  and 
lectures  will  be  members  of  local  chapters  of 
Make  Today  Count  and  Operation  Comfort, 
as  well  as  local  physicians,  pastors  and 
nurses. 

The  workshop  is  the  first  of  three  which  is 
being  offered  this  semester  as  a special 
continuing  education  program  for  nurses. 
However,  the  death  and  dying  workshop  is 
open  to  anyone  who  faces  or  deals  with 
terminal  illness. 

For  more  information,  contact  Dr.  Mar- 
garet Ferrell  at  Creighton’s  Office  of 
Continuing  Education  at  536-2888. 


world;  (2)  explaining  the  functions  of  the 
human  body  using  modern  automated 
exhibits;  (3)  serving  as  a resource  for  health 
education  in  the  state’s  schools;  and  (4) 
providing  special  programs  of  topics  of 
interest  in  the  health  field. 

A recent  survey  of  a sample  of  Nebraska 
children  indicated  that  Nebraska  children 
scored  below  the  national  average  on 
essentially  all  categories  of  a nationally 
standardized  health  test.  The  Health  Gallery 
will  provide  a significant  resource  to  assist 
non-specialist  teachers.  Traveling  exhibits 
will  also  assist  the  outstate  schools. 

It  is  our  hope  that  each  auxiliary  member 
will  become  an  active  supporter  of  this 
project  and  that  you  will  attend  workshops 
in  your  area  to  learn  about  the  progress  that 
has  been  made  and  how  you  can  help. 

Marge  Olney, 

P.P.,  Chairman  of 
Nebraska  Medical  Auxiliary 
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Between  Cases 


Section  On  Statistics. 

About  80,000  children  die  each  year,  in  the 
world,  from  sickle-cell  anemia. 

Quote  Unquote. 

1 have  made  a god  of  Pain. 

AE  (G.  W.  Russell). 

So  That’s  What  It  Means. 

Pyriformis:  shaped  like  a pear. 

O To  Be  In  England. 

There  is  a movement  to  do  away  with 
private  beds  in  English  hospitals.  It  has 
been  suggested  that  even  the  railways 
have  first-class  compartments.  We've 
had  first-class  and  coach  too,  and  we 
have  the  same  thing  in  our  airplanes, 
come  to  think  of  it. 

Maybe  They’re  Right. 

The  Eskimos  believe,  or  believed,  that  the 
soul  is  a tiny  figure  in  the  head;  it 
stands  erect,  but  if  it  falls,  madness 
comes. 

Section  On  Statistics. 

21  million  people  died  during  the  flu 
epidemic  of  1918. 

The  Fine  Art  Of  Diagnosis. 

Diagnosis:  schizophrenia,  given  by  the 

patient. 

Words  We  Can  Do  Without. 

Assiduous,  platitudinous,  plethora,  repre- 
hensible, idiosyncrasy. 

It  Figures. 

The  transfusion  risk  of  hepatitis  is  0.013 
percent. 


Quote  Unquote. 

My  own  mind  is  my  own  church. 

Thomas  Paine. 

Things  I’m  Tired  Of. 

Tranquilizing  just-captured  animals.  They 
too  often  wind  up  killing  the  poor  beast. 
Don't  they  know  the  dose? 

Heard  On  TV. 

During  the  (Between  The  States)  Silver 
War. 

Department  of  Laryngology. 

People  who  suffer  with  their  nerves  have 
very  high  voices. 

Mrs.  James,  in  Tear  His  Head  Off  His 
Shoulders,  by  Nell  Dunn. 

I Read  It  Somewhere. 

Chiropracter  is  from  hand,  and  effective. 

Eskimo  means  he  eats  it  raw. 

Section  On  The  Family  And  Happiness. 

Happy  families  are  all  alike;  every 
unhappy  family  is  unhappy  in  its  own 
way. 

Tolstoy. 

Question  And  Answer  Department. 

Q:  Is  he  right-handed? 

A;  I haven’t  been  able  to  completely 
determine  that  at  the  moment. 

Take  It  Over. 

Blood  pressure:  1220/70. 

Section  On  Multiple  Births. 

Male  twins  are  more  common  than  female 
twins. 

— F.C. 
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In  Memoriam 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

FORREST  A.  MOUNTFORD,  M.D. 
Doctor  Forrest  A.  Mountford  was  born  in 
Smith  County,  Kansas  on  November  1,  1898. 
He  died  on  June  24,  1975  at  the  age  of 
seventy-six. 

Doctor  Mountford  graduated  from  Hast- 
ings State  Teachers  College  in  1921  and  from 


The  Letter  Box 

Dear  Dr.  Cole: 

During  the  many  years  devoted  to  Library 
work  at  the  University  of  Nebraska  Medical 
Center  Library,  there  were  numerous 
occasions  when  I referred  to  the  book. 
History  of  Medicine  in  Nebraska,  edited  by 
Albert  F.  Tyler  and  compiled  by  Ella  F. 
Auerbach.  This  book  covers  the  history  of 
the  medical  profession  in  Nebraska  from 
earliest  days  to  the  date  of  publication.  To 
my  knowledge,  this  is  the  only  compre- 
hensive history  of  medicine  in  Nebraska 
covering  this  period. 

When  the  book  first  appeared  in  1930,  the 
Nebraska  State  Medical  Journal  (15:  167, 
April  1930)  published  a review  which  judged 
the  book  a splendid  production,  and 
recommended  that  it  should  be  in  every 
doctor’s  library.  However,  the  review  also 
noted  the  lack  of  an  index  as  a serious 
handicap  and  called  attention  to  “typo- 
graphical errors,  some  errors  of  dates  and 
several  transposed  sentences  ...”  Although 
reference  is  made  to  published  literature,  the 
book  lacks  a list  of  publications  cited. 

As  an  aid  to  anyone  interested  in  the 
history  of  Nebraska  medicine,  I have 
compiled  and  expect  to  publish  an  index, 


the  University  of  Nebraska  College  of 
Medicine  in  1924. 

Doctor  Mountford  practiced  in  Davenport 
for  fifty-one  years.  He  served  as  Vice- 
President  of  the  Nebraska  Medical  Associa- 
tion, as  a Councilor  for  the  Association’s 
Seventh  District  and  on  several  Association 
committees. 

He  is  survived  by  his  widow,  Irena:  two 
sons,  Roger  of  Davenport  and  Doctor 
Stanley  of  Millard:  and  a daughter, 

Jeannette  Malone,  Lincoln. 


which  includes  both  personal  names  and 
subjects:  a page-by-page  list  of  documenta- 
tion: and  a corrigendum  which  will  correct 
not  only  typographical  errors  but  also  errors 
of  fact.  Anyone  having  interest  in  this 
publication  is  invited  to  communicate  with 
me,  particularly  if  he  is  aware  of  errors  that 
should  be  corrected.  We  hope  to  bring  this 
publication  out  early  in  the  Bicentennial 
year,  1976,  and  w'ould  appreciate  hearing 
from  you  as  soon  as  possible. 

Sincerely  yours, 

Bernice  M.  Hetzner 
Librarian, 

History  of  Nebraska  Medicine 
Former  Director, 

Library  of  Medicine, 

University  of  Nebraska 
Medical  Center 
Omaha,  Nebraska  68105 

To  the  Editor: 

The  First  Mid-Winter  Virgin  Islands 
Clinical  Conference  will  be  held  in  St. 
Thomas,  January  29,  30,  31,  1976  by  the  U.S. 
Virgin  Islands  Medical  Society  in  association 
with  The  Faculty  of  the  University  of 
Pennsylvania  School  of  Medicine. 


420 


Nebraska  M.  J. 


This  program  is  acceptable  for  14  credit 
hours  in  Category  1 for  the  Physician’s 
Recognition  Award  of  the  A.M.A.,  and  will 
include  lectures  and  seminars  of  interest  to 
the  physician  in  General  Practice,  Internal 
Medicine,  General  Surgery  and  OB-Gyn. 

For  further  information,  write  AIRMAIL 
to: 

Harold  A.  Hanno,  M.D.,  F.A.C.P. 

Secretary 

U.S.  Virgin  Islands  Medical  Society 
Box  1442 

St.  Thomas,  Virgin  Islands  00801 

To  the  Editor: 

The  Omaha  Mid-West  Clinical  Society 
reports  that  its  meeting  scheduled  at  the 
Omaha  Hilton  Hotel  Monday  through 
Wednesday,  October  27,  28,  29,  1975,  will 
have  several  outstanding  attractions  includ- 
ing over  twenty-five  scientific  exhibits  and 
sixteen  guest  lecturers. 

The  program  scheduled  for  Monday  will 
feature  Anti-Anxiety  Drugs,  Esophageal 
Disease,  Inguinal  Hernia  Without  Disability, 
Surgical  Management  of  Renal  Trauma, 
Femoral  Hernia  with  Plug  Technique,  and 
Prostatic  Carcinoma.  The  noon  luncheon  will 
feature  Medical  Photography  for  Family 
Practice. 

Tuesday  programs  feature  Office  Endo- 
crinology, Preinvasive  Lesions  of  the  Uterine 
Cervix,  Pediatric  Endocrinology,  Low  Back, 


Incisional  Hernias,  Discography,  Peptic 
Disease,  Foot  in  Infants  and  Children, 
Rehabilitation  of  the  Stroke  Patient,  and 
Colposcopy.  The  noon  luncheon  features  a 
timely  program  on  Medical  Liability  and 
possibly  Informed  Consent  conducted  by 
courtesy  of  the  American  College  of 
Surgeons. 

Wednesday  features  include  Diabetic 
Neuropathy,  Voice  as  an  Indicator  of  Organic 
and  Psychiatric  Illness,  Operable  Breast 
Cancer,  What’s  New  in  Dermatology, 
Arthritis,  Pre-Term  Labor,  Metastatic  Breast 
Cancer,  Herpes,  Trauma,  and  a possible  CPR 
accreditation. 

The  wives  of  those  attending  will  have  a 
full  program  including  a Wednesday  morning 
with  Vincent  Price  at  the  Joslyn  Art 
Museum  and  the  Wednesday  noon  luncheon 
with  their  husbands  enjoying  a program  on 
Antarctica:  History  and  Future. 

The  annual  Creighton  Alumni  Dinner  will 
be  Sunday  evening,  October  26th,  and  the 
Nebraska  Alumni  will  have  a Cocktail  Party 
and  Reception  on  Monday  evening,  October 
27;  both  events  are  at  the  Hilton  Hotel. 

I hope  as  many  members  of  our  Medical 
Society  as  possible  will  attend.  For  further 
information,  contact  the  Omaha  Mid-West 
Clinical  Society  for  a Program. 

Sincerely  yours, 

Robert  M.  Cochran,  M.D. 

President 


October,  1975 
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I Remember 

THE  TIME  I HIT  A POLICEMAN 

Making  ambulance  calls  during  internship 
was  tedious  and  odious,  but  as  Vergil  said  (I 
think  it  was  Vergil),  some  day  these  things 
will  be  pleasant  to  look  back  on,  and  so  it  is 
with  my  ambulance  calls. 

We  had  finished  a call  one  evening  (nobody 
ever  called  us  when  the  sun  was  up)  and  my 
driver  said  let’s  stop  at  the  police  station 
(where  these  calls  came  from)  and  see  if  they 
have  any  more  for  us. 

We  stopped,  and  they  didn’t,  but  one 
officer  said  would  I look  at  his  wrist.  I think 
they  liked  to  get  free  medical  advice  and 
treatment,  and  of  course  we  were  learning, 
even  though  we  thought  we  knew  every- 
thing. 

He  had  a ganglion,  and  there  were  two 
treatments,  conservative  and  surgical,  some- 
times called  radical.  Conservative  treatment 
was  the  only  kind  I was  prepared  to  give, 


and  it  involved  crushing  the  thing  with 
thumb  and  finger  or  hitting  the  lump  with  a 
heavy  book,  and  it  was  therefore  called  the 
bible  cure. 

They  do  not  have  bibles  in  police  stations, 
but  they  do  have  those  lovely  big  books, 
they  call  them  blotters,  I don’t  know  why,  in 
which  they  write  down  names  and  addresses 
of  unfortunates  brought  to  the  station.  So  we 
sat  down,  with  fellow  officers,  at  a round 
table,  and  I hit  him,  or  hit  the  lump,  with  the 
book.  And  nothing  happened.  So  I hit  him 
again,  and  nothing  happened.  Since  my 
reputation  was  at  stake,  I struck  him  again, 
and  again.  And  all  that  happened  was  that 
he  began  to  look  faint.  A friend  offered  me 
his  billy  club,  but  I continued  with  the  book, 
using  more  and  more  force,  until  I finally 
succeeded.  It  probably  came  back  in  a few 
months,  but  I still  remember  how  it  feels  to 
hit  a policeman. 

— F.C. 


WashingtoN otes 


Ways  & means. 

Congress  deserted  Washington  for  a 
summer  holiday;  with  passage  of  national 
health  insurance  (NHI)  written  off  for  this 
year,  both  the  Senate  and  House  on  return 
will  tackle  a variety  of  health  or  health- 
related  matters  including  health  manpower, 
already  passed  by  the  house,  amendments  to 
the  Health  Maintenance  Organizations  Act 
(HMO),  and  possible  changes  to  the  Medicare 
law. 

While  the  health  subcommittee  of  the 
House  Ways  and  Means  Committee  has 
scheduled  public  hearings  on  NHI  for 
October  28,  subcommittee  chairman  Daniel 
D.  Rostenkowski  (D-Ill.)  stated  “the  con- 
siderable lead  time  needed  to  forge  a NHI 
bill”  as  the  unexpected  reason  for  hearings 
this  year. 


Listed  as  one  topic  of  the  hearing  was  the 
present  Law’s  requirement  that  physicians’ 
Medicare  reimbursement  be  tied  to  a type  of 
cost-of-living  index  and  geared  to  the  75th 
percentile  of  normal  and  customary  charges. 
The  AMA  has  challenged  the  fairness  of 
HEW’s  proposed  index  and  warned  that  the 
regulation  could  drive  increasing  numbers  of 
physicians  away  from  assignment.  Another 
hearing  subject  is  "physicians’  services 
reimbursement  — possible  basic  changes  in 
present  ‘reasonable  charge’  system.” 


HMO. 

A bill  relaxing  some  of  the  federal 
requirements  for  Health  Maintenance  Or- 
ganizations (HMOs)  to  receive  federal  aid  has 
been  approved  by  the  Health  Subcommittee 
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Nebraska  M.  J. 


Found  useful  in  the  management  of  vertigo*  associated  with 
seases  affecting  the  vestibular  system. 

Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 
Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 
Also  available  as  Antivert  (meclizine  HQ)  12.5  mg.  scored 
blets,  for  dosage  convenience  and  flexibility. 

Antivert/25  (meclizine  HC1)  25  mg.  Chewable  Tablets  for 
lusea,  vomiting  and  dizziness  associated  with  motion  sickness. 
tIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


‘INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx  1,000  tons) 

CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or  operating 
dangerous  machinery 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications. 

AD VERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported  DnODIP 

More  detailed  professional  information  available  on  MV/vl  llx3 
request.  A division  of  Pfizer  Pharmaceuticals 


Antivert25 

(meclizine  HC1)  25  mg.Tablets 

for  vertigo* 


New  York.  New  York  10017 


Should  a 

specially  prepared 
package  insert 
be  made  available  to 
patients? 


Dr.  Alexander  M.  Schmidt 
Commissioner, 
Food  and  Drug 
Administration 


Dr.  James  H.  Sammons 
Executive  Vice  President 
of  the  American 
Medical  Association 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a long  time.  Many  physicians  alreadv 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  And 
some  physicians  give  verbal  instruc- 
tions; but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  an 
extension  of  drug  labeling. 

The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hand. 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressed 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 

Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  followinga  drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  “this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  theyshould  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influenceor  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry.theA.M.A.andtheF.D.A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffsto  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D.A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


mm ide 

makes  sense 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


For  long-term  control  of  hypertension* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


* 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


=k  Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 


quently  — both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  Dyazide'  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  ‘Dyazide' 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and.  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  ( =>5.4  mEq/L)  has  been  reported  in 
4%  of  patients  under  60  years,  in  12%  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  'Dyazide',  check  serum  potassium  fre- 


‘DYAZIDE’ 

Just  once  or  twice  daily  for  maintenance. 
Hydrochlorothiazide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 


of  the  House  Commerce  Committee.  The 
legislation  was  spurred  by  the  lagging  start 
of  the  once-vaunted  HMO  program  which  has 
been  stalled  despite  high  hopes  of  backers  it 
would  prove  popular  and  become  a viable 
alternative  to  regular  health  insurance  and 
fee-for-service. 

The  AMA  had  urged  the  House  Commerce 
Subcommittee  headed  by  Rep.  Paul  Rogers 
(D-Fla.)  not  to  reduce  the  present  HMO 
program  to  a subsidy  for  prepaid  group 
practice  plans. 

The  Subcommittee  bill  amended  the 
controversial  “dual  option”  clause  in  the  law 
that  requires  employers  to  give  individual 
workers  their  choice  between  an  HMO  plan 
and  private  health  insurance.  Labor  has 
protested  this  interferes  with  collective 
bargaining.  The  amendment  gives  union 
representatives  the  right  to  veto  an  HMO 
option,  but  not  to  veto  a regular  health 
insurance  option.  Thus,  Labor  would  have 
power  to  block  an  HMO  but  not  to  accept 
one  for  all  employers  at  the  exclusion  of 
fee-for-service  health  insurance. 

The  provision  averted  the  danger  that 
labor  unions  could  force  all  employees  in  a 
company  to  accept  a union-formed  and/or- 
controlled  HMO. 

Another  important  action  was  elimination 
of  the  present  “open  enrollment”  provision  of 
HMOs,  a provision  designed  to  avoid 
having  HMOs  able  to  skim  the  cream  and 
take  only  low-risk  groups  or  individuals. 
However,  the  subcommittee  bill  retains 
present  requirements  that  HMOs,  to  qualify 
for  aid,  must  “enroll  persons  who  are  broadly 
representative  of  the  various  age,  social  and 
income  groups  within  the  area  it  serves  ...” 

NHI  financing. 

Another  blow  has  been  delivered  to 
national  health  insurance  plans  relying  on 
Social  Security  financing.  The  General 
Accounting  Office,  supervisor  of  federal 
spending  and  operations  for  Congress,  reports 
Social  Security’s  trust  funds  “face  exhaustion 
in  the  near  future  because  of  increased 
benefit  levels  due  to  inflation,  and  high 
unemployment  causing  reduced  contribu- 
tions ...” 


According  to  GAO,  projections  covering 
the  next  75  years  show  that  the  system  will 
also  incur  a large  long-range  deficit  because 
of  the  decreasing  birth  rate  and  the  rising 
cost  of  living. 

In  order  to  alleviate  the  situation,  GAO 
pointed  out.  Congress  will  have  to  approve 
some  of  the  remedies  already  suggested  by 
various  advisory  bodies,  including  financing 
of  Medicare  Part  A out  of  general  revenues, 
the  equivalent  of  adding  a new  $9  billion 
annual  spending  program.  The  money  saved 
for  Social  Security,  $9  billion,  would  be  used 
to  support  other  Social  Security  programs, 
primarily  the  main  retirement  disability 
program.  Social  Security  taxes  would  not  be 
changed,  but  federal  corporate  and  income 
levies  presumably  would  have  to  furnish  an 
extra  $9  billion. 

Generic  & brand. 

A federal  court  ruling  threatens  to  crimp 
the  Food  and  Drug  Administration’s  plan  to 
make  it  easier  for  “generic  drug”  makers  to 
market  their  products  quickly  after  patent 
protection  runs  out  on  brand-names. 

An  order  by  U.S.  District  Court  Judge 
June  Green  in  Washington,  D.C.,  blocked 
FDA  from  allowing  Zenith  Laboratories,  Inc., 
Northvale,  N.J.,  to  market  a generic  version 
of  chlordiazepoxide  without  first  obtaining  a 
new  drug  application.  The  ruling  was  sought 
by  Hoffman-LaRoche  Inc.,  Nutley,  N.J., 
which  markets  the  product  as  Librium. 

Judge  Green  said  the  NDA  requirement 
for  generic  drugs  has  an  anti-competitive 
effect,  but  “the  overriding  interest  in 
insuring  the  health  and  safety  of  the  public 
through  compliance  . . . requires  the  result 
reached  here.” 

Securing  an  NDA  for  a product  is  a 
lengthy  and  expensive  procedure,  requiring 
test  data,  etc.,  and  would  delay  for  a long 
period  introduction  of  competitive  “generic” 
drugs  in  cases  where  patents  have  lapsed. 

If  upheld  by  higher  courts,  the  ruling  could 
hurt  the  HEW  Department’s  controversial 
Maximum  Allowable  Cost  (MAC)  program 
intended  to  foster  purchase  of  generic  drugs 
by  Medicaid  patients.  MAC  has  been 
challenged  in  Federal  Court  by  the  AMA. 
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Oral  antidiabetic  agents. 

The  Food  and  Drug  Administration  heard 
strong  arguments  for  and  against  warning 
labels  for  oral  diabetic  drugs  at  an  unusual 
one-day  hearing  on  one  of  the  Agency’s 
keenest  medical-scientific  controversies  over 
the  past  five  years. 

A new  British  study  and  the  testimony  of 
one  of  the  original  American  investigators 
cast  some  doubt  on  the  validity  of  the 
scientific  data  FDA  has  been  relying  upon  in 
its  effort  to  crack  down  on  oral  hypo- 
glycemics.  On  the  other  hand,  one  of  Ralph 
Nader’s  health  teams  contended  the  warning 
label  was  insufficient  and  called  for  written 
consent  by  patients  taking  the  oral  products. 

The  hearing  was  called  to  further  air  the 


Down  Memory 

1.  It  takes  five  minutes  longer  for  the 
doctor  to  give  him  his  medicine;  and  it  saves 
a trip  to  the  drug-store  and  a half  an  hour’s 
wait  for  the  occult  rites  to  be  performed 
behind  the  prescription  counter. 

2.  Our  Nebraska  law  does  not,  in  a legal 
way,  recognize  midwives  and  it  is  only  in  the 
metropolitan  cities  that  midwives  do  much 
obstetric  work. 

3.  Good  teeth  are  determined  by  the 
constitutional  organization  of  the  child  and 
are  not  dependent  upon  the  toothbrush. 

4.  A large  residence  property  in  Red 
Cloud  has  been  leased  and  transformed  into 
a hospital. 

5.  In  the  preoperative  treatment  in 
gallbladder  disease,  I believe  medical 
drainage  is  valuable.  I am  positive  from  my 
experience,  pre-medical  drainage  with  a tube 
before  operation  is  of  distinct  value  in 
getting  the  patients  into  good  condition. 

6.  Pulmonary  tuberculosis,  to  speak 


differences  of  opinion  on  the  FDA’s  proposed 
warning  that  there  may  be  increased  risk  of 
cardiovascular  death  in  diabetic  patients 
treated  with  the  oral  drugs.  The  proposal  is 
based  on  a 1961-1970  clinical  study  by  the 
University  Group  Diabetes  Program  (UGDP) 
which  claimed  that  heart  disease  death  rate 
was  twice  as  high  among  patients  treated 
with  the  oral  drugs  compared  with  those  on 
insulin  or  on  special  diets. 

A double  blind  study  by  University  of 
London  professor  Harry  Keen  suggested 
evidence  of  long-term  benefits  from  Tol- 
butamide and  Phenformin  and  no  long-term 
cardiovascular  toxicity.  An  FDA  official  said 
this  latest  study,  carried  out  over  an  eight 
year  period,  will  require  close  consideration. 


Lane 

tritely,  is  more  an  industrial,  economic  and 
social  problem  than  it  is  medical. 

7.  The  majority  favor  consultations  in  the 
presence  of  one  or  more  of  the  family  and 
argue  that  a frank  open  discussion  of  the 
case  in  the  presence  of  friends  of  the  patient 
inspires  confidence  in  the  sincerity  and 
integrity  of  the  doctors. 

8.  By  the  transformation  of  a large 
private  house,  the  Harvard  (Nebr.)  Cottage 
hospital,  came  into  being  and  is  now  open  to 
the  profession  for  the  reception  of  patients. 

9.  It  is  so  easy  to  quarantine  diphtheria 
and  scarlet  fever,  because  we  can  see  the 
immediate  effect.  As  far  as  tuberculosis  is 
concerned,  it  is  six  months  or  a year  from 
now. 

10.  It  is  not  a sweeping  statement  to 
maintain  that  all  forms  of  severe  illness  are 
complicated  at  some  time  or  other  by  an 
acidosis. 

Nebraska  State  Medical  Journal 
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Books 

Books  reviewed. 

Review  of  medical  physiology;  by  William  F.  Ganong, 
M.D.:  589  pages;  limp  cover;  $10.50;  published  1975  by 
Lange  Medical  Publications,  Los  Altos,  California. 

Dr.  Ganong  is  Professor  of  Physiology  and  Chairman 
of  the  Department  of  Physiology  at  the  University  of 
California  School  of  Medicine.  The  book  is  now  in  its 
seventh  edition;  it  first  appeared  in  1963,  and  a new 
edition  is  published  every  two  years. 

The  Review  is  divided  conveniently  into  eight 
sections,  and  is  subdivided  into  40  chapters.  There  is  a 
fine  appendix  and  a good  index.  There  are  tables,  and 
figures  wherever  you  turn  the  pages.  References  are 
offered  at  the  end  of  each  section. 

The  print  is  very  good,  and  reading  is  easy.  The  book 
is  of  course  up-to-date  and  seems  exceptionally  well 
done.  It  has  appeared  and  will  appear  in  12  translations 
and  is  being  recorded  on  tape  for  use  by  the  blind. 

It  is  recommended. 

— F.C. 


Nursing  Digest  1975  review  of  medicine  & surgery; 

edited  by  Eileen  Callahan  Hodgman,  R.N.,  M.S.N.; 


Medicinews 


Claims-made  malpractice  policy 

for  hospitals  approved  in  25  states. 

St.  Paul  Fire  and  Marine  Insurance 
Company’s  claims-made  medical  malpractice 
insurance  policy  for  hospitals  has  been  ap- 
proved in  25  of  the  42  jurisdictions  where  it 
has  been  filed.  The  approvals  encompass 
over  63  percent  of  the  1,414  hospitals 
presently  insured  by  The  St.  Paul. 

The  St.  Paul  announced  in  June  it  would 
begin  filing  claims-made  hospital  policies  and 
would  be  writing  only  this  form  of  coverage 
for  hospitals.  The  company  stated  the 
traditional  “occurrence”  medical  malpractice 
policy  can  no  longer  be  accurately  priced. 

States  approving  hospital  claims-made 
coverage  include  Arizona,  Arkansas,  Cali- 
fornia, Colorado,  Delaware,  Florida,  Georgia, 
Idaho,  Illinois,  Kansas,  Kentucky,  Louisiana, 


paperback;  183  pages;  first  edition;  published  1975  by 
Contemporary  Publishing,  Wakefield,  Mass. 

This  is  a collection  of  condensations  of  27  articles, 
written  by  57  authors,  half  of  whom  are  physicians, 
which  appeared  in  1973  and  1974.  The  articles  were 
obtained  from  24  different  sources. 

The  articles  have  been  well  chosen,  and  the 
condensations  are  as  well  written.  There  is  no  index,  of 
course,  but  the  table  of  contents  is  enough.  The  print  is 
good,  and  reading  is  easy. 

Condensations  can  be  fun,  and  these  are  just  that; 
they  hold  your  interest  and  are  quickly  read.  And  if 
you  want  the  original  article,  there  are  references.  I 
liked  it. 

-F.C. 

General  urology;  by  Donald  R.  Smith,  M.D.  and 
others;  492  pages;  limp  cover;  $11.00;  published  1975 
by  Lange  Medical  Publications,  Los  Altos,  California. 

General  urology  first  appeared  in  1957;  this  is  the 
eighth  edition.  There  are  34  chapters,  fine  illustrations, 
many  references,  and  a good  index.  The  print  is  clear, 
the  type  is  properly  sized,  and  reading  is  easy. 

Translations  have  appeared  in  Spanish,  German, 
French,  Polish,  and  in  Portuguese;  and  Japanese  will 
soon  be  included.  The  book  is  modern  enough; 
ultrasonography  is  included,  and  there  is  a revised 
chapter  on  radioisotopic  kidney  studies.  Other  sections 
have  been  revised  and  expanded. 

It  seems  well  worth  the  price. 

-F.C. 


Minnesota,  Mississippi,  Missouri,  Montana, 
Nebraska,  New  Mexico,  North  Dakota,  Ohio, 
Oregon,  Tennessee,  Virginia,  Washington 
and  Wisconsin. 

A program  to  convert  doctors’  medical 
malpractice  insurance  to  a claims-made  basis 
was  initiated  by  The  St.  Paul  earlier  in  1975. 
The  company  is  no  longer  writing  doctors’ 
medical  malpractice  insurance  on  the 
occurrence  basis. 

AMA  challenges  ECF  regs. 

The  AMA  has  called  for  the  withdrawal  of 
proposed  rules  that  would  govern  the 
certification  of  certain  post-hospital  services 
under  Medicare.  The  proposed  rules  list 
various  medical  conditions  and  their  as- 
sociated complications  requiring  skilled 
service  provided  through  an  extended  care 
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facility  or  home  health  service.  A number  of 
days  is  assigned  to  each  condition,  and  this 
number  of  days  would  be  the  period  for 
which  Medicare  would  make  payment, 
carrying  a presumption  that  the  service  was 
necessary  and  appropriate. 

A most  significant  exception  would  apply 
where  the  Secretary  determined  that  the 
admitting  physician  was  submitting,  with 
some  frequency,  improper  certifications  or 
unacceptable  plans  of  treatment.  Under  such 
conditions  the  physician’s  certifications  would 
no  longer  be  accepted  to  support  the 
payment  under  the  statutory  and  regulatory 
presumption. 

The  physician  could  request  a hearing 
within  10  working  days  following  the  mailing 
of  the  notice  by  the  Secretary  of  his 
determination. 

The  AMA  contended  that  the  procedure 
for  evaluating  a physician’s  pattern  of 
certifying  medical  needs  and  formulating 
plans  of  care  was  reversed. 

The  Association  also  charged  that  the 
regulations  were  “devoid  of  standards,  so 
physicians  are  denied  any  meaningful  gauge 
of  conduct.”  AMA  also  stated,  “The  finding 
by  the  Secretary  that  a physician  is 
submitting,  with  some  frequency,  erroneous 
certifications  or  inappropriate  plans  is  a 
weighty  matter.  Such  a determination  affects 
critically  the  professional  reputation  and 
standing  of  the  physician  in  his  community 
and  specifically  with  his  patients  and  the 
institutional  providers  involved.  In  our  view, 
a hearing  should  be  conducted  prior  to  any 
such  determination.  The  procedure  proposed 
in  the  regulations  is  repugnant  to  basic 
consideration  of  fair  play.” 

Drug  Rules  Challenged. 

The  AMA  has  formally  objected  to  new 
proposed  regulations  from  the  Food  and 
Drug  Administration  that  would  set  stand- 
ards of  bioavailability  and  bioequivalence  in 
new  drug  products. 

The  Association  objected  on  the  grounds 
that  FDA  lacked  authority  to  take  such 
action  and  that  there  are  no  accepted 
procedures  for  accurately  determining  bio- 
availability for  all  drugs.  The  AMA  said  that 


FDA  was  not  permitted  to  require  the 
showing  of  the  bioequivalence  of  drugs 
before  they  are  marketed.  Requiring  a 
bioequivalency  showing  would  be  mandating 
a standard  of  “relative  efficacy,”  which  was 
neither  intended  by  Congress  nor  authorized 
by  law.  In  addition,  FDA’s  proposal  for 
judging  bioequivalence  “opens  a door  for 
considerable  uncertainty  and  ambiguity,” 
since  the  proposed  regulation  admits  that 
inaccuracies  in  testing  can  occur. 


Medicare  & teaching  hospitals. 

HEW  Secretary  Caspar  W.  Weinberger 
has  issued  final  regulations  permitting 
certain  teaching  hospitals  to  receive  Medi- 
care reimbursement  for  physicians’  services 
on  the  basis  of  costs  rather  than  charges. 

Those  hospitals  that  can  expect  more 
favorable  reimbursement  under  the  option 
will  exercise  it. 

Under  the  new  rules,  teaching  hospitals 
may  elect  cost  reimbursement  for  cost- 
reporting periods  beginning  after  June  30, 
1973,  and  before  July  1,  1976.  Also  covered 
by  the  regulations  are  payments  for 
volunteer  services  donated  by  physicians  and 
certain  payments  to  medical  schools. 

The  option  to  receive  Medicare  reimburse- 
ment on  the  reasonable  cost  basis  is  available 
to  teaching  hospitals  if  all  the  physicians  who 
render  services  in  the  hospital  agree  in 
writing  not  to  bill  Medicare  for  their  direct 
patient  care  services.  Those  hospitals  which 
do  not  permit  physicians  to  bill  Medicare  also 
can  qualify. 

Hospitals  can  include  in  the  reasonable 
cost  of  direct  medical  care  the  supervision  of 
interns  and  residents  by  physicians  on  the 
staff  of  the  hospital. 

The  regulations  also  permit  Medicare 
payment  for  certain  volunteer  patient  care 
services  performed  by  physicians  whose 
primary  duties  are  in  teaching  or  ad- 
ministration. These  payments  will  be  made 
to  a fund  designated  by  the  organized 
medical  staff  of  the  teaching  hospital  or 
medical  school.  The  fund  will  be  used  for 
improvement  of  patient  care,  or  for 
educational  or  charitable  purposes. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  - 
None  Scheduled  for  October. 

November  1 — Norfolk,  Elks  Lodge 
November  8 — Grand  Island,  Nebraska 
Veterans  Home 

61ST  ANNUAL  CLINICAL  CONGRESS  - 
Of  the  American  College  of  Surgeons:  Oct. 
13-17,  San  Francisco,  California.  The 
address  of  the  A.C.S.  is  55  East  Erie  St., 
Chicago,  Illinois  60611. 


LINCOLN  MEDICAL  EDUCATION 
FOUNDATION  AND  THE  GREAT 
PLAINS  ORGANIZATION  FOR  PERI- 
NATAL HEALTH  CARE  - Fall  Work- 
shop; Predicting  the  high  risk  pregnancy; 
Oct.  16  & 17,  1975;  St.  Elizabeth 

Community  Health  Center,  555  So.  70th 
St.,  Lincoln,  Nebraska.  All  physicians  and 
nurses  are  welcome;  fee:  $15.00.  AAFP 
& AMA  credits  have  been  applied  for, 
and  1.6  continuing  education  units  credits 
are  approved  for  nurses.  Write  to  J.  W. 
Upright,  Ed.D.,  Lincoln  Medical  Education 
Foundation,  600  S.  70th  St.,  Lincoln, 
Nebraska  68508.  Registration  begins  at 
noon,  Oct.  16. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 43rd  Annual  Postgraduate  Assembly, 
October  27,  28  and  29,  1975,  Omaha  Hilton 
Hotel,  Omaha,  Nebraska.  Write  to:  1040 
Medical  Arts  Building,  Omaha,  Nebraska 
68102. 

MID-STATE  NEBRASKA  MEDICAL 
MEETING  — Sponsored  by  the  Buffalo 
County  Medical  Society;  Nov.  12,  1975. 
This  is  a one-day  course  held  for  all 
practicing  physicians;  the  topic  this  year 
will  be  “Common  Pediatric  Problems.” 
Write  to:  Kenton  L.  Shaffer,  M.D., 

Director  of  Mid-State  Meeting,  Kearney 
Clinic,  211  West  33rd  St.,  Kearney, 
Nebraska. 


NATIONAL  KIDNEY  FOUNDATION  - 
25th  Annual  Meeting  will  take  place 
November  20-23,  1975  at  the  New  York 
Hilton  Hotel,  New  York  City.  Scientific 
Sessions  for  nephrologists  will  be  held 
under  the  guidance  of  the  Council  on 
Dialysis  and  Transplantation.  Social  work- 
ers and  dietitians  are  invited  to  attend 
sessions  conducted  by  the  Council  of 
Nephrology  Social  Workers  and  Council  on 
Renal  Nutrition.  For  abstract  forms  and 
further  information  please  contact  the 
National  Kidney  Foundation,  116  E.  27th 
Street,  New  York,  N.Y.  10016. 

AMERICAN  MEDICAL  ASSOCIATION  - 
29th  Clinical  Convention,  November  29  - 
December  4,  1975,  Honolulu,  Hawaii. 

COURSE  IN  NEUROTOLOGY  - March  22 
through  25,  1976.  The  Department  of 
Otolaryngology  of  the  Abraham  Lincoln 
School  of  Medicine  and  the  University  of 
Illinois  Hospital  Eye  and  Ear  Infirmary, 
University  of  Illinois  at  the  Medical 
Center,  will  conduct  a continuing  education 
course  in  Neurotology,  March  22  through 
25,  1976.  The  four  day  intensive  course 
will  offer  a didactic  and  practical  review  of 
clinical  neurotology  under  the  direction  of 
Nicholas  Torok,  M.D.  It  will  be  held  at  the 
Eye  and  Ear  Infirmary  and  will  include 
basic  vestibular  physiology  and  patho- 
physiology, commonly  used  testing  meth- 
ods applied  in  functional  examination  of 
the  vestibular  organ.  Various  forms  of 
caloric  testing  procedures  will  be  demon- 
strated using  nystagmography,  reading 
and  evaluation  of  the  test  results, 
particularly  the  nystagmogram,  and  cor- 
relation with  audiometric  and  neurologic 
findings,  final  neurotological  diagnosis, 
management  and  treatment.  Patients  will 
be  tested  by  participants  and  the  history, 
symptoms  and  test  results  will  be 
discussed  in  informal  conferences.  Enroll- 
ment is  limited  to  fifteen.  For  application 
forms  write  to  the  Department  of 
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Otolaryngology,  1855  West  Taylor  Street, 
Chicago. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  2-5,  1976,  Kearney, 
Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  June  26  - July  1,  1976, 
Dallas,  Texas. 

NEBRASKA  MEDICAL  ASSOCIATION 
FALL  SESSION  — September  30  — 
October  1 & 2,  1976,  Lincoln  Hilton  Hotel, 
Lincoln,  Nebraska. 
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Lipid  Islands  in  Gastric  Mucosa  — G.  Kraft 
(Medizinische  Klinik  II,  Stadtisches  Krank- 
enhaus,  Pforzheim,  West  Germany)  and  K. 
Heilmann  Dtsch  Med  Wochenschr  100:98- 
101  (Jan  17)  1975. 

Circumscribed  lipoid  depositions  in  the 
gastric  mucosa  (lipid  island)  can  be 
macroscopically  mistaken  for  early  cancer  of 
the  stomach.  The  etiology  of  the  lipid  islands 
is  not  clear.  Precise  diagnosis  is  possible  only 
with  selective  biopsy  and  special  staining. 
Such  lipid  islands  were  found  in  five  patients 
among  1,200  gastroscopies. 

Differential  Diagnosis  of  Neonatal  Hepatitis 
and  Biliary  Atresia  — D.  P.  Campbell  et  al 
(Univ  of  Oklahoma  Health  Sciences  Center, 
PO  Box  26901,  Oklahoma  City  73190).  J. 
Pediatr  Surg  9:699-705  (Oct)  1974. 
Diagnostic  work-up  of  the  jaundiced  infant 
for  the  early  diagnosis  of  biliary  atresia 
should  include  the  quantitative  determination 
of  LP-X,  an  abnormal,  low-density,  lipo- 
protein found  only  in  severe  cholestasis;  the 
use  of  cholestyramine,  a nonabsorbable 
resinous  copolymer  that  binds  bile  acids  in 


the  gastrointestinal  tract,  thereby  promoting 
their  excretion;  and  a modified  131 1-rose 
bengal  excretion  test.  This  protocol  has  been 
useful  in  differentiating  between  jaundiced 
neonates  with  neonatal  hepatitis  and  those 
with  biliary  atresia. 


Prevalence  of  Renal  Disease  in  Asymptomat- 
ic Heroin  Addicts  J.  A.  L.  Arruda  et  al 
(N.  A.  Kurtzman,  Univ  of  Illinois  Hosp, 
Section  of  Nephrology,  840  S Wood  St, 
Chicago  60612).  Arch  Intern  Med  135:535- 
537  (April)  1975. 

Renal  function  was  studied  in  145 
asymptomatic  male  heroin  addicts  admitted 
to  a methadone  detoxification  program.  The 
mean  duration  of  addiction  was  ten  years. 
Three  patients  had  protein  excretion  greater 
than  150  mg/24  hr;  in  one  of  these, 

membranous  glomerulonephritis  was  found. 
All  except  one  had  normal  creatinine 
clearance.  Hypertension  was  present  in 
2.7% . This  study  does  not  support  the 
concept  that  heroin  addiction  is  associated 
with  a high  prevalence  of  renal  disease. 


"The  virus  you  have,  has  built  up  an  immunity  to  drugs.  Your  only  hope  is  that  it  will  get  tired  of 
you  and  go  on  to  someone  else." 
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OB-GYN  and  UROLOGY  specialties  to 
established  successful  practice  with 

join  an 
16-man 
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DOCTORS  - THE  NEXT  MOVE  IS  YOURS 
— Midwest  Medical,  Inc.  will  provide  you  with 
more  information  about  each  opportunity  than 
you  have  ever  imagined  possible.  For  the  first 
time  you  can  visually  preview  the  Community 
and  Medical  Facilities  of  over  80  opportunities  in 
the  Upper  Midwest,  at  ONE  location.  Saves  you 
time,  expense,  and  frustration.  For  a thorough 
appraisal  of  all  factors  involved,  please  accept  our 
invitation  to  call.  For  discreet  and  confidential 
assistance  contact  M.  A.  Cornwall,  M.D.,  MMI’S 
Medical  Director,  or  write;  Midwest  Medical, 
Inc.,  Lakeland,  Minnesota  55043,  612/436-5161. 
Locum  Tenens  opportunities  always  available. 
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PERFORMANCE. 
ITS  A MATTER  OF 
RECORD. 


• an  unsurpassed  record  validated  in  several  thousand 
clinical  papers 

• rarely  interferes  with  mental  acuity 

• wide  margin  of  safety 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 


Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 


occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  {e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 to  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxideHCI) 
Capsules , 5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 


'n  _\  Roche  Laboratories 

ROCHE  y Division  of  Hoffmann-La  Roche  Inc. 

, / Nutley,  New  Jersey  07110 


LIBRIUM 

chlordiazepoxide  HCI/Roche 
5 mg,  10  mg,  25  mg  capsules 


\ 


ocnvWT5 

CYSTITIS* 

‘nonobstructed; 
due  to  susceptible 
j,.  organisms 
') 


WHILE  YOU  ELIMINATE 


FOR  THE  PAIN 

□ Early  relief  of  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

pop  THE  PATHOGENS 

□ Effective  control  of  susceptible  pathogens 

such  as  E.  coli,  Klebsiella- Aerobacter,  Staph,  au- 


reus, Proteus  mirabilis  and,  less  frequently,  Proteus 
vulgaris. 

Appropriate  antibacterial  therapy:  Up  to  3 

days  therapy  with  Azo  Gantrisin  4 to  6 tablets  Stat., 
then  2 tablets  q.i.d. ; then  1 1 days  with  Gantrisin 
(sulfisoxazole)  may  be  considered. 


(50  mg  phenazopyridine  HCI  and  0.5  Gm  sulfisoxazole) 


Eefore  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows. 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  cystitis,  pyelitis 
and  pyelonephritis)  due  to  susceptible  organ- 
isms (usually  E.  coli,  Klebsiella- Aerobacter, 
Staphylococcus  aureus,  Proteus  mirabilis,  and, 
less  frequently,  Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Important  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic, 
and  clinical  response.  Add  aminobenzoic  acid  ■ 
to  culture  media  for  patients  already  taking  sul- 
fonamides. Increasing  frequency  of  resistant 
organisms  currently  is  a limitation  of  the  useful- 
ness of  antibacterial  agents  including  the  sul- 
fonamides. Blood  levels  should  be  measured  in 
patients  receiving  sulfonamides  for  serious 
infections,  since  there  may  be  wide  variations 
with  identical  doses;  12  to  15  mg/100  ml  is 
considered  optimal  for  serious  infections;  20  mg/ 
100  ml  should  be  the  maximum  total  sulfon- 
amide level,  as  adverse  reactions  occur  more 
frequently  above  this  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term 
and  during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HCI 
component. 


Warnings:  Safe  use  in  pregnancy  has  not  been 
established.  Teratogenicity  potential  has  not 
been  thoroughly  investigated  Deaths  from  hy- 
persensitivity reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias  have  been 
reported;  clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indica- 
tions of  serious  blood  disorders.  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently 
during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  lat- 
ter, hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranu- 
locytosis. aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme 
(Stevens-Johnson  syndrome),  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia 
and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and 
stomatitis.  C.N.S.  reactions:  Headache,  periph- 


eral neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  in- 
somnia. Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L E phenomenon.  Due 
to  certain  chemical  similarities  with  some  goitro- 
gens,  diuretics  (acetazolamide  and  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity 
with  these  agents  may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infections  is  4 to  6 tablets 
initially,  then  2 tablets  four  times  daily  for  up  to 
3 days.  If  pa  n persists,  causes  other  than  infec- 
tion should  be  sought.  After  relief  of  pain  has 
been  obtained,  continued  treatment  of  the  infec- 
tion with  Gantrisin  (sulfisoxazole)  may  be  con- 
sidered. 

Note:  Patients  should  be  told  that  the  orange- 
red  dye  (phenazopyridine  HCI)  will  color  the 
urine  soon  after  ingestion 

How  Supplied:  Tablets,  each  containing  0 5 Gm 
sulfisoxazole  and  50  mg  phenazopyridine  HCI 
—bottles  of  100  and  500. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two.  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients. avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage. 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  is  adequate  Discontinue  in  the  absence 
of  a favorable  response  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications  Children  14  years  or  less: 
senile  patients:  history  or  symptoms  of  G.l  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia:  history  or 
presence  of  drug  allergy:  blood  dyscrasias: 
renal,  hepatic  or  cardiac  dysfunction,  hyperten- 
sion thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug; 
polymyalgia  rheumatica  and  temporal  arteritis 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age  weight,  dosage,  duration  of  ther- 
apy. existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  is  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions,  complete 
physical  examination  including  check  of  pa- 
tient s weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions  This  is  a potent  drug . its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome.  Lyell  s syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation, hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia;  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98- 146-070- J (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  herein. 

Manuscripts  to  be  presented  for  publication  in  the  JOURNAL 
should  be  typewritten,  double-spaced,  on  one  side  only  of  firm  (not 
onion  skin  or  flimsy),  standard  letter  size  (8V2  by  11  in.)  white 
paper.  Wide  margins  (at  least  VA  in.  on  left)  should  be  left  free  of 
typing.  On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and  other 
significant  credits.  Pages  should  be  numbered  consecutively,  the 
page  number  being  shown  in  the  right  upper  corner  along  with  the 
surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations  shown  in  the 
text.  Each  should  be  identified  by  placing  on  its  back  the  author’s 
name,  its  number  and  an  indication  of  its  “top.”  Drawings  and  charts 
intended  for  reproduction  should  be  black  (India  ink)  on  pure  white. 
Photographs  should  be  on  glossy  paper  and  a minimum  of  about  5 by 
7 in.  in  size.  A legend  should  be  provided  for  each  illustration  and, 
preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent  directly  to  the 
Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be  prepared 
as  above,  and  must  carry  the  notation:  To  be  Published. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Co., 
Inc.,  P.  O.  Box  278,  Norfolk,  Nebr.  68701. 


Smooth  Muscle  Tumors  of  Stomach  and 
Associated  Gastrointestinal  Ulceration  — 
R.  G.  Parry  (31  River  Glen  Rd,  Wellesley, 
MA  02181)  Am  Surg  40:  582-585  (Oct) 
1974. 

Analysis  of  108  causes  of  leiomyoma  and  34 
cases  of  leiomyosarcoma  of  the  stomach 
derived  from  surgical  and  autopsy  material 
showed  that  14%  of  the  leiomyomas  and 
35%  of  the  leiomyosarcomas  were  ulcerated. 
Associated  peptic  ulceration  was  found  in 
13%  of  the  cases  of  leiomyomas.  Combined 
ulceration  of  both  the  leiomyoma  and  either 
the  duodenal  or  gastroesophageal  mucosa  did 
not  occur.  Peptic  ulceration  of  neighboring 
mucosa  was  not  found  with  any  leiomyosar- 
coma. 


Primary  Carcinoma  of  Gallbladder:  Analysis 

of  22  Cases  — C.  Balaroutsos  et  al  (E. 

Bastounis,  Baylor  College  of  Medicine, 

Houston  77025)  Am  Surg  40:605-608  (Oct) 

1974. 

Among  22  cases  of  primary  carcinoma  of 
the  gallbladder,  the  ratio  of  women  to  men 
was  3.5:1,  and  the  mean  age  was  64. 
Nineteen  of  these  lesions  proved  to  be 
adenocarcinoma,  one  was  squamous  cell 
carcinoma,  and  one  was  undifferentiated. 
Five-year  survival  rate  was  9%  . Because  of 
poor  results  of  surgical  treatment,  a 
preventive  cholecystectomy  is  recommended, 
especially  in  elderly  patients  who  have 
cholecystopathies  and  in  whom  the  gall- 
bladder cannot  be  visualized. 


Hemangiomas  of  Colon,  Rectum,  and  Anus  — 
H.  W.  Allred,  Jr.  (Mayo  Graduate  School 
of  Medicine,  Univ  of  Minnesota,  Rochester 
55901)  and  R.  J.  Spencer  Mayo  Clin  Proc 
49:739-741  (Oct)  1974. 

Forty  cases  of  hemangioma  of  the  colon, 
rectum,  and  anus  were  identified  from  1950 
to  1969.  Eleven  were  capillary  hemangiomas, 
and  29  were  cavernous  hemangiomas. 
Localized  cavernous  hemangiomas  are  ade- 
quately treated  by  various  means,  including 
fulguration,  excision,  and  radiation  therapy. 
The  diffuse  cavernous  hemangiomas  present 
complex  problems,  and  the  therapy  should  be 
directed  at  control  of  the  complications, 
primarily  continued  bleeding. 
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Malignant  Hypertension  in  Children  — R.  L. 
Siegler  (Univ  of  Utah  Medical  Center,  Salt 
Lake  City  84132)  Am  J Dis  Child  128:853- 
857  (Dec)  1974. 

Malignant  hypertension  in  children  is 
usually  secondary  to  chronic  renal  disease.  If 
uncontrolled,  the  prognosis  is  poor.  Medical 
management  should,  therefore,  be  aggressive 
even  if  azotemia  is  present.  Determination  of 
the  plasma  renin  activity  is  helpful  in 
selecting  the  appropriate  antihypertensive 
drugs.  On  rare  occasions,  however,  malig- 
nant hypertension  may  be  refractory  to 
medical  management,  and  if  hyperreninemia 
is  demonstrated,  bilateral  nephrectomy  may 
be  necessary,  irrespective  of  remaining 
kidney  function. 


Relationship  of  Ventricular  Asynergy  in 
Coronary  Artery  Disease  to  Ventricular 
Premature  Beats  — S.  D.  Sharma  et  al  (S. 
Goldstein,  2799  W Grand  Blvd,  Detroit 
48202)  Chest  66:358-362  (Oct)  1974. 

The  study  of  the  relationship  between  the 
frequency  of  ventricular  premature  contrac- 
tions during  long-term  electrocardiographic 
recording  and  the  presence  of  ventricular 
dysfunction  due  to  coronary  artery  disease 
indicates  that  a direct  relationship  between 
these  two  factors  exists.  The  presence  of 
ventricular  asynergy  observed  during  ventri- 
cular angiography  was  the  only  parameter, 
among  a number  of  other  hemodynamic 
factors  studied  which  demonstrated  such  a 
relationship. 


Tricuspid  Atresia  — J.  N.  Henry  et  al  (Mayo 
Graduate  School  of  Medicine,  Univ.  of 
Minnesota,  Rochester  55901)  Mayo  Clin 
Proc  49:803-810  (Nov)  1974. 

Surgical  correction  of  type  1(b)  tricuspid 
atresia  was  successfully  achieved  in  two 
patients.  Further  operative  trials  seem 
warranted  in  this  form  of  tricuspid  atresia,  in 
other  types  of  tricuspid  atresia  with  low 
pulmonary  vascular  resistance,  in  the 
hypoplastic  right  heart  syndrome,  and  in 
certain  forms  of  common  ventricle.  Long- 
term follow-up  is  essential,  however,  to 
establish  whether  this  operation  is  superior 
to  palliative  procedures  currently  in  use. 
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Association  of  Congenital  Malformations  and 
Malignant  Tumors  in  Infants  and  Children 

— M.  A.  Valdes-Dapena  et  al  (St. 
Christopher’s  Hosp  for  Children,  Phila- 
delphia 19133)  Ann  Clin  Lab  Sci  4:363-371 
(Oct)  1974. 

In  the  last  15  years,  a new  body  of 
knowledge  has  evolved  concerning  the 
relationships  between  certain  congenital 
abnormalities  and  certain  malignant  neo- 
plasms. The  disorders  associated  with 
tumors  and  developmental  defects  may  be 
divided  into  four  major  categories:  chromo- 
somal abnormalities,  eg,  the  many  patients 
with  Down  syndrome  (or  mongolism)  who 
develop  leukemia;  immunodeficiency  states, 
eg,  the  tendency  for  patients  with  ataxia- 
telangiectasia  to  develop  the  lymphoreticu- 
lar  malignancies;  genetic  disorders,  eg, 
patients  with  familial  polyposis  who  are 
prone  to  develop  colonic  cancer;  and  sporadic 
congenital  developmental  defects,  eg,  child- 
ren with  congenital  sporadic  aniridia  who  are 
apt  to  develop  Wilm  tumors. 
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•55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

Ernest  M.  Frost,  Ed.D.,  Exec.  Vice  President 
One  West  48th  St..  New  York,  New  York  10020 
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American  Medical  Association 
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535  The  Central  Tower  Bldg.,  3rd  at  Market  St., 
San  Francisco,  California  94103 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Exec.  Dir. 

1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 
International  College  of  Surgeons 
Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South,  New  York,  N.Y.  10010 
National  Rehabilitation  Association 
1522  "K”  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Robert  E.  Wise,  M.D.,  Pres. 

One  MONY  Plaza,  15th  Floor, 

Syracuse,  New  York  13202 
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Nebraska  Medical  Association  Officers  and  Committees 


Warren  G.  Bosley,  Grand  Island 
Harlan  L.  Papenfuss,  Lincoln 
Russell  L.  Gorthey,  Lincoln 
Frank  Cole,  Lincoln 
Kenneth  E.  Neff,  Lincoln 


President 

President-Elect 

Secretary-Treasurer 

Editor 

Executive  Secretary 


AMA  Delegates  — C.  J Cornelius,  Jr..  Sidney;  John  R Schenken,  Omaha 
AMA  Alternates  — John  D.  Coe.  Omaha;  Louis  J.  Gogela,  Lincoln 


POLICY  COMMITTEE 

Warren  G Bosley.  Chm. 

Harlan  L.  Papenfuss 
James  H.  Dunlap 
John  D.  Coe 
Frank  P.  Stone 


Grand  Island 
Lincoln 
Norfolk 
Omaha 
Lincoln 


BOARD  OF  DIRECTORS 

Charles  F Ashby 
Robert  B.  Benthack 
Dwight  W Burney.  Jr 
Russell  L.  Gorthey 
Robert  J.  Morgan 


Geneva 

Wayne 

Omaha 

Lincoln 

Alliance 


ADVISORY  TO  AUXILIARY 


Y Scott  Moore,  Chm. 

Lincoln 

Warren  G.  Bosley 

Grand  Island 

James  G.  Carlson 

Verdigre 

John  D.  Coe 

Omaha 

J.  Whitney  Kelley 

Omaha 

Kenneth  T.  McGinnis 

Lincoln 

ALLIED  PROFESSIONS 

Warren  Q.  Bradley 

Lincoln 

Muriel  N.  Frank 

Omaha 

Loren  H.  Jacobsen 

Broken  Bow 

David  L.  Kutsch 

Lincoln 

John  H.  Worthman 

Cozad 

CANCER 

F.  William  Karrer,  Chm. 

Omaha 

John  B.  Davis 

Omaha 

William  T.  Griffin 

Lincoln 

Henry  M.  Lemon 

Omaha 

Frank  H.  Tanner 

Lincoln 

Wr allace  J.  Vnuk 

Kearney 

CONSTITUTION  AND  BY  LAWS 

J.  P Schlichtemier.  Chm. 

Omaha 

R.  L.  Cassel 

Fair  bury 

Earl  J Dean 

Hastings 

John  T.  McGreer,  III 

Lincoln 

Harold  M.  Nordlund 

York 

Robert  D.  Sidner 

Kearney 

EMERGENCY  MEDICAL  SERVICE 

Harris  B.  Graves.  Chm. 

Waterloo 

Stephen  W'.  Carveth 

Lincoln 

V.  Franklin  Colon 

Friend 

William  H Gondring 

Lincoln 

Dean  A.  McGee 

Omaha 

Richard  B.  Svehla 

Omaha 

GERIATRICS 

Vernon  G.  Ward,  Chm. 

Omaha 

Douglass  A.  Decker.  Jr. 

Lincoln 

Dwight  M.  Frost 

Omaha 

Clyde  A.  Medlar 

Columbus 

Frederick  F.  Paustian 

Omaha 

HEALTH  EDUCATION  IN 
SCHOOLS  AND  COLLEGES 


S.  I.  Fuenning,  Chm. 

Lincoln 

Frank  0.  Hayworth 

Omaha 

Clyde  L.  Kleager 

Hastings 

H V.  Smith 

Kearney 

Robert  M.  Sorensen 

Fremont 

Interim: 

Mrs.  Kenneth  T.  McGinnis 

Lincoln 

HEALTH  PLANNING 
F.  H.  Hathaway.  Chm. 

Lincoln 

Stuart  D.  Campbell 

Scottsbluff 

James  G.  Carlson 

Verdigre 

C.  J Cornelius.  Jr 

Sidney 

James  E.  Ramsay 

Atkinson 

Stanley  M.  Truhlsen 

Omaha 

HOSPITAL  AND  PROFESSIONAL 

RELATIONS 

Gordon  D.  Adams 

Norfolk 

Muriel  N.  Frank 

Omaha 

Arthur  L.  Larsen 

Omaha 

Leonard  R.  Lee 

Lincoln 

Kenneth  D.  Peters 

Plainview 

Jerald  R.  Schenken 

Omaha 

A.  Eugene  Van  Wie 

Grand  Island 

INSURANCE  AND  PREPAYMENT 

MEDICAL  CARE 

A.  L.  Smith.  Jr..  Chm. 

Lincoln 

Harold  D.  Dahlheim 

Norfolk 

Russell  J.  Mclntire 

Hastings 

Frederick  F Paustian 

Omaha 

Blaine  Y.  Roffman 

Omaha 

Paul  M.  Scott 

Auburn 

Stanley  M.  Truhlsen 

Omaha 

Hiram  R.  Walker 

Kearney 

MATERNAL  AND  CHILD  HEALTH 

Warren  G.  Bosley.  Co-Chm. 

Grand  Island 

William  L.  Rumbolz,  Co-Chm. 

Omaha 

Dale  Wr.  Ebers 

Lincoln 

Charles  A.  Field 

Omaha 

Hodsen  A.  Hansen 

Lincoln 

L.  Palmer  Johnson 

Lincoln 

Bernie  D.  Taylor 

North  Platte 

MEDICAL  EDUCATION 

John  Wr.  Smith,  Chm 

Omaha 

James  E Bridges 

Fremont 

Wendell  L.  Fairbanks 

Auburn 

Randolph  M.  Ferlic 

Omaha 

R.  C.  Rosenlof 

Kearney 

Fred  J.  Rutt 

Hastings 

Robert  J.  Stein 

Lincoln 

Interim: 

Joseph  M.  Holthaus 

Omaha 

Perry  G.  Rigby 

Omaha 

MEDICAL  SERVICE 

Robert  F.  Shapiro,  Chm. 

Lincoln 

William  A.  Doering 

Franklin 

Thomas  G.  Erickson 

Fremont 

Herbert  D.  Feidler 

Norfolk 

Donald  F.  Prince 

Minden 

Frank  H.  Tanner 

Lincoln 

Eugene  M.  Zweiback 

Omaha 

MEDICINE  AND  RELIGION 

John  C.  Goldner.  Chm. 

Omaha 

Kenneth  C.  Bagby 

Blair 

W Ray  Hill 

Lincoln 

T.  C.  Kiekhaefer 

Falls  City 

John  J.  Ruffing,  Jr 

Hemingford 

Merle  E Sjogren 

Omaha 

MEDICOLEGAL  ADVICE 
John  P.  Gilligan.  Chm.  Nebraska  City 

W.  O.  Brown  Scottsbluff 

Paul  Goetowski  Lincoln 

William  L.  Rumbolz  Omaha 


MENTAL  HEALTH  AND 
MENTAL  RETARDATION 


Charles  W.  Landgraf,  Jr..  Chm. 

Hastings 

John  D.  Baldwin 

Lincoln 

Harry  C.  Henderson 

Omaha 

J.  Whitney  Kelley 

Omaha 

Thomas  B.  Murray 

Kearney 

Robert  G.  Osborne 

Lincoln 

Interim: 

E.  Jack  Trembath 

Omaha 

STATE  PEER  REVIEW 

Milton  Simons,  Chm. 

Omaha 

K Don  Arrasmith 

Omaha 

John  D Baldwin 

Lincoln 

Dwight  W.  Burney,  Jr. 

Omaha 

John  C.  Denker 

Valley 

Henry  Kammandel 

Omaha 

Harold  W Keenan 

Ogallala 

Kenneth  T Kimball 

Kearney 

Kenneth  T.  McGinnis 

Lincoln 

J P.  Schlichtemier 

Omaha 

Richard  L.  Tollefson 

Wausa 

Hobart  E.  Wallace 

Lincoln 

Dean  C.  Watland 

Omaha 

Raymond  J.  Wyrens 

Omaha 

PUBLIC  HEALTH 

Richard  F.  Brouillette.  Chm. 

York 

M.  D Bechtel 

Omaha 

Stanley  T.  Mountford 

Omaha 

Henry  D Smith 

Lincoln 

F.  Thomas  Waring 

Fremont 

PUBLIC  RELATIONS 

William  T.  Griffin,  Chm. 

Lincoln 

Richard  D.  Gentry 

Falls  City 

Donald  Matthews 

Lincoln 

G.  P.  McArdle 

Omaha 

Dale  E.  Michels 

Lincoln 

John  C.  Sage 

Omaha 

RELATIVE  VALUE  STUDY 

Orin  R.  Hayes.  Chm. 

Lincoln 

John  A.  Haggstrom 

Omaha 

Bernard  L.  Kratochvil 

Omaha 

Lyle  H.  Nelson 

Crete 

Donald  F.  Purvis 

Lincoln 

Carlyle  E.  Wilson.  Jr 

Omaha 

RURAL  MEDICAL  SERVICE 

John  R.  Finkner 

Minden 

Michael  J.  Haller 

Omaha 

R.  L.  Tollefson 

Wausa 

John  R Worthman 

Cozad 

Interim: 

Paul  R.  Young 

Omaha 

SCIENTIFIC  SESSIONS 


Joel  T.  Johnson,  Chm.  Kearney 

Richard  A.  Cottingham  McCook 

Randolph  M.  Ferlic  Omaha 

Russell  L.  Gorthey  Lincoln 

Y.  Scott  Moore  Lincoln 

Jerry  A Reed  Lincoln 

Robert  M.  Stryker  Omaha 


SUBCOMMITTEE  ON  ATHLETIC  INJURIES 


John  E.  Murphy,  Chm.  Aurora 

Stanley  M.  Bach  Omaha 

Robert  B.  Benthack  Wayne 

Patrick  E.  Clare  Lincoln 

S.  I.  Fuenning  Lincoln 

Paul  Goetowski  Lincoln 

Jack  K.  Lewis  Omaha 

Otis  W.  Miller  Ord 

Charles  W.  Newman  Lincoln 

George  Sullivan,  R.P.T.  Lincoln 

Wayne  Wagner,  A.T.  Omaha 

John  G.  Yost  Hastings 

AD  HOC  DRUG  ABUSE  EDUCATION 
Marvin  E.  Holsclaw,  Chm.  Lincoln 

Klemens  E.  Gustafson  Beatrice 

Jack  K.  Lewis  Omaha 

James  I.  Wax  Omaha 


AD  HOC  COMMITTEE  ON  HOUSE 
ACTIONS 

Harold  S.  Morgan,  Chm.  Lincoln 

R.  E.  Garlinghouse  Lincoln 

Frank  H.  Tanner  Lincoln 

W.  D.  Wright  Omaha 


AD-HOC  COMMITTEE  ON  NATIONAL 
HEALTH  INSURANCE 


Jerald  R.  Schenken.  Chm. 

Omaha 

William  H.  Berrick 

Madison 

Louis  J.  Gogela 

Lincoln 

Arnold  W.  Lempka 

Omaha 

Robert  J Morgan 

Alliance 

Donald  F.  Prince 

Minden 

A.  L.  Smith,  Jr 

Lincoln 

Student  Member: 

Patrick  S.  Dunlap 

Omaha 

AD  HOC  COMMITTEE  ON  PSRO 

Houtz  G.  Steenburg,  Chm. 

Aurora 

John  H.  Bancroft 

Kearney 

Warren  G Bosley 

Grand  Island 

James  H.  Dunlap 

Norfolk 

Allan  C Landers 

Scottsbluff 

Harlan  L.  Papenfuss 

Lincoln 

Donald  J.  Pavelka 

Omaha 

Frank  P.  Stone 

Lincoln 

Carlyle  E.  Wilson,  Jr. 

Omaha 

AD-HOC  STEERING  COMMITTEE 
ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap,  Chm.  Norfolk 

John  P.  Gilligan  Nebraska  City 

William  T.  Griffin  Lincoln 

Robert  F.  Shapiro  Lincoln 

A.  L.  Smith.  Jr.  Lincoln 

John  W.  Smith  Omaha 


SUBCOMMITTEE  ON  LEGISLATION 


Herbert  E.  Reese,  Chm.  Lincoln 

V.  Franklin  Colon  Friend 

Muriel  N.  Frank  Omaha 

Phillip  E.  Getscher  Lincoln 

Blaine  Y.  Roffman  Omaha 

SUBCOMMITTEE  ON  PROFESSIONAL 
EDUCATION 

Randolph  M.  Ferlic.  Chm.  Omaha 

Frederick  F.  Paustian  Omaha 

John  F.  Porterfield  Lincoln 

Hiram  R.  Walker  Kearney 

SUBCOMMITTEE  ON  ALTERNATIVES 

A.  L.  Smith.  Jr..  Chm.  Lincoln 

C.  J Cornelius.  Jr  Sidney 

Roger  D Mason  Omaha 

Clarence  A.  McWhorter  Omaha 

Robert  J.  Morgan  Alliance 


SUBCOMMITTEE  ON  PUBLIC 
EDUCATION 

Public  Relations  Committee 
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SUPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


“Of  course  I’m  aware  of  the  great  strides  medical 
science  has  made  — I watch  Dr.  Welby,  you  know.” 


Councilor  Districts  and  Counties 


NEBRASKA  MEDICAL  ASSOCIATION 


First  District:  Councilor:  Carlyle  E. 

Wilson,  Jr.,  Omaha.  Counties:  Doug- 
las. Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Lancaster, 
Otoe,  Cass. 

Third  District:  Councilor:  H.  C.  Stewart, 
Pawnee  City.  Counties:  Gage,  John- 
son, Nemaha,  Pawnee,  Richardson. 
Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Knox, 

Cedar,  Dixon,  Dakota.  Antelope. 
Pierce.  Thurston,  Madison,  Stanton, 
Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert  M. 

Sorensen,  Fremont.  Counties:  Burt, 
Washington,  Dodge,  Platte.  Colfax. 
Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz  G. 

Steenburg,  Aurora.  Counties:  Saun- 
ders. Butler,  Polk,  Seward,  York, 
Hamilton. 

Seventh  District:  Councilor:  Lyle  H. 
Nelson,  Crete.  Counties:  Saline,  Clay, 
Fillmore,  Nuckolls,  Thayer.  Jefferson. 
Eighth  District:  Councilor:  A.  Dean 

Gilg.  Bassett.  Counties:  Cherry,  Key- 
apaha,  Brown,  Rock.  Holt,  Sheridan, 
Boyd. 

Ninth  District:  Councilor:  Hiram  R. 

Walker,  Kearney.  Counties:  Hall, 

Custer.  Valley,  Greeley.  Sherman. 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker.  Thomas,  Blaine.  Wheeler, 
Loup,  Garfield. 

Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Gosper.  Phelps, 
Adams,  Furnas,  Harlan,  Webster, 
Kearney,  Red  Willow,  Chase,  Fron- 
tier. Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Berl  W 
Spencer.  Ogallala.  Counties:  Lincoln, 
Perkins.  Keith,  McPherson,  Garden, 
Arthur,  Logan,  Deuel. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  Scottsbluff.  Counties:  Scotts 

Bluff.  Banner.  Box  Butte,  Morrill, 
Kimball.  Cheyene,  Sioux,  Dawes. 


Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  SOCIETIES 


COUNTY 

Adams 

Antelope-Pierce 

Boone 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha  Medical 

Otoe 

Perkins-Chase 

Phelps 

Platte- Loup  Valley 
Saline 
Saunders 
Scotts  Bluff 
Seward 

South  Central  Nebraska 
S.E.  Nebraska 
S.W.  Nebraska 
Washington-Burt 
York- Polk 


PRESIDENT 
Earl  J.  Dean,  Hastings 
R.  E.  Kopp,  Plainview 

Raymond  H.  Olson,  Alliance 
Ron  D.  Scott,  Kearney 
Joseph  R.  Byers,  David  City 
R.  J.  Dietz,  Plattsmouth 

C.  J.  Cornelius,  Jr.,  Sidney 
Leonard  J.  Chadek,  West  Point 
M.  L.  Chaloupka,  Broken  Bow 

B.  W.  Pyle,  Gothenburg 
Roger  A.  Dilley,  Fremont 
Henry  J.  Billerbeck,  Randolph 
Morris  D.  Mathews,  St.  Paul 
Patrick  C.  Gillespie,  Beatrice 
Charles  D.  McGrath,  Gr.  Island 
Houtz  G.  Steenburg,  Aurora 
Robert  WT.  Waters,  O’Neill 

R.  G.  Hanisch.  St.  Paul 
Gordon  O.  Johnson.  Fairbury 
Douglas  M.  Laflan,  Creighton 
Herbert  E.  Reese,  Lincoln 
Miles  E.  Foster,  North  Platte 
R.  E.  Klaas,  Norfolk 
James  F.  Panzer,  Gordon 
Clarence  A.  McWhorter,  Omaha 

C.  R.  Williams,  Syracuse 
L.  C.  Potts,  Grant 

Frank  A.  Brewster,  II,  Holdrege 
Ronald  C.  Anderson,  Columbus 
Robert  E.  Quick,  Crete 
E.  J.  Hinrichs,  Wahoo 
Jerome  A.  Fuhrman.  Gering 
Van  E.  Vahle,  Seward 
Vincent  S.  Lynn,  Geneva 
Paul  M.  Scott,  Auburn 
James  E.  Monaghan,  Benkelman 
H.  Neal  Sievers.  Blair 
James  D Bell,  York 


SECRETARY-TREASURER 
Clyde  L.  Kleager,  Hastings 

D.  F.  Johnson,  Jr.,  Osmond 
Charles  L.  Sweet,  Albion 

F P.  Sucgang,  Alliance 
William  M.  Vosik,  Kearney 
Gerald  W.  Luckey,  David  City 
Glen  D.  Knosp,  Elmwood 

C.  J.  Cornelius,  Jr.,  Sidney 
Eugene  L.  Sucha,  West  Point 
Loren  H.  Jacobsen,  Broken  Bow 
John  H.  Worthman,  Cozad 
William  B.  Eaton,  Fremont 
Charles  G.  Muffley,  Pender 
Richard  M.  Fruehling,  St.  Paul 
Klemens  E.  Gustafson,  Beatrice 
Gordon  D.  Francis,  Gr.  Island 
Richard  O.  Forsman,  Aurora 
Don  D.  Bailey,  O’Neill 

E.  C.  Hanisch.  Sr.,  St.  Paul 
R.  A.  Blatny,  Fairbury 

D.  J.  Nagengast,  Bloomfield 

J.  Thomas  McGreer,  III,  Lincoln 
Lewis  B.  Harden,  North  Platte 

F.  Martin,  Norfolk 
Richard  A.  Savage,  Chadron 
Donald  J.  Pavelka,  Omaha 
Gary  L.  Rademacher,  Nebr.  City 
Paul  F.  Bottom,  Grant 

Rex  J.  Kelly.  Holdrege 

A.  H.  Liebentritt,  Columbus 
Lyle  H.  Nelson,  Crete 
John  E.  Hansen,  Jr..  Wahoo 
R.  Dan  Clark.  Gering 
David  C Krohn,  Seward 
Chas.  F.  Ashby,  Geneva 
Theo.  C.  Kiekhafer,  Falls  City 
Thomas  A.  Johnson,  Jr.,  McCook 
Hans  Rath.  Omaha 

B.  N.  Greenberg.  York 
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an  effective  combination  of  medication 
and  psychology  for  rheumatoid  arthritis 


unique  10-grain  buffered  aspirin 

CAM/S* 


INLAY-TABS 


Each  tablet  contains  aspirin,  600  mg.  (10  grains);  magnesium  hydroxide,  N.F.,  150  mg. 
aluminum  hydroxide  dried  gel,  150  mg. 


Unique  design.  In  shape,  size  and  color, 

CAMA  looks  like  no  other  aspirin.  It  gives 
patients  an  “individualized”  medication— one 
they  may  find  more  acceptable  and  possibly 
respond  to  more  positively. 

Fits  prescribing  patterns.  CAMA’s  10-grain 
aspirin  strength  is  suited  to  the  higher  dosage 
regimens  generally  used  for  arthritis. 
Adjustable  dosage.  Scored  tablet  lets  you 
increase  or  decrease  dosage  in  5 or  1 0 grain 
increments. 


Economical.  CAMA  costs  no  more  per  dose 
than  many  5:grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ev 

LABORATORIES 

Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 


ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 

Lincoln  Center  Bldg..  Room  217,  Lincoln  68508 
American  Diabetes  Association  — Nebraska  Affiliate 
Beverly  F.  Di  Mauro,  Executive  Director 
921  Dorcas.  Room  221.  Omaha  68108 
American  Lung  Association  of  Nebraska 
Delmar  R.  Serafy.  Executive  Director 
406  W.O.W.  Building.  Omaha  68102 
American  Red  Cross 

1701  "E"  St.,  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Timothy  P.  Keyser,  Executive  Director 
7764  Dodge,  Suite  105,  Omaha  68114 
United  Cerebral  Palsy  of  Greater  Omaha,  Inc. 

Charles  F.  Lemr.  Executive  Director 
5002  Davenport,  Omaha  68132 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 
Cystic  Fibrosis  Foundation.  Nebraska  Chapter 
Mark  Dorcey,  Executive  Director 
Teri  Zimmerman.  Associate  Director 
8401  West  Dodge  Road.  Suite  17.  Omaha  68114 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Multiple  Sclerosis  Society,  Lincoln  Chapter 

Mrs.  Harold  R.  Stoehr,  Executive  Secretary 
Lincoln  Center  Bldg..  Room  317,  Lincoln  68508 
Muscular  Dystrophy  Association  of  America 
Ken  Kontor,  District  Director 
1906  No.  90th  Street,  Omaha  68114 
National  Foundation,  Inc.  [March  of  Dimes] 

Robin  B.  Fraser,  1620  "M”  St.,  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  W.O.W.  Bldg.,  1319  Farnam  St.,  Omaha  68102 
Nebraska  Academy  of  Ophthalmology 

Stanley  M.  Truhlsen,  M.D.,  President 
710  The  Doctors  Bldg..  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
Ray  O.  Gillies,  Jr.,  M.D.,  Secretary 
631  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Association  of  Pathologists 

Donald  A.  Dynek,  M.D..  Sec'y-Treas. 

5440  South  St.,  Suite  1300,  Lincoln  68506 
Nebraska  Blue  Cross  - Blue  Shield 

W’m.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
William  A.  DeRoin,  M.D.,  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil,  Executive  Secretary 
8258  Hascall  St.,  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
K.  J.  Fijan,  M.D.,  State  Chairman 
630  North  Cotner,  Lincoln  68505 
Charles  G.  Erickson.  M.D.,  Sec’y-Treas. 

4701  Normal  Blvd.,  Lincoln  68506 
Nebraska  Chapter  — American  College  of  Radiology 
William  E.  Lundak,  M.D.,  Secretary-Treasurer 
924  Sharp  Building.  Lincoln  68508 
Nebraska  Chapter  — American  College  of  Surgeons 
Herbert  E.  Reese,  M.D.,  Secretary-Treasurer 
5440  South  St.,  Lincoln  68506 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards.  D.D.S.,  Secretary 
1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Miss  Alice  Lynn,  President 
5056  Grover,  Omaha  68106 
Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier,  Executive  Vice  President 
Overland  Wolf  Centre.  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
Nebraska  Easter  Seal  Society 

Mrs.  Letitia  Simmons,  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Nebraska  Epilepsy  League.  Inc. 

7171  Mercy  Road,  Suite  129,  Omaha  68106 


Nebraska  Health  Care  Association 

Eugene  J.  Thompson,  Executive  Director 
Box  30247,  3100  "O”  Street,  Suite  5,  Lincoln  68510 
Nebraska  Heart  Association 

Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  "L"  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road.  Omaha  68114 
NEBRASKA  MASTER  POISON  INFORMATION  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 
521  The  Doctors  Bldg.,  Omaha  68131 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Ms.  Shane  McCleod,  President 
Omaha-Douglas  County  Health  Department 
1201  South  42nd  St.,  Omaha  68105 
Nebraska  Region  — American  College  of  Physicians 
John  D.  Hartigan,  M.D.,  Governor  for  Nebraska 
427  Medical  Arts  Bldg.,  Omaha  68102 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln  68508 
Nebraska  Rehabilitation  Services  Division 

Garry  D.  Cartwright,  Asst.  Commissioner- Director 
Dept,  of  Education 
233  South  10th  Street,  Lincoln  68508 
Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Society  for  Internal  Medicine 
Dan  A.  Nye,  M.D.,  President 
17  West  31st  St.,  P.O.  Box  K,  Kearney  68847 
Nebraska  Society  for  Medical  Technologists 
Carol  McGahn,  President 
511  So.  Plum  Rd.,  Grand  Island  68801 
Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention 
of  Blindness,  Inc.,  120  South  42nd  St.,  Lincoln  68510 
Nebraska  Society  of  Anesthesiologists 
John  L.  Gordon,  M.D.,  President 
10730  Pacific  St.,  Suite  234,  Omaha  68114 
Nebraska  Society  of  Radiologic  Technologists 
John  E.  Sonnenfield,  R.T.,  President 
611  South  84th  St.,  Omaha  68114 
Nebraska-South  Dakota,  District  Branch  of  the  American 
Psychiatric  Association  [Sioux  Psychiatric  Society] 

Emmet  M.  Kenny,  M.D.,  President 
20  Swanson  Professional  Center. 

8601  W est  Dodge  Rd.,  Omaha  68114 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D..  Director  of  Health 
Lincoln  Building,  1003  “O”  Street,  Lincoln  68508 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Wilma  R.  Rabb,  President 
1515  South  126th  St.,  Omaha  68144 
Mrs.  Gwen  Hurlburt,  Corresponding  Secretary 
4808  No.  47th  St.,  Omaha  68104 
Nebraska  State  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Nebraska  Urological  Association 

C.  Thomas  Frank,  M.D.,  Secretary-Treasurer 
44th  and  Farnam,  Omaha  68131 
Omaha  Midwest  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building,  Omaha  68102 
University  of  Nebraska  Medical  Center 
Robert  D.  Sparks,  M.D.,  Chancellor 
42nd  and  Dewey  Avenue,  Omaha  68105 
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DVftZIDE 

MAKES  SENSE 


Each  capsule  contains  50  mg. 
of  Dyrenium*J  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  'Dyazide',  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia. altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and.  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKhne  Corporation 


MA’s  Clinical  Convention  Flies  to  Hawaii !! 

in  addition  to  postgraduate  courses,  timely  medical  subjects  will  be  offered  each  day  in  state-of-the-art  lectures  and  symposia. 

Advance  Registration  34.  Advanced  Life  Support— Cardiopulmonary  Resuscita- 

AMA  Clinical  Convention  tion.  (Prerequisite:  Basic  Life  Support  Course) 

(Dec.  3-5)  I 


HONOLULU,  HAWAII 
November  30-December  5 

SCIENTIFIC  COURSES 

Monday- Wednesday,  Dec.  1-3/7:30-9:00  AM  (4’/2  hour, 
3-day  course:  $45) 

1 . Dermatology  for  Non-Dermatologists 

2.  Evaluation  of  the  Unconscious  Patient 

3.  Hyperlipidemia 

4.  Infectious  Diseases  in  Children 

5.  Management  of  Adolescent  Problems 

6.  Newer  Antibiotics 

7.  Newer  Concepts  of  Family  Planning 

8.  Office  Management  of  Sexual  Difficulties 

9.  Peripheral  Vascular  Disease— Diagnosis  and  Treatment 

10.  Pulmonary  Function  Tests  and  Blood  Gases 

Monday-Wednesday,  Dec.  1-3  (Numbers  1-10) 

1st  Choice  # 2nd  Choice  # ; 3rd  Choice  #_ 

Monday-Wednesday,  Dec.  1-3/10:30  AM-Noon  (4’/2  hour, 
3-day  course:  $45) 

1 1.  Acid-Base,  Fluid  and  Electrolyte  Balance 

12.  Advanced  Electrocardiography 

13.  Critical  Patients— Critical  Decisions 

14.  Normal  and  Abnormal  Uterine  Bleeding 

1 5.  Office  Management  of  Anorectal  Disorders 

1 6.  Office  Practice  of  Gynecology 

17.  Physicians' Marriages 

1 8.  Special  Problems  of  Child  Abuse 

19.  Surgical  Lesions  of  the  Intestines— Diagnosis  and 
Treatment 

20.  Treatment  of  Common  Pediatric  Allergies 

Monday-Wednesday,  Dec.  1-3  (Numbers  11-20) 

1st  Choice  # ; 2nd  Choice  # ; 3rd  Choice  # 

Thursday-Friday,  Dec.  4-5/7:30-10:30  AM  (6  hours  for 
total  course:  3 hours  on  Thursday,  3 hours  on  Friday:$60) 

2 1 . Acid-Base,  Fluid  and  Electrolyte  Balance  (repeat) 

22.  Basic  Electrocardiography 

23.  Birth  Defects  and  Clinical  Genetics 

24.  Dermatology  for  Non-Dermatologists  (repeat) 

25.  Fetal  Monitoring 

26.  Ophthalmoscopy  for  the  Non-Ophthalmologist 

27.  Pediatric  Cardiology 

28.  Pitfalls  of  Emergency  Room  X-Rays 

29.  Office  Endocrinology 

30.  Immunology— 1976 

3 1 . The  Uterine  Pap  Smear 

Thursday-Friday,  Dec.  4-5  (Numbers  21-31) 

1st  Choice  # ; 2nd  Choice  # ; 3rd  Choice  # 

Offered  Both  Monday  & Tuesday,  Dec.  1 & 2 / 7:30  AM- 
Noon  (4’/2-hour  course:  $45) 

32.  Basic  Life  Support— Cardiopulmonary  Resuscitation 

(Dec.  1)  

33.  Basic  Life  Support— Cardiopulmonary  Resuscitation 

(Dec.  2)  

Wednesday-Friday,  Dec.  3-5/9:00  AM-Noon  (9-hour  course: 
$90) 


Courses  of  the  AMA  Committee  on  the  Medical  Aspects 
of  Sports  (Each  a 3-hour  course:  $30) 

Monday,  Dec.  1/7:30-9:00  AM  & 10:30-Noon 

35.  The  Physical  Exam  

Tuesday,  Dec.  2/7:30-9:00  AM  & 1 0:30-Noon 

36.  The  Oriental  Arts  (Karate,  Judo,  Yoga)  

Wednesday,  Dec.  3/7:30-9:00  AM  & 10:30-Noon 

37.  Emergency  Care  on  the  Field  

Thursday,  Dec.  4/7:30- 1 0:30  AM 

38.  Wrestling  

39.  Aquatic  Sports  

Friday,  Dec.  5/7:30-10:30  AM 

40.  Rehabilitation  

Tuesday-Wednesday,  Dec.  2-3/7:30-10:30  AM  (6 
hours  for  total  course;  3 hours  on  Tuesday,  3 hours  on 
Wednesday:  $60) 
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LUNCHEON  ROUND  TABLES 

(Held  in  Hilton  Hawaiian  Village  Long  House  Room, 
luncheon  round  tables  are  jointly  sponsored  by  the  AMA 
Auxiliary  and  AMA  Council  on  Scientific  Assembly.  Cost: 
$10.00  each.) 

Tuesday,  December  2 (12:15-1:45  PM)  • Topic- 

Ancient  Polynesian  Medicine 

Thursday,  December  4 (12:15-1:45  PM)  • Topic  — 
Delhi  Belly,  Gyppy-Tummy,  and  Other  Diseases  of 
T ravelers 


General  Registration 

Non-member  phy-  AMA  members  and 

sicians:$35  their  guests:  no  fee 

Guests  of  non-  Medical  students, 

members:  $10  interns  and  resi- 

Foreign  M.D’s:nofee  dents:  no  fee 

My  remittance  of  $ is  enclosed.  Make  check  or 

money  order  payable  to  the  American  Medical  Associ- 
ation. Payment  must  accompany  registration. 

Please  print 

Name 

(Each  physician  must  register  in  his  own  name) 

Office  Address 

City/State/Zip 

I am  a member  of  the  AMA  through  the  following  State 
Medical  Association  or  government  service 

Office  Phone  No 


□ Send  travel  information;  or  call  toll-free  to:  (800) 
621-1046,  except  in  Alaska  and  Hawaii;  in  Illinois  call 
(312)  782-3462 


Return  this  form  today  to  AMA’s  Dept,  of  Membership  Statistics,  535  N.  Dearborn  St.,  Chicago,  IL  60610 
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You  can  retire  with  a 

$927,950 

PERSONAL  RETIREMENT  FUND 

through  a Keogh  Plan  at  Commercial  Federal,  built  with 
100%  TAX-DEDUCTIBLE  dollars! 


If  you’re  self-employed,  you  can 
contribute  15%  of  your  earned  income 
annually,  up  to  $7,500  a year,  to  a 
Keogh  plan  — and  take  your  contribution 
right  off  the  top  of  your  gross  income 
on  your  tax  return!  Earnings,  too, 
accumulate  tax-deferred.  Then  when  you 
retire,  you  pay  tax  on  the  money  as  you 
withdraw  it  — monthly,  quarterly,  in 


annual  installments,  or  in  a lump  sum  — 
presumably  at  a lower  rate. 

And  look  how  your  money  grows,  in  a 
safe,  non-speculative,  assured-growth 
Keogh  Plan  at  Commercial  Federal,  based 
on  the  current  rate  of  7%  % per 
annum,  compounded  continuously,  on 
6-year  automatically-renewable 
Savings  Certificates! 


30  YEARS  at  7 m 

AMOUNT 

TAX 

YOUR  RETIREMENT 

CONTRIBUTED 

YOUR 

DEFERRED 

FUND  AFTER 

ANNUALLY 

INVESTMENT 

INTEREST 

30  YEARS 

$1,500 

$ 45,000 

$140,590 

$185,590 

$3,000 

$ 90,000 

$281,180 

$371,180 

$4,500 

$135,000 

$421,770 

$556,770 

$6,000 

$180,000 

$562,360 

$742,360 

$7,500 

$225,000 

$702,950 

$927,950 

IF  . . . rather  than  being  self-employed  . . . YOU  WORK  FOR  A COMPANY  THAT 
HAS  NO  QUALIFIED  RETIREMENT  PLAN  . . . then  a 100%  TAX-DEDUCTIBLE 
IRA  (Individual  Retirement  Account)  which  permits  contributions  of  15%  of  earned 
income,  up  to  $1,500  a year,  IS  FOR  YOU!  Ask  about  it! 


CALL  OUR  TOLL-FREE  WATS  LINE-800/642-8924-OR  MAIL  THIS  HANDY  COUPON 


. . . and  talk  to  one  of  our 
retirement  experts  about 
your  personal 
retirement  plan. 

You  save  taxes 


now  . . . see 
amazing  growth  of 
your  money,  with 
safety,  over  the 
years  . . . and  have 
greater  security 
for  your  future. 

Do  it  now! 


Ralph  "Mr.  Keogh  ” Palmer 


YES!  I’m  interested  in  a 100%  tax-deductible  retirement  plan. 
Please  contact  me! 

DEPT.  SMJ1175 

NAME 

ADDRESS PHONE 

CITY/STATE ZIP 


Commercial  Federal 

Savings  and  Loan  Association 

Savings  Insured  to  $40,000  by  the  FSUC 

t HOME  OFFICE.  450i  AND  DODGE.  OMAHA  68132  • PHONE  14021 558-5400 


FSLIC 


Pediatric  Drops 


250-mg.  Pulvules® 


/ 5 


ml 


250 


mg 


ml 


and 


100 


200 


sizes 


/ 5 


ml 


i 25 


mg 


and 


o0 


100 


ml 


ZOO 


sizes 


Oral  Suspension 


Keflex 

cephalexin 


Additional  information  available  to  the  prof ession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


500738 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


TOUCHING 

When  you  hurt  suddenly,  it  is  something 
like  reflex  to  touch  the  aching  place.  I do  not 
know  how  touching  a painful  spot  can  help. 
How  can  putting  your  hand  on  a part  of  you 
that  has  somehow  come  out  of  kilter  with 
your  bodily  well-being  restore  harmony  and 
make  everything  all  right?  The  question  is,  I 
suppose,  does  it  work?  But  even  if  it  does 
not,  we  do  it  instinctively. 

Sometimes  we  put  pressure  on  the  hurting 
zone,  and  of  course  we  resort  to  rubbing. 
Rubbing  may  increase  the  local  circulation, 
but  how  does  that  do  any  good?  I do  not 
know. 

If  the  sudden  ache  is  an  itch,  we  scratch, 
and  cats  and  dogs  and  monkeys  scratch,  even 
oftener  than  we,  but  only  because  it  is  not 
nice  to  scratch;  but  we  do  it  when  we  are 
alone,  or  when  we  have  help  to  reach  where 
we  cannot  ourselves  reach. 

Friends  and  lovers  touch,  we  shake  hands, 
and  a doctor’s  touch  is  genuinely  reassuring, 
even  as  a pat  on  the  shoulder  is  certain  to  be 
rewarded  with  a grateful  smile. 

Rubbing,  patting,  scratching,  and  patting; 
what  are  these  but  contact,  while  we  do  it  to 
others  and  to  various  parts  of  ourselves. 
Perhaps  it  is  the  laying  on  of  hands,  but  it  is 
something  we  have  learned  and  it  is  good, 
or  we  should  not  be  doing  it. 

— F.C. 


THE  MEETING 

The  Fall  Session  of  the  Nebraska  Medical 
Association  was  held  on  October  2,  3,  & 4 in 
Lincoln.  Attendance  was  good.  We  were  all 
very  businesslike.  There  was  less  smoking,  I 
thought.  The  weather  was  good.  We 
discussed  the  bill  and  the  pill. 

There  was  red  everywhere.  I listened  to 
lively  discussion,  and  I came  away  feeling 
that  our  presidents  were  well-chosen  and 
were  well-informed.  Irene  Kelley  spoke 
movingly. 

I met  the  students  and  house  officers.  We 


had  a fine  lunch.  And  I even  got  to  address 
the  House.  I listened  to  the  Councilors,  too. 

There  was  a lot  of  work  and  a great  deal 
of  fun.  It  was  pleasant  meeting  everybody.  I 
enjoyed  talking  with  Dr.  Gilligan,  as  always. 
The  reference  committee  hearings  were 
spellbinding.  It  was  a fine  meeting. 

-F.C. 


ON  MEDICAL  REPORTS 

There  are  two  kinds  of  medical  reports. 
One  is  written  by  a physician  who  is 
employed  by  the  organization  that  will 
reimburse  the  patient  for  whatever  disability 
is  found.  The  other  comes  from  a private 
doctor  whom  the  patient  pays. 

They  are  different. 

According  to  the  first,  there  may  be  pain, 
dizziness,  limitation  of  motion,  and  inability 
to  work,  or  there  may  not.  But  the  second 
report  almost  always  says  that  the  individual 
cannot  bend,  or  is  dyspneic,  or  is  in  constant 
pain,  and  that  he  cannot  possibly  work.  I do 
not  suggest  that  the  first  is  hard  on  the 
patient,  for  reports  from  government 
physicians  may  say  that  he  is  well  or  not. 
But  the  doctor  who  is  paid  by  the  patient, 
and  who  does  not  award  compensation, 
seems  invariably  to  say  that  the  patient  is 
very  bad,  indeed,  and  that  he  cannot  work, 
now  or  ever. 

This  sort  of  thing  is  encountered  in 
courtrooms  and  in  compensation.  Examining 
the  patient  after  he  has  been  injured  and 
rehabilitated  is  not  the  precise  undertaking 
we  would  like  it  to  be.  It  lends  itself  to 
motivation,  so  that  lawyers  and  judges  have 
come  to  know  that  there  may  be  plaintiffs’ 
doctors  and  defendants’  doctors. 

Occasionally,  the  government  consultant 
becomes  the  private  doctor  a few  days  later, 
and  the  situation  is  even  funnier. 

We  are  all  honest,  but  is  there  not  a 
tendency,  when  you  have  taken  someone’s 
money,  to  give  him  something  in  return?  I 
have  never  seen  a report  for  which  the 
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patient  paid  his  own  money,  that  said  he  was 
well  and  could  be  employed,  and  that  he  did 
not  deserve  compensation. 

Maybe  the  patient  doesn’t  show  them.  But 
there  are  plenty  of  the  others. 

- F.C. 

PUNCTUATION  I CAN  DO  WITHOUT 

It  has  taken  me  years  to  learn  the  faintest 
glimmerings  of  punctuation,  and  like  a light 
signal  that  forever  runs  away  from  you,  the 
more  I memorize,  the  more  there  is  left  to 
know.  But  this  is  an  artificial  thing  to  have 
to  cope  with;  it  is  hard  enough  to  learn  to 
spell  without  wanting  to  know  where 
semicolons  go,  whatever  they  are  for.  I think 
we  suffer  from  too  much  punctuation,  and  we 
have  the  purists  to  thank.  There  are  so  many 
punctuating  things  I can  do  without,  and 
happily. 

There  is  the  exclamation  point,  which  has 
no  function  except  to  look  silly,  but  once,  and 
recently,  another  editor  put  several  of  these 
senseless  things  in  something  I had  written, 
and  it  appeared  only  in  the  final  form,  and 
there  was  nothing  I could  do  but  stew  and 
eat  compulsively. 

There  is  upper  case,  or  capital  letters,  for 
which  I see  no  use.  There  is  the  dash,  which 
I never  employ  and  strike  out  whenever  I 
can.  There  are  quotation  marks,  which  the 
British  call  inverted  commas,  and  when  they 
put  a quote  within  a quote,  they  put  two 
inside  of  one,  and  we  put  one  inside  of  two. 

And  there  is  the  apostrophe.  The  genitive 
adds  es  in  German,  and  we  just  shortened  it 
to  s,;  then  we  put  the  apostrophe  in  to  show 
the  missing  letter.  For  some  words,  we 
added  another  s,  and  for  some  we  didn’t, 
until  the  whole  thing  became  an  illogical 
mess.  What  is  the  good  of  having  to  write 
James’s  or  Moses’s,  or  is  it  Moses’?  You  can 
wrrite  James  book  for  all  I care,  and  Down 
syndrome. 

I never  learned  to  write  30  when  I have 
finished  something  I send  to  the  printer.  I 
just  type: 

The  end. 

-F.C. 


THE  DOCTOR  AND 
THE  POPULATION  EXPLOSION 

The  earth  is  only  a very  little  planet,  and 
most  of  its  surface  is  under  undrinkable 
water.  It  is  obvious  that  areas  required  for 
habitation  and  for  food  producing  are  fixed, 
and  put  a strict  ceiling  on  the  number  of 
people  that  can  live  here.  Since  land  area  is 
forever  constant,  while  world  population 
continuously  grows,  there  must  come  a time 
when  our  planet  will  support  no  more  human 
beings.  We  can  take  to  the  skies  or  build 
underwater  cities,  and  we  can  devise  new 
ways  of  making  food,  but  it  will  only  put  off 
the  day  when  the  earth  will  have  all  the 
human  life  it  can  contain. 

We  can  also  limit  our  population.  This  has 
been  done  by  wars  and  by  malnutrition,  and 
is  being  done  by  various  forms  of  population 
control  we  know  today.  But  we  may  need  to 
divide  our  world  into  little  patches,  and 
require  that  no  more  than  a legally  fixed 
number  of  people  live  on  each  patch. 

Population  growth  is  limited  by  disease, 
too,  and  the  physician  spends  his  life  curing 
disease.  Everything  he  does  thus  flies  in  the 
face  of  common  sense;  every  life  he  saves 
only  adds  to  the  population  of  his  country 
and  of  the  world.  And  the  ones  he  saves  are 
often  the  less  healthy  persons,  so  that  he 
adds  to  quantity  and  subtracts  from  quality. 

It  is  something  to  think  about  as  we  go 
about  our  work,  stamping  out  disease  and 
taking  away  pain. 

-F.C. 

CARDIAC  ARREST 

I have  read,  in  obituary  notices  and  in  case 
presentations,  that  death  resulted  from 
cardiac  arrest  associated  with  or  as  a 
consequence  of  metastatic  carcinoma  or 
something  equally  lethal. 

When  we  die,  the  heart  stops;  but  I have 
also  read,  in  textbooks,  that  of  a total 
number  of  cases  of  cardiac  arrest,  so  many 
were  caused  by  hemorrhage,  by  anesthetic 
overdose,  anoxia,  myocardial  infarction,  by 
respiratory  obstruction,  and  so  on. 

Cardiac  arrest  has  no  incidence,  no 
pathology,  and  no  cause;  there  is  simply  no 


430 


Nebraska  M.  J. 


such  disease.  This  sort  of  thing  has  been 
called  status  thymicolymphaticus,  status 
periculosus,  asystole,  cardiac  standstill, 
syncope,  and  cardiac  arrest.  It  is  an 
unjustified  defense  when  disaster  strikes  in 
the  operating  room,  for  there  is  no 
mysterious  agent  that  kills  without  warning; 
and  sound  hearts  do  not  stop  suddenly 
without  injury. 


When  we  die,  the  heart  stops.  If  someone 
dies  of  widespread  malignancy,  may  we  not 
say  so,  without  the  mumbo-jumbo  of  cardiac 
arrest?  And  when  a hitherto  healthy  heart 
has  stopped  beating  during  surgery,  should 
we  not  find  the  cause,  and  not  take  refuge 
behind  the  unsupported  theory  of  cardiac 
arrest? 

— F.C. 
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ORIGINAL  ARTICLES 


Heredity  and  Colon  Cancer* 


PART  VII 

Prognosis  in  Hereditary  Colon  Cancer 

Familial  polyposis  coli  as  well  as  the 
several  hereditary  syndromes  with  polyposis 
of  the  colon  are  diseases  which  predispose  to 
colon  cancer  at  an  unusually  young  age. 
Johnson,  et  al.,86  reported  in  1959  on  27 
patients  with  familial  polyposis  of  the  colon 
and  rectum  who  developed  adenocarcinoma 
of  the  colon  or  rectum  before  the  age  of  30. 
Only  4 of  the  patients  who  were  under  20 
years  of  age  survived  more  than  10  years. 
O'Brien87  reported  on  fewer  than  200 
patients  who  had  contracted  carcinoma  of  the 
colon  under  20  years  of  age  of  whom  only 
three  survived  5 years  or  longer.  Recently, 
Ferguson  and  Obi 88  described  6 patients 
with  adenocarcinoma  of  the  colon  who  were 
25  years  of  age  or  younger,  only  one  of 
whom  survived  more  than  seven  years.  Data 
on  prognosis  for  persons  who  develop 
hereditary  colon  cancer  at  later  ages  is 
extremely  limited. 

Thus,  we  see  from  these  data  the 
extremely  grave  prognosis  for  young 
patients  who  develop  adenocarcinoma  of  the 
colon  or  rectum.  Therefore,  we  should  make 
every  attempt  to  diagnose  this  disease  as 
early  as  possible  and  when  one  finds  a family 
history  of  familial  polyposis  coli,  or  colon 
cancer  in  other  conditions  lacking  polyposis 
coli  such  as  the  cancer  family  syndrome,  it 
should  be  possible  through  an  increased 
index  of  suspicion  to  search  for  an  earlier 
diagnosis.  In  the  case  of  polyposis  coli,  once 
the  diagnosis  has  been  established,  one 
should  proceed  with  colectomy  prophylact- 
ically  and  thereby  avoid  the  consequence  of 
adenocarcinoma  in  a young  patient. 

General  Epidemiologic  Considerations 
and  Summary 

While  the  main  thrust  of  this  series  of 
articles  has  been  to  delineate  the  role  of 
hereditary  factors  in  colon  cancer,  we  must 
not  lose  sight  of  the  fact  that  numerous 
other  epidemiologic  issues  have  been  under 
consideration  in  the  etiology  of  human  colon 
cancer.  The  problem,  nevertheless,  remains 
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unclear,  though  we  believe  that  eventually 
an  interaction  between  host  or  genetic  factors 
and  nongenetic  factors  will  be  found.  For 
example,  Burkitt82  has  emphasized  the  im- 
portance of  dietary  factors  in  the  evolution  of 
carcinoma  of  the  colon  and  rectum,  basing 
his  hypothesis  on  studies  from  Africa  and 
other  parts  of  the  world  where  dietary 
habits  vary  considerably  and  interestingly, 
where  the  frequency  of  colon  cancer 
appears  to  show  marked  variations  which 
parallel  populations  showing  certain  dietary 
patterns,  i.e.  low  residue  diet  was  associated 
with  an  increased  frequency  of  colon  cancer 
and  contrariwise,  a high  residue  diet  was 
found  to  be  associated  with  a low  frequency 
of  colon  cancer.  Dietary  factors  in  interaction 
with  bile  acids  and  bacteria  may  also  be  of 
importance  in  colon  cancer  etiology.  How- 
ever, we  still  need  to  study  heredity  to  see  if 
those  individuals  who  develop  cancer,  though 
following  a certain  diet  also  have  a familial 
predilection  for  this  disease.  In  certain  other 
situations,  such  as  familial  polyposis  coli, 
heredity  is  more  clear;  however,  certain 
clinical  features  of  these  syndromes,  includ- 
ing associated  physical  stigmata  and  the 
spectrum  of  extra-colonic  malignant  neo- 
plasms require  clarification.  For  example, 
Smith  and  Kern89  have  described  a family 
with  multiple  polyposis  of  the  colon  in 
association  with  papillary  carcinoma  of  the 
thyroid.  They  made  an  extensive  review  of 
the  literature  and  discovered  many  other 
malignant  neoplasms  in  addition  to  those 
involving  the  thyroid  and  brain,  in  associa- 
tion with  familial  polyposis  coli.  These 
included  malignant  melanoma,  periampullary 
malignancy,  adenomatosis  and  juvenile  poly- 
posis of  the  stomach  and  small  intestine, 
multiple  endocrine  adenomatosis  endometrial 
carcinoma,  prostatic  carcinoma,  papillary 

•Permission  for  publication  granted  by  Charles  C.  Thomas,  Publisher, 
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bladder  tumor,  and  chromophobe  adenoma. 
Their  review  suggested  that  the  frequency  of 
extra-colonic  neoplasms  may  be  increased  in 
familial  multiple  polyposis  coli.  However,  one 
must  evaluate  these  findings  with  caution 
since  many  of  these  observations  represent 
single  case  reports  and  therefore  the  alleged 
associations  could  be  due  to  chance  factors 
alone.  Needed  is  the  study  of  a large  series 
of  families  with  familial  polyposis  coli  where- 
in meticulous  documentation  is  made  of  all 
varieties  of  cancer.  This  would  help  solve  the 
issue  of  multiple  genotypes  and  phenotypes 
in  the  so-called  familial  polyposis  syndromes. 
In  other  clinical  problems  such  as  ulcerative 
colitis,  heredity  plays  a variable  role  and 
cancer  development  is  dependent  upon  such 
factors  as  activity  and  chronicity  of  the 
disease.  Much  more  work  will  be  necessary 
to  help  elucidate  more  fully  the  etiologic 
problems  involved  in  the  colon  cancer 
mystery. 
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A Case  Report:  Septic  Midtrimester 
Abortion  with  an  Intrauterine  Device  * 


ABSTRACT 

Pregnancy  occurred  in  a 24  year  old 
woman  despite  the  presence  of  an  intra- 
uterine contraceptive  device,  a Daikon  shield. 
The  pregnancy  was  complicated  at  14  weeks 
gestation  by  a septic  abortion,  with  re- 
covery following  medical  and  surgical  treat- 
ment. Diagnostic  and  therapeutic  considera- 
tions are  discussed,  and  principles  of  manage- 
ment are  outlined. 

IN  recent  years  there  has  been 
an  increasingly  widespread  use 
of  intrauterine  contraceptive 
devices,  particularly  where  oral  contracep- 
tives were  felt  to  be  unacceptable  or  con- 
traindicated. A number  of  significant  compli- 
cations and  side  effects  of  these  devices  have 
been  reported,  the  most  salient  of  these  being 
uterine  perforation  (particularly  at  the  time 
of  insertion),  unanticipated  pregnancy,  inter- 
menstrual  bleeding  and  hypermenorrhea, 
exacerbation  of  various  forms  of  pelvic  in- 
flammatory disease,  endometritis,  and  even 
septic  emboli  associated  with  pelvic  inflam- 
matory disease.  These  complications  have 
caused  critical  illness  in  some  patients, 
occasionally  with  fatality. 

The  following  case  report  delineates  the 
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complication  of  spontaneous  septic  abortion 
associated  with  an  intrauterine  device,  a 
Daikon  Shield. 

Case  Report 

A 24  year  old  white  female,  gravida  II, 
para  I,  had  an  uneventful  term  delivery  in 
September,  1973,  and  a Daikon  shield  was 
inserted  six  weeks  later.  No  immediate 
complications  occurred  following  insertion  of 
the  device.  The  patient’s  last  menstrual 
period  was  February  7,  1974.  An  intrauterine 
pregnancy  was  diagnosed  on  April  1,  1974. 
An  attempt  at  dislodging  and  removing  the 
device  was  unsuccessful  at  that  time. 
Following  this,  on  May  10,  1974,  the  patient 
noted  the  onset  of  slight  vaginal  spotting.  On 
May  24,  1974,  at  approximately  14  weeks 
gestation,  she  noted  generalized  malaise 
followed  by  the  onset  of  fever  and  recurrent 
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shaking  chills.  About  12  hours  after  the 
onset  of  these  symptoms,  she  passed  a 
moderate  amount  of  clear  odorless  fluid  from 
the  vagina,  and  was  seen  shortly  thereafter 
in  the  hospital  emergency  room  at  4:00  a.m. 
on  May  25,  1974. 

On  admission,  physical  examination  re- 
vealed an  acutely  ill  white  female.  Her  oral 
temperature  was  101. 8F,  pulse  120,  and 
respirations  28.  Other  positive  physical  find- 
ings were  limited  to  the  abdomen  and  pelvis: 
the  vagina  contained  40  ml  of  clear  odorless 
fluid,  the  uterine  size  was  compatible  with  a 
14  week  gestation;  the  entire  uterus  was 
moderately  tender  to  palpation,  and  both 
adnexae  were  also  tender  to  palpation,  the 
right  more  so  than  the  left. 

Laboratory  studies  showed  a hemoglobin 
of  12.0  gm%  , hematocrit  of  35%  , white  blood 
count  of  6900  with  69  neutrophiles,  23  bands, 
7 lymphocytes,  and  1 monocyte.  Gram  stain 
of  endocervical  secretions  showed  occasional 
gram  netative  cocco-bacillary  forms  and 
extracellular  gram  negative  diplococci.  Urin- 
alysis was  within  normal  limits.  Serum 
creatinine  was  0.8,  and  blood  urea  nitrogen  9 
mg% . Platelet  count  was  260,000.  Partial 
thromboplastin  time  was  42  seconds  with  a 
control  of  34  seconds.  Three  blood  cultures 
and  an  endocervical  culture  revealed  Escheri- 
chia coli,  sensitive  to  all  antibiotics  tested. 
Urine  culture  showed  no  growth. 

The  patient  initially  received  1.0  gram  of 
streptomycin  intramuscularly,  and  an  intra- 
venous solution  containing  10  million  units  of 
penicillin  G was  started  after  blood  cultures 
had  been  obtained.  After  the  report  of  the 
gram  stain  of  the  cervix  was  received,  the 
regimen  was  modified.  The  intravenous 
penicillin  and  Syntocinon  were  continued  and 
clindamycin  600  mg  every  8 hours  intra- 
venously and  gentamicin,  70  mg  (3.5  mg/kg.) 
intramuscularly  were  given.  Approximately  9 
hours  after  admission,  she  was  taken  to 
surgery  for  evacuation  of  the  uterus.  A male 
fetus  of  approximately  14  weeks  gestation 
was  found  in  the  vagina,  and  curettage  of  the 
uterus  was  performed  without  difficulty.  Her 
clinical  condition  improved  rapidly  within  the 
next  six  hours  and  her  recovery  was  un- 
eventful. 


Discussion 

Clinically  significant  episodes  of  endo- 
metritis and  pelvic  inflammatory  disease  con- 
sidered to  be  associated  with  IUDs  have 
usually  occurred  shortly  after  insertion  of 
the  device. 

Endometrial  cultures  obtained  using  a 
transcervical  technique  in  patients  with  an 
IUD  in  place  showed  an  incidence  of  endo- 
metrial contamination  with  bacteria  in  about 
60  percent  of  cases. 1 However,  Mischell  and 
Moyer2  used  a transfundal  approach  with 
uteri  containing  IUDs  which  were  obtained 
from  women  having  elective  vaginal  hyster- 
ectomies. Within  the  first  24  hours  after  in- 
sertion of  the  IUD,  bacterial  contamination 
of  the  endometrium  was  present  in  all  cases, 
but  after  24  hours,  80  percent  of  all  endo- 
metrial cultures  were  sterile.  This  study 
strongly  suggested  that  normally,  host 
defenses  were  able  to  remove  bacteria  from 
the  endometrium  after  an  IUD  was  inserted. 

In  cases  of  spontaneous  septic  abortion 
associated  with  an  IUD,  it  seems  likely  that 
the  foreign  body  serves  as  a focus  of 
bacterial  contamination.  However,  it  remains 
to  be  elucidated  whether  the  IUD  serves  as 
a persistent  focus  of  contamination  in  some 
patients,  or  whether  the  IUD  string  serves 
as  a persistent  canal  for  ascending  infection 
after  pregnancy  occurs,  or  whether  some 
other  mechanism  is  involved. 

In  1968,  Scott3  in  a study  based  on  a 
questionnaire  sent  to  obstetricians  and 
gynecologists  in  the  United  States  and 
Canada,  related  that  some  physicians  had 
noted  an  association  of  infected  abortion  with 
IUDs.  He  reported  ten  fatalities  associated 
with  IUDs,  one  of  which  was  possibly 
associated  with  pregnancy  and  septic 
abortion. 

Also  in  1968,  Kullander4,  in  noting 
experiences  with  the  Margulis  coil  type  of 
IUD,  reported  the  case  of  a 36  year  old 
woman  who  had  a septic  abortion  at  9 weeks 
gestation.  Her  condition  improved  and  she 
recovered  after  the  uterus  was  emptied  of  its 
contents,  including  the  coil.  “Coliform  rods” 
were  cultured  from  both  the  blood  and 
cervix. 

More  recently,  Jewett5  reported  the  case 
of  a 27  year  old  woman  who  had  a septic 
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abortion  associated  with  an  IUD.  At  22 
weeks  gestation  she  had  premature  rupture 
of  membranes.  She  developed  chorioamnion- 
itis  within  24  hours,  and  septic  shock  rapidly 
ensued.  She  passed  a macerated  fetus,  but  it 
was  necessary  to  perform  a hysterectomy  to 
remove  the  IUD.  She  eventually  expired 
secondary  to  pulmonary  complications.  Esch- 
erichia coli  was  cultured  from  the  cervix. 

On  May  8,  1974,  the  A.  H.  Robins 
Company  issued  a statement6  relative  to  its 
Daikon  shield.  In  its  statement  the  company 
related  that  its  consultants  had  become 
aware  of  36  cases  of  septic  abortion 
associated  with  this  IUD;  of  these,  four  cases 
were  fatal.  The  cases  were  predominantly 
mid-trimester  in  timing,  and  the  predominant 
organism  was  Escherichia  coli,  although  other 
organisms  including  Klebsiella,  Enterobacter, 
Bacteroides,  Clostridia,  and  Streptococci 
were  also  implicated  in  some  cases.* 

In  a most  recent  report,  Christian7  out- 
lines five  fatal  and  seven  nonfatal  cases  of 
midtrimester  septic  abortion  associated  with 
IUDs.  Four  of  the  fatal  cases  and  six  of  the 
non-fatal  cases  involved  the  use  of  the  shield 
type  of  IUD.  Although  the  statistic  sampling 
is  far  too  small  to  help  us  arrive  at  any  truly 
valid  conclusions,  there  are  some  character- 
istics of  the  midtrimester  abortion  presented 
in  our  case  and  these  other  cases  which  are 
disturbing  enough  to  justify  an  increased 
alertness  on  the  part  of  the  clinician  when 
faced  with  such  a problem: 

(1)  Presenting  symptoms  may  appear  rela- 
tively innocuous  and  benign  in  nature  (sore 
throat,  earache,  malaise,  nausea,  etc.)  often 
being  nongynecologic  in  presentation. 

(2)  A fulminating  febrile  course,  much 
more  rapid  than  the  clinician  is  accustomed 
to  seeing  with  the  usual  induced  abortion, 
may  be  encountered.  In  three  of  the  five 
deaths  cited  by  Christian,  the  patient  was 
dead  in  31  to  72  hours  of  the  onset  of  the 
innocuous  appearing  symptoms. 

(3)  One  might  wonder,  along  with  Christ- 
ian, if  the  prong-like  configuration  of  the 
Daikon  shield  might  promote  a vascular 
dissemination  of  an  infection  that  might 
otherwise  be  locally  contained. 

In  our  present  case  report,  the  patient  had 

•Personal  communication,  A.  H.  Robins  Co. 


no  gynecologic  symptoms  other  than  mild 
vaginal  bleeding.  She  then  had  fever  and 
chills,  but  again  no  gynecologic  symptoms 
until  spontaneous  rupture  of  the  membranes. 
She  became  seriously  ill,  but  responded  well 
to  surgical  and  medical  evacuation  of  the 
uterus  plus  a combination  of  antibiotics, 
without  developing  shock  or  disseminated 
intravascular  coagulation. 

It  would  seem  that  a high  index  of 
suspicion  of  the  possibility  of  spontaneous 
septic  abortion  in  the  midtrimester  of  a 
pregnancy  with  an  IUD  in  situ  would  be  in 
order.  What  the  actual  risk  is  of  septic 
abortion  occurring  in  the  presence  of  the 
various  IUDs  will  have  to  be  obtained  by 
further  studies.  At  the  present  time,  the 
A.  H.  Robins  Company  has  collected  35  cases 
of  septic  midtrimester  abortion  associated 
with  the  use  of  their  Daikon  Shield  from  an 
estimated  2,200,000  insertions.  The  authors 
have  carried  a significant  number  of  Daikon 
shield  failure  pregnancies  to  term  without 
incident,  and  the  present  case  represents  our 
first  grossly  untoward  event.  It  would  seem 
to  us,  at  the  present  at  least,  that  the 
company’s  recommendation  of  offering  thera- 
peutic abortion  to  such  patients  presents  a 
twofold  disadvantage:  a)  an  abortion  would 
be  fraught  with  statistically  greater  hazards 
than  one  performed  in  the  first  trimester, 
and  b)  an  unwarranted  fetal  wastage  of  the 
undoubted  majority  of  infants  that  would  be 
delivered  uneventfully.  The  ultimate  de- 
cision, however,  will  remain  with  the  fully 
informed  patient. 

Several  clinical  guidelines  should  be 
seriously  considered  when  the  clinician  finds 
a patient  to  be  pregnant  with  an  IUD  in  situ: 

1.  If  the  IUD  or  its  filament  is  visible  or 
palpable  in  the  endocervix,  the  IUD  should 
be  removed.  The  likelihood  that  this 
procedure  will  precipitate  an  abortion  at  this 
gestation  is  less  than  leaving  it  in. 

2.  The  patient  electing  to  continue  her 
pregnancy  should  be  warned  that  relatively 
minor  symptoms  may  have  greater  signifi- 
cance than  under  normal  circumstances,  and 
her  clinician  should  be  more  alert  to  investi- 
gate these  than  he  normally  would. 

3.  Ruptured  membranes,  pyrexia,  and 
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uterine  tenderness  should  be  considered 
incompatible  with  continuance  of  fetal  life. 

4.  With  the  diagnosis  of  septic  abortion,  it 
is  mandatory  to  obtain  blood  cultures  and  a 
gram  stain  and  culture  of  the  endocervix 
early.  A gram  stain  of  endocervical 
secretions  may  not  be  representative  of  what 
organism  is  present  in  the  uterus.  Neverthe- 
less, if  a particular  form  is  present  uniform- 
ly on  the  stain,  a specific  genus  of  bacteria 
such  as  Bacteroides  or  Clostridia  may  be 
highly  suspect  as  being  the  etiologic  agent 
from  information  gained  from  interpretation 
of  the  gram  stain. 

5.  In  the  presence  of  shock,  the  intraven- 
ous route  is  the  only  acceptable  one  for  the 
administration  of  medications. 

6.  Although  Escherichia  coli  has  been  the 
predominant  organism  in  cases  noted  thus 
far,  any  member  of  the  normal  vaginal  and 
cervical  flora  is  of  potential  pathological 
significance  in  this  situation.  Thus,  numerous 
aerobic  and  anaerobic  organisms  could  be 
involved  either  singly  or  in  a combination.  A 
therapeutic  regimen  effective  against  anaer- 
obic organisms  including  Clostridia,  Bacter- 
oides and  anaerobic  streptococci,  and  against 
aerobic  gram  negative  bacilli  is  obviously 
desirable  until  specific  cultural  data  are 
available.  At  the  present  time,  in  severe 
disease,  a combination  of  Penicillin,  G,  20  to 
30  million  units  intravenously  over  each  24 
hours,  and  gentamicin,  4 to  5 mg/kg  intra- 
venously every  8 hours,  would  likely  be 
effective  against  the  offending  organisms. 
The  dose  of  gentamicin  should  be  lowered  to 
3 mg/kg  intramuscularly,  after  sepsis  is 
controlled.  If  shock  is  present,  initially 
clindamycin,  600  to  900  mg,  intravenously 
every  8 hours  should  be  added  to  the  above 
regimen. 

7.  There  is  no  place  for  surgical  timidity  in 
the  presence  of  septic  abortion.  The  primary 
goal  of  the  clinician  should  be  the  physical 
removal  of  the  infected  tissue  which  is 
showering  the  entire  system  with  bacterial 
and  endotoxic  insults.  This  involves,  first  of 


all,  prompt  removal  of  the  products  of  con- 
ception. Intravenous  Oxytocin  may  be  of 
value  in  hastening  and  facilitating  this 
process,  as  well  as  in  reducing  the  size  of  the 
uterus,  but  the  uterus  must  be  evacuated. 

If  the  uterus  is  over  16  weeks  size, 
hysterectomy  may  be  the  preferred  pro- 
cedure. Laparotomy  is  also  indicated  if  little 
tissue  is  obtained  at  the  time  of  D&C,  or  if 
the  patient  fails  to  respond,  clinically,  follow- 
ing D&C  with  removal  of  adequate  amounts 
of  tissue.  In  these  two  instances,  the  locus  of 
infection  is  already  obviously  beyond  the 
endometrial  cavity  itself.  If  laparotomy  is 
undertaken,  a complete  abdominal  hysterec- 
tomy with  bilateral  salpingo-oophorectomy  is 
felt  to  be  indicated,  regardless  of  the  age  of 
the  patient,  because  foci  of  infection  will  in- 
evitably be  located  in  adnexae  as  well. 

Summary 

A case  of  midtrimester  septic  abortion  due 
to  Escherichia  coli  is  presented,  the  abortion 
occurring  in  the  presence  of  a Daikon  shield 
intrauterine  device.  A brief  review  of  the 
literature  presenting  similar  cases  is  offered, 
and  some  tentative  generalizations  made 
from  these  cases.  Several  clinical  guidelines 
in  the  medical  and  surgical  management  of 
such  cases  are  offered,  and  the  need  for 
more  detailed  and  widespread  statistical 
analyses  is  suggested. 
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Child  Abuse  and  Neglect:  A Study  of 
Cases  Reported  to  Douglas  County  Child 
Protective  Service  from  1967-1973* 


PART  III 

In  spite  of  the  changes  in  the  child  abuse 
reporting  laws,71819  reluctance  of  physi- 
cians to  report  abuse  cases  is  evident. 3- 4- 20 
The  reasons  causing  a physician  to  hesitate 
in  making  a report  of  child  abuse  and/or 
neglect  are:  (1)  inability  of  physician  to  sus- 
pect abuse  in  a child  with  evidence  of  trauma 
and  failure  to  thrive,32123  (2)  lack  of  under- 
standing of  his  role  and  responsibility, 22  (3) 
unwillingness  to  accept  that  parents  could 
abuse  the  child  and  if  he  does  (4)  he  is  un- 
willing to  become  involved  with  these  tragic 
families  plus  the  fear  of  harrassment  and 
legal  entanglements  requiring  a great 
amount  of  the  physician’s  time  and  effort, 
and  lastly  (5)  a belief  that  the  agency  or  the 
court  will  not  take  appropriate  actions. 24 
Hospitals  and  clincs  reported  10%  and  3%  of 
the  abuse  and  neglect  cases  respectively. 22 
Creighton  Memorial  Saint  Joseph  Hospital 
has  a standing  policy  to  report  all  possible 
child  abuse  cases  to  the  Assistant  Admin- 
istrator, Patient’s  Care  Division,  who  then 
reports  to  the  Omaha  Police  Department. 
Plans  concerning  the  patient’s  medical,  social 
and  legal  needs  are  discussed  with  the 
appropriate  agencies  through  the  help  of  the 
Pediatric  House  Officer  assigned  to  the  Com- 
munity Pediatric  Service.  Similar  policies  in 
other  medical  institutions  led  to  the  in- 
creased hospital  and  clinic  reporting  rate. 

Of  the  18%  of  child  abuse  and  11.2%  of 
the  child  neglect  cases  petitioned  in  the 
juvenile  court,  6.4%  and  10%  of  the  cases 
respectively  led  to  the  termination  of 
parental  rights. 26  28  In  those  cases,  termina- 
tion was  deemed  in  the  best  interest  of  the 
child-victim  because  of  the  destructive 
parental  behavior  and  irremediable  home 
situation.  In  many  cases  charges  against  the 
perpetrators  were  dropped  by  the  County 
Attorney’s  Office  because  of  lack  of  evidence 
to  prove  child  abuse  beyond  reasonable 
doubt.  Criminal  prosecution,  however,  is  not 
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the  goal  of  the  Child  Protective  Service.  The 
approach  is  non-punitive  as  the  agency  sees 
an  abuse  situation  as  a socio-psychological 
problem  presenting  as  a symptom  of  family 
disorganization,  rather  than  a willful  criminal 
problem.  Incarceration  of  the  abusive  parent 
or  guardian  will  unnecessarily  break  up  a 
family  unit,  and  probably  does  nothing  to 
prevent  the  recurrence  of  child  abuse.  A 
significant  percentage  of  families  relocated  to 
other  counties,  or  to  other  states,  and  few 
are  unknown,  possibly  due  to  fear  of  criminal 
prosecution.  Twenty-two  percent  of  the 
abuse  cases  and  25%  of  the  neglect  cases 
were  labelled  as  “inappropriate  referral.” 
These  include  obvious  cases  of  false  accusa- 
tions from  a jealous  ex-spouse  after  a separa- 
tion or  divorce,  a neighborhood  fight,  an 
over-protective  mother-in-law,  racial  discri- 
minatory attitude,  harrassment  from  an 
anonymous  caller  and  suspicious  reports 
which,  after  initial  investigation,  were  found 
to  have  no  evidence  of  physical  abuse  or 
neglect,  but  were  in  need  of  other  assistance 
from  the  DCSS.  Successful  family  rehabilita- 
tion through  the  agency  involvement  was 
37%  and  30.8%  among  the  abuse  and  neglect 
cases  respectively.  n- 16 

The  following  changes  are  suggested  as 
essential  to  improve  the  present  program 
concerning  child  abuse  and  neglect  in 
Douglas  County: 

(1)  Legislation:  (a)  Better  definition  of 
child  abuse,  to  include  both  physical  and/or 

*From  the  Department  of  Pediatrics.  Creighton  University  School  of 
Medicine.  Omaha.  Nebraska. 

tFellow  — Community  Pediatrics. 
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psychological  abuse,  (b)  Better  methods  in 
the  initial  investigation  of  an  abuse  and/or 
neglect  case  combining  the  effort  of  the 
police  and  the  CPS.  At  the  present  time, 
when  the  police  department  finds  no 
evidence  of  physical  abuse,  no  further  follow- 
up is  done.  It  is  recommended  that  in  this 
situation  the  case  be  referred  to  the  CPS.  (c) 
More  accurate  screening  of  cases  to  be  re- 
ported to  the  registry  and  that  reported 
cases  proven  to  be  erroneous  upon  proper 
investigation  should  be  removed. 

(2)  Education:  Intensive  community,  pro- 
fessional, and  paraprofessional  education  pro- 
gram stimulating  greater  awareness  of  the 
severity  of  child  abuse  and  neglect  problems 
facing  our  modern  society. 

(3)  Management  Program:  Identification  of 
parents  who  have  the  potential  to  abuse 
through  the  use  of  valid  predictive  question- 
naires, or  related  techniques,  rather  than 
relying  on  the  after-the-fact  presence  of 
physical  and/or  x-ray  findings  in  the  victim 
to  institute  legal  or  rehabilitative  pro- 
cedures. n.  19  The  development  of  a hospital- 
based  multidisciplinary  Family  Crisis  Team, 
giving  easy  accessibility  for  families  needing 
immediate  help  from  an  acutely  overwhelm- 
ing situation. 19 

(4)  Family  Crisis  Forum:  A voluntary 

effort  by  community  groups  and  agencies  to 
foster  the  most  effective  use  of  available 
community  resources  to  decrease  child  abuse 
and  neglect  and  by  means  of  education,  both 
professional  and  lay,  increase  the  awareness 
of  the  magnitude  and  dimension  of  this 
problem.  Its  existence  is  of  vital  importance 
as  the  community  advisory  group  to  the 
Douglas  County  Child  Abuse  and  Neglect 
Program  and  should  continue  to  exist. 
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Recurrent  Purpura  With  a 
Positive  Rheumatoid  Factor 


Positive  agglutination  tests  for 
rheumatoid  factor  are  found  in 
a variety  of  diseases.  Most  com- 
monly, patients  have  obvious  stigmata 
of  rheumatoid  arthritis  but  when  ab- 
sent, other  less  frequently  encountered  con- 
ditions must  be  considered.  Sjogren’s 
syndrome,  with  or  without  polyarthritis,  is 
associated  with  a positive  rheumatoid  factor 
in  approximately  95%  of  cases,  often  in  high 
titer.  Other  connective  tissue  disorders  such 
as  systemic  lupus  erythematosus  and 
scleroderma  have  a higher  than  expected 
incidence  of  positive  tests.  In  subacute 
bacterial  endocarditis,  a number  of  patients 
have  been  described  in  whom  positive  re- 
actions occurred  with  active  disease,  convert- 
ing to  negative  with  cure  of  infection.  Liver 
disease,  sarcoidosis,  and  indolent  infections 
such  as  leprosy,  tuberculosis,  and  schisto- 
somiasis often  have  positive  agglutination 
tests. 

In  1943,  Waldenstrom  described  three 
female  patients  with  a clinical  syndrome  con- 
sisting of  recurrent  purpura  involving  the 
lower  extremities,  elevated  sedimentation 
rate,  and  increased  amount  of  gammaglobulin 
in  the  serum.  Later  cases  were  described  and 
found  to  have  a wide  based,  polyclonal  peak 
on  paper  electrophoresis,  and  when  methods 
were  available,  nearly  all  were  found  to  have 
rheumatoid  factor  activity,  some  with  titers 
as  high  as  1:64,000.  Significant  titers  per- 
sisted after  treatment  of  sera  with  0.1  M 
2-mercaptoethanal  which  is  known  to  dis- 
sociate large  19  S,  IgM  molecules,  the  usual 
proteins  responsible  for  agglutinating  latex 
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particles  coated  with  gammaglobulin  in  the 
well  known  slide  test  for  rheumatoid  factor. 
Ultracentrifugal  analysis  demonstrated  small 
intermediate  complexes  sedimenting  between 
7S  and  19S,  thought  to  represent  the  serum 
proteins  responsible  for  the  observed  clinical 
findings. 

Until  recently,  therapeutic  efforts  including 
corticosteroids  and  splenectomy  have  been  in- 
effective in  relieving  symptoms  or  altering 
the  serum  protein  patterns.  In  this  paper,  we 
would  like  to  present  a patient  who  had  a 
gratifying  response  to  immunosuppressive 
therapy  with  chlorambucil. 

Case  Report 

A 38  year  old  housewife  was  first  seen 
in  December  1972  complaining  of  re- 
current showers  of  reddish  spots  on  the 
legs  with  associated  tenderness  and  pe- 
ripheral edema  lasting  four  to  five  days 
over  the  preceding  six  months.  The 
attacks  were  often  precipitated  by  pro- 
longed standing  but  frequently  appeared 
spontaneously  at  intervals  of  two  weeks 
during  which  time  she  was  nearly  in- 
capacitated. With  fading  of  the  lesions, 
she  was  left  with  brownish,  slightly  in- 
durated spots  which  were  becoming  con- 
fluent. She  denied  joint  swelling,  kerato- 
conjunctivitis sicca,  xerostoma,  or  par- 
otid enlargement.  Exposure  to  cold  had 
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no  appreciable  effect.  Physical  ex- 
amination was  unremarkable  except  for 
the  presence  of  brownish  pigmen- 
tation and  scattered  red-brown  macules 
over  both  lower  extremities. 

Examination  of  the  blood  disclosed  a 
hemoglobin  of  13.4  grams%  and  a white 
cell  count  of  4,200  with  a normal  dif- 
ferential. Red  blood  cell  indices  were 
normal.  Sedimentation  rate  by  the 
Westergren  method  was  62  mm/hr. 
Platelet  count  was  475,000.  Flocculation 
test  for  rheumatoid  factor  was  positive  at 
a dilution  of  1:320.  IgG  rheumatoid  factor 
activity  was  present  at  a titer  of  1:128 
after  pepsin  digest  known  to  cleave  IgM 
antibodies  leaving  IgG  antibodies  intact. 
Immune  complexes  were  not  demon- 
strable. Antinuclear  antibodies  and  LE 
cells  were  likewise  absent.  Bone  marrow 
examination  showed  mild  plasmacytosis 
and  eosinophilia.  Immunoelectrophoresis 
revealed  a three  fold  elevation  of  im- 
munoglobulins A and  G but  normal  M. 
Special  protein  studies  showed  these 
elevations  to  be  polyclonal.  CHso  levels 
were  normal,  and  C 4 levels  were  slightly 
depressed. 

Over  the  next  few  months,  she  con- 
tinued to  have  severe  episodes  of 
purpura  involving  the  legs  occurring  at 
biweekly  intervals.  In  August  1973  chlor- 
ambucil was  initiated  at  a dosage  of  6 mg 
per  day  with  subsequent  decrease  in  the 
frequency  and  severity  of  attacks  to  the 
point  where  she  was  essentially  free  of 
symptoms.  Maintenance  therapy  was 
continued  at  a dosage  of  4 mg  per  day 
and  this  has  likewise  been  successful  at 
sustaining  remission.  Protein  studies 
were  repeated  after  three  months  of 
therapy  and  showed  a return  to  nearly 
normal  of  all  three  immunoglobulin  com- 
ponents. Temporary  cessation  of  therapy 
recently  because  of  leukopenia  was 
promptly  followed  by  a flare  of  lower  ex- 
tremity purpura  as  severe  as  the  initial 
attacks. 

Comment 

The  pathogenesis  of  hyperglobulinemic  pur- 
pura of  Waldenstrom  is  obscure.  Many  cases 
eventually  improve  spontaneously  and  are 
thus  benign.  There  is  an  increased  incidence 


of  connective  tissue  disorders  such  as 
systemic  lupus  erythematosus  and  Sjogren’s 
syndrome.  Several  cases  have  terminated  in 
lymphomas,  multiple  myeloma  and  even  a 
solitary  plasmacytoma  of  the  tongue.  It  is  in- 
teresting in  this  latter  regard  that  in  some 
cases  of  hyperglobulinemic  purpura,  the  im- 
munoglobulin peaks  are  found  to  be  mono- 
clonal, and  this  component  is  found  to  have 
rheumatoid  factor  activity.  In  another 
isolated  case  report,  removal  of  a thymic 
tumor  resulted  in  disappearance  of  purpura 
but  no  change  in  the  serum  proteins. 

Although  it  is  intriguing  to  postulate  that  it 
is  abnormal  serum  proteins  which  damage  the 
vessel  walls  and  allow  seepage  of  blood  into 
tissues,  skin  biopsy  studies  do  not  support 
this  conclusion  as  immunoflorescent  studies 
fail  to  show  gammaglobulin  in  or  around 
vessel  walls.  However,  necrotizing  vasculitis 
has  been  documented  and  a single  patient  has 
shown  Bic  the  marker  for  C3  in  the  vessel 
wall. 

Summary 

Recurrent  purpura,  an  elevated  sedimenta- 
tion rate  and  hyperglobulinemia  with  a 
positive  rheumatoid  factor  were  documented 
in  a woman  of  38  who  responded  to  treatment 
with  chlorambucil.  Because  of  the  diverse  in- 
terrelations of  other  diseases,  the  syndrome 
of  hyperglobulinemic  purpura  may  be  a 
response  to  multiple  etiologic  agents. 

POSITIVE  RHEUMATOID  FACTOR 

Rheumatoid  Arthritis 
Sjogren’s  Syndrome 
Systemic  Lupus  Erythematosus 
Scleroderma 

Subacute  Bacterial  Endocarditis 

Liver  Disease 

Sarcoidosis 

Leprosy 

Tuberculosis 

Schistosomiasis 

Case  Report 

38  year  old  female 

Recurrent  purpura  with  peripheral 
edema 
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Residual  pigmentation  of  the  legs 
Hemoglobin  of  13.4  grams%  , 

White  blood  count  4,200, 

Westergren  sedimentation  rate  62  mm/ 
hr. 

Platelet  count  475,000. 

IgM  rheumatoid  factor  1:320 
IgG  rheumatoid  factor  1:128. 

Immune  complexes  absent 


Antinuclear  antibody  negative 
Le  clot  negative 

Bone  marrow  examination  — mild  plas- 
macytosis  and  eosinophilia. 
Immunoelectrophoresis  — 

IgA  and  IgG  elevated  times  three 
IgM  normal. 

Special  protein  studies  — polyclonal 
CHoo  levels  normal,  C 4 slightly  low 


Primary  Carcinoma  of  The  Liver 


PART  II 

Diagnostic  Procedures 

A broad  spectrum  of  hematologic  changes 
may  be  seen  in  primary  hepatic  cancer.  How- 
ever, often  times  there  are  no  abnormal 
changes  and  the  hemogram  is  rarely  of  any 
diagnostic  significance.  Anemia  is  quite 
commonly  found.  Polycythemia  has  been  re- 
ported and  is  thought  possibly  to  be  due  to 
production  of  erythropoietin  by  the  tumor 
cells.19  Leukocytosis  may  be  seen  but  hyper- 
splenic  neutropenia  is  also  found.  Sherlock 
feels  that  in  a known  cirrhotic  patient  with 
no  evidence  of  infection,  leukocytosis  is  an  in- 
dication of  possible  malignancy. 28  Sedimenta- 
tion rate  is  often  increased  and  tends  to  rise 
even  higher  as  the  neoplasm  spreads.  Peery 
and  Miller  state  that  about  30  percent  of 
patients  with  primary  liver  cancer  exhibit  a 
noticeable  depression  in  blood  sugar.  19 
There  have  also  been  reports  of  nondiabetic 
patients  with  this  lesion  who  get  an  increase 
in  blood  sugar.  8 

Liver  function  studies  are  mostly  non- 
specific and  often  indicate  only  an  underlying 
cirrhosis.  In  noncirrhotic  patients  these  tests 
remain  unchanged  in  many  instances  until 
the  tumor  is  quite  extensive.  This  is  due  to 
the  liver’s  remarkable  reserve  capacity.  The 
alkaline  phosphatase  and  BSP  retention  are 
the  most  consistently  altered  liver  function 
tests.  *•  24-  26  The  serum  alkaline  phosphatase 
is  above  10  B.U.  in  75  percent  of  these 
patients  according  to  various  reports  and 
this  elevation  is  due  to  an  intrahepatic  ductal 
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obstruction.  610  Hypoproteinemia  is  not 
uncommon  and  there  is  a tendency  for  the 
albumin  to  be  decreased  and  the  globulin 
fraction  to  be  increased  with  a reversal  of 
the  A/G  ration.6  The  prothrombin  index  is 
frequently  reduced  and  serum  bilirubin 
levels  are  often  mildly  increased.  Other  liver 
function  tests  such  as  SCOT,  SGPT,  floccula- 
tion tests,  and  thymol  turbidity  are  fre- 
quently abnormal  but  are  nonspecific. 
Generally  speaking,  most  of  the  changes  seen 
in  the  liver  function  studies  can  be  at- 
tributed to  cirrhosis.  Metastatic  liver 
cancer,  as  well  as  other  liver  maladies,  can 
also  alter  these  tests.  Therefore,  these 
studies  may  be  helpful  but  are  not  primary 
tools  in  the  definitive  diagnosis  of  primary 
hepatic  carcinoma. 

One  of  the  more  recent  and  promising 
diagnostic  aids  is  serum  alpha-fetoprotein  de- 
termination. Alpha-fetoprotein  is  an  alpha- 
globulin  found  normally  in  human  fetal 
plasma  and  not  disappearing  until  approx- 
imately six  weeks  after  birth.  21  This  protein 
reappears  in  some  25  to  81  percent  of  those 
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with  primary  hepatoma,  with  most  reports 
being  approximately  50  percent.  15- 21  • 31> 33 

One  source  suggests  a racial  or  geograph- 
ical difference  in  results  with  50  to  80  per- 
cent of  the  sera  positive  for  alpha-fetoprotein 
in  African  patients  but  only  25  to  30  percent 
of  tests  positive  in  white  patients.33  Alpha- 
fetoprotein  is  found  in  some  90  percent  of 
children  under  one  year  of  age  wdth  primary 
hepatic  cancer  but  is  found  less  frequently  in 
elderly  patients. 21  However,  neonates  may 
normally  yield  a positive  test.  Evidently,  the 
hepatocellular  variety  of  primary  hepatic  car- 
cinoma is  more  frequently  positive  and  the 
alpha-fetoprotein  value  has  also  been  cor- 
related with  the  size  of  the  tumor.  31  In 
addition  to  its  diagnostic  value,  alpha-feto- 
protein determination  shows  promise  as  a 
guide  in  monitoring  the  effectiveness  of 
chemotherapy  or  irradiation.  It  is  also  used 
to  determine  if  surgical  resection  has  been 
complete  or  if  there  is  any  recurrence  of  a 
previously  resected  tumor.  However,  with 
this  tumor  specific  antigen  has  also  been 
found  to  be  positive  in  25  percent  of  patients 
with  embryonal  cell  carcinoma  of  the  testis, 
as  well  as  being  reported  rarely  in  associa- 
tion with  metastatic  liver  cancer,  pregnancy, 
and  acute  hepatitis.21 

Needle  biopsy  of  the  liver  may  give  a 
definitive  diagnosis  but  negative  results  in 
patients  with  hepatic  cancer  are  not  uncom- 
mon. Burdette  warns  that  punch  biopsy 
should  not  be  used  if  there  is  a chance  of  re- 
secting the  tumor  due  to  the  possibility  of 
hemorrhage,  bile  peritonitis,  or  cancer  dis- 
semination along  the  needle  tract.8  However, 
others  have  found  no  evidence  that  liver 
biopsy  is  more  hazardous  in  the  presence  of 
hepatic  malignancy. 6' 26  Some  have  used 
laparoscopy  combined  with  needle  biopsy 
with  good  success. 17  Associated  cirrhosis  can 
often  be  diagnosed  with  this  method  too. 
Celiotomy  with  open  biopsy  has  also  been 
used.  Perhaps  the  most  promising  method  is 
to  localize  an  area  by  laparoscopy  and  liver 
scan  followed  with  biopsy  of  the  suspected 
nodule.  On  rare  occasion,  aspiration  of 
pleural  or  peritoneal  fluid  will  yield  smears 
diagnostic  of  the  cancer.8 

Scintillation  scanning  of  the  liver  using 
radioisotopes  is  probably  the  single  most  use- 


ful technic  now  available  for  diagnosing 
liver  tumors.  Radioactive  technetium  sulfur 
colloid,  gold  colloid,  indium  colloid,  and 
others  have  been  used  successfully.  Using 
these,  the  tumor  shows  up  on  the  scan  as  a 
filling  defect.  Liver  scans  have  been  reported 
to  be  positive  in  80  to  95  percent  of  those 
with  liver  tumors.51525-27  Diagnostic  ac- 
curacy is  good  for  nodules  greater  than  2.5 
cm  but  generally  drops  off  rapidly  for 
smaller  lesions.10-24  Balasegaram,  however, 
reports  that  lesions  as  small  as  1.0  cm  have 
been  detected  using  Indium  113  scans.4  Cir- 
rhosis alone  has,  on  occasion,  caused  filling 
defects  on  liver  scans  but  use  of  75Se  seleno- 
methionine has  been  reported  to  enable  a 
positive  diagnosis.  In  one  series  this  same 
agent  was  also  successful  in  differentiating 
72  percent  of  hepatocellular  carcinomas  from 
other  histologic  types  of  liver  malignancy. 27 
As  has  previously  been  noted,  liver  scans  are 
also  very  useful  in  localizing  a suspicious 
area  of  liver  for  biopsy. 

Radiographically,  routine  chest  films  re- 
veal pleural  effusion,  lung  metastasis,  or 
elevation  of  the  right  dome  of  the  diaphragm 
by  the  tumor  mass.  Barium  studies  may 
show  displacement  of  viscera.  A skeletal 
survey  may  reveal  the  presence  of  bony 
metastases.  Angiographic  studies  may  also 
be  helpful.  Since  a liver  tumor  gets  its  blood 
supply  from  the  hepatic  artery,  splenoporto- 
gram yields  a filling  defect  surrounded  by 
opacified  liver.6  This  study  may  also  show 
portal  vein  obstruction  if  late  in  the  course  of 
the  disease.10  Aortography  reveals  the 
tumor  as  an  area  of  pooling  and  increased 
vascularity.6  These  angiographic  studies  are 
particularly  helpful  in  delineating  the  extent 
of  the  tumor  and  its  blood  supply  when 
surgical  resection  is  being  considered. 

Pathological  Types  and  Features 

There  are  a number  of  different  malig- 
nancies which  can  proliferate  in  the  liver. 
This  paper  is  primarily  concerned  with  those 
of  epithelial  origin.  These  include  the  hepato- 
cellular type,  cholangiocellular  type,  mixed 
hepatocellular  and  cholangiocellular  type,  and 
hepatoblastoma.  The  clinical  course  of  the 
disease  is  generally  the  same  for  all  of 
these.33  The  hepatocellular  carcinoma  is  the 
most  common  form  making  up  some  60  to  80 
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percent  or  more  of  all  primary  liver  car- 
cinomas.81719 Cholangiocellular,  or  bile 
duct,  carcinoma  is  the  next  most  frequent  in 
occurrence.  These  two  forms  can  also  be 
seen  together,  which  is  not  surprising  since 
the  liver  and  bile  duct  cells  both  have  the 
same  embrvologic  origin. 17  Hepatoblastoma 
is  relatively  rare  and  usually  affects  small 
children  when  it  occurs.  Benign  forms  of  liver 
cell  and  bile  duct  cell  tumors  occur  on  rare 
occasions.  Also  seen  are  sarcomas,  hemang- 
iomas, teratomas,  and  other  mesothelial 
tumors.  However,  by  far  the  most  common 
hepatic  tumor  is  that  which  has  metastasized 
to  the  liver  from  another  primary  site. 

In  the  late  19th  Century,  Hanot  and 
Gilbert  proposed  a subclassification  of  these 
primary  liver  carcinomas  based  on  their 
gross  pathology. 11  This  includes  a massive 
form,  a nodular  form,  and  a diffuse  form.  The 
massive  form  may  attain  a large  size,  replac- 
ing part  or  all  of  a major  hepatic  lobe  and 
displacing  adjacent  extrahepatic  structures. 
In  this  type,  there  is  usually  a single  large 
tumor  mass  often  with  smaller  nodules  at  its 
periphery.  The  nodular  form  consists  of 
multiple  discrete  nodules  of  varying  size. 
However,  this  form  never  reaches  the  size  of 
the  massive  form.  Smaller  nodules  may  be 
present  in  a satellite  fashion  around  larger 
nodules  or  may  be  widely  distributed.  There 
has  been  some  disagreement  as  to  whether 
these  represent  intrahepatic  metastasis  or 
multicentric  sites  of  origin.  However, 
Burdette  states  that  the  tumors  are 
generally  felt  to  be  unicentric  with  intra- 
hepatic spread.8  In  the  diffuse  form,  there  is 
no  specific  circumscribed  tumor  but  rather  a 
wide,  diffuse  involvement  of  the  liver  with 
replacement  of  the  parenchyma. 

Primary  hepatic  malignancies  are  usually 
large  when  discovered  and  more  commonly 
involve  the  right  than  the  left  lobe  of  the 
liver.  However,  both  lobes  are  affected  in 
many  cases.  The  liver  itself  is  usually  en- 
larged especially  when  there  is  no  associated 
cirrhosis.  The  liver  may  be  nodular  due  to 
tumor  or  associated  cirrhosis.  Since  these 
neoplasms  usually  have  little  stroma,  their 
tumor  nodules  are  softer  than  the  regener- 
ative nodules  of  cirrhosis  or  the  nodules  of 
most  other  carcinomas. 11  Furthermore, 
metastatic  cancer  to  the  liver  tends  to  have 


an  umbilicated  surface  whereas  primary 
hepatic  tumors  bulge  from  the  surface.2' 
The  tumor  itself  is  usually  yellowish  or  tan 
but  can  exhibit  a wide  variety  of  colors, 
especially  if  hemorrhage  and  necrosis  have 
occurred.1117  There  is  commonly  bile 
present  in  small  amounts  within  the  tumor, 
though  this  is  not  always  the  case.  Bile  may 
also  show  up  in  tumor  metastases.1  Venous 
intrusion  is  the  rule  and  tumor  thrombi  may 
be  found  in  either  portal  or  hepatic  veins, 
thus  contributing  to  intrahepatic  metastasis. 
The  vena  cava  may  also  be  involved  allowing 
dissemination  of  cancerous  cells  to  the  lungs 
and  elsewhere.  The  tumor  can  also  cause 
extrinsic  pressure  on  the  portal  vein  result- 
ing in  venous  stasis  and  a non-neoplastic 
thrombus.  Subsequently,  the  sudden  onset  of 
symptoms  related  to  portal  hypertension  can 
occur. 11 

Microscopically,  the  hepatocellular  variety 
of  primary  liver  carcinoma  will  be  empha- 
sized since  it  is  easily  the  most  common.  This 
tumor  exhibits  a somewhat  broad  range  of 
cellular  structure  and  function.  Characterist- 
ically, “some  degree  of  differentiation  is  re- 
tained since  storage  of  lipid  and  production 
of  glycogen  as  well  as  bile  are  evident.”8 
However,  the  stored  lipid  is  usually  scanty 
compared  to  the  amount  in  surrounding  liver 
parenchyma. 11  Glycogen  storage  is  most 
commonly  less  than  that  of  the  normal  liver 
tissue.  It  has  been  suggested  that  the 
glycogen  which  is  present  in  the  tumor  cells 
may  not  be  available  for  glucose  formation 
resulting  in  the  hypoglycemia  which  is  seen 
in  some  cases.3  There  are  generally  few 
Kupffer  cells,  and  distribution  of  those 
present  is  irregular.11  Some  hepatomas  have 
giant  cells  which  help  in  distinguishing  them 
from  metastatic  cancer  to  the  liver.26 

Atypical  cytoplasm,  as  well  as  bizarre 

nuclear  patterns,  are  also  seen.  A prominent 
feature  of  cholangiocellular  carcinoma  is  the 
presence  of  acini  of  various  sizes  with  mucin 
production.  Hepatoblastomas  are  character- 
ized by  small,  often  loosely  arranged, 

anaplastic  cells. 

A trabecular  or  papillary  growth  pattern  is 
seen  most  often  in  hepatomas.  There  is 
sparse  stroma,  but  that  which  is  present 
accounts  for  lobulation  of  the  tumor. 

Alveolar  patterns  or  tumors  with  no  distin- 
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guishable  pattern  at  all  may  also  be  found.11 
There  is  commonly  a pseudocapsule  at  the 
periphery.8 

Metastasis 

Intrahepatic  metastasis  of  primary  hepatic 
cancer  occurs  early  due  to  the  invasion  of 
hepatic  and  portal  veins.  The  tumor  cells  can 
then  proceed  to  the  vena  cava  and  to  the 
heart  and  lungs.  Extrahepatic  metastases  are 
frequent,  occurring  in  48  to  73  percent  of 
cases.172326  The  most  common  site  of 
distant  metastasis  is  to  the  lungs.1817  The 
next  most  frequent  area  is  to  the  portal, 
hilar,  retroperitoneal,  and  mesenteric  lymph 
nodes.1  The  skeleton  and  brain  are  not  in- 
frequently involved.  Direct  extension  of  the 
tumor  to  the  gallbladder,  diaphragm,  pleura, 
stomach,  duodenum,  and  adrenal  glands  have 
been  reported. L 17  Other  possible  sites  in- 
clude pancreas,  colon,  kidney,  mediastinum, 
thyroid,  spleen,  skin,  heart,  skeletal  muscle, 
and  parotid  glands.  Peritoneal  seeding  may 
be  found  but  is  less  common  than  with 
primary  cancers  of  other  abdominal  organs.  8 

Treatment,  Results  and  Prognosis 

Almost  all  sources  agree  that  the 
treatment  of  choice  for  primary  hepatic  car- 
cinoma is  surgical  resection  of  the  lesion. 
And,  indeed,  this  is  the  only  hope  for  cure  at 
the  present  time.  Hepatectomies  for  the 
treatment  of  tumors  were  attempted  as  early 
as  the  late  19th  and  early  20th  centuries.10 
Until  recent  years,  results  were  variable  and 
not  impressive.  With  the  advent  of  better 
operative  technics  and  an  improved  under- 
standing of  the  anatomy  of  the  liver,  out- 
comes and  survivals  are  improving.  The  old 
concept  that  the  liver  is  divided  into  right 
and  left  lobes  by  the  falciform  ligament  has 
been  disproven  by  plastic  injection  studies.14 
These  studies  showed  that,  in  actuality,  the 
dividing  plane  runs  inferiorly  from  the  fossa 
of  the  gallbladder  to  the  fossa  of  the  inferior 
vena  cava  superiorly.714  The  right  lobe  is 
subdivided  into  an  anterior  and  posterior 
segment  and  the  left  lobe  into  a lateral  and 
medial  segment.7  With  this  information, 
lobectomies,  segmental  resections,  and  even 
subtotal  resections  are  done.  Other  studies 
have  shown  that  up  to  80  to  90  percent  of 
the  human  liver  can  be  resected  with 
eventual  return  of  normal  liver  function 


providing  the  remaining  liver  tissue  is 
normal. 1726  However,  the  surgeon's  goal 
should  be  to  resect  the  tumor  (with  margins) 
in  its  entirety  and  not  to  remove  a particular 
segment  or  lobe.  The  amount  of  liver  re- 
sected also  depends  somewhat  on  the  line  of 
ischemia  which  appears  following  ligation  of 
either  the  right  or  left  hepatic  artery.7  Prior 
to  surgery,  celiac  or  hepatic  arteriograms  are 
helpful  in  demarcating  the  blood  supply  of 
the  tumor  and  outlining  any  anatomical 
variation  of  the  arteries.29  Hepatic  re- 
sections have  also  been  performed  for 
primary  gallbladder  cancer  as  well  as 
metastatic  liver  lesions. 

Lin  lists  certain  criteria  which  should  be 
met  before  surgery  is  indicated.  16  First,  the 
patient  should  be  in  good  enough  general 
condition  to  make  the  operation  a reasonable 
risk.  There  should  be  no  evidence  of 
metastases.  If  a palpable  liver  mass  is 
present,  it  should  be  apparently  limited  to  a 
single  lobe  and  the  other  lobe  should  not  be 
nodular  or  cirrhotic  on  palpation.  Liver 
function  studies  should  be  near  normal. 
Ascites  or  jaundice  must  be  minimal  or, 
preferably,  absent.  Once  inside  the  ab- 
dominal cavity,  a nodular  or  massive  lesion 
limited  to  one  lobe  with  no  metastatic 
nodules  nor  severe  cirrhosis  in  the  other  lobe 
are  necessary  before  considering  lobectomy. 
With  severe  cirrhosis,  lobectomy  is  definitely 
contraindicated.  If  a moderate  degree  of  cir- 
rhotic change  is  present,  left  but  not  right 
hepatic  lobectomy  can  be  undertaken.  Mild 
or  no  cirrhosis  allows  resection  of  either 
lobe.  At  the  time  of  hepatectomy  it  is 
necessary  that  the  remaining  segments  have 
an  adequate  blood  supply,  venous  drainage, 
and  a bile  duct  in  order  to  function 
properly.16  The  only  time  hepatectomy  is 
considered  in  advanced  cirrhosis  is  possibly 
for  palliative  excision  of  a large  painful 
mass.29  Following  these  criteria  in  a series 
of  121  patients  with  primary  liver  carcinoma, 
Lin  found  operability  and  resectability  rates 
of  75.2  and  46.1  percent  respectively. 16 
Others  have  found  these  rates  to  be 
somewhat  lower. 4' 15' 17 

Certain  complications  may  be  encountered 
during  surgery  and  in  the  postoperative 
course.  Bleeding,  air  embolism,  and  cardiac 
arrest  are  the  most  commonly  reported 
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operative  problems,  with  bleeding  being  the 
cause  of  most  operative  deaths.  16  Blood  re- 
quirements usually  range  from  1.5  to  4.7 
pints,  with  right  hepatic  lobectomy  usually 
requiring  more  than  left  lobectomy. 7- 16  Pro- 
longed brain  anoxia  has  also  occurred.  Most 
of  the  postoperative  problems  occur  in  cir- 
rhotic patients.  These  include  fever  due  to 
pleural  effusion,  ankle  edema,  ascites, 
general  malaise,  hypoproteinemia,  and  sep- 
sis.1516 Abnormal  liver  function  studies  are 
frequent  but  are  usually  transient,  especially 
in  the  noncirrhotic  group. 

Reports  on  operative  mortality  vary  from 
10  to  35.8  percent.716  Five  year  survival 
rates  following  hepatectomy  have  generally 
been  approximately  20  percent. 1-  15‘  16-  17 
Foster,  however,  in  reviewing  the  literature 
noted  a five  year  survival  rate  of  only  14 
percent  following  resection.9  A review  of 
world  literature  from  1890  to  1962  yielded  20 
cases  with  survival  rates  greater  than  3 
years. 17  There  have  been  other  isolated  re- 
ports of  5 to  10  year  survivals  after 
surgery.101617  In  1953,  Quattlebaum  sug- 
gested a "second  look  procedure”  in  which 
patients  are  reexplored  periodically  after  the 
initial  resection.22  Others  have  also  ad- 
vocated reexploration  at  8 to  12  month 
intervals  until  no  tumor  is  found. 10 

Total  liver  replacement  was  formerly 
thought  to  be  a promising  form  of  treatment 
in  primary  hepatic  carcinoma.32  However, 
only  2 of  12  patients  undergoing  orthotopic 
hepatic  transplantation  for  hepatoma  in 
Denver  survived  over  one  year  and  no 
survivors  were  reported  at  2 years.  Only  5 of 
the  12  patients  were  alive  at  2 months  post- 
operatively  and  all  five  had  developed  carci- 
nomatosis. 30  In  some  the  tumor  had  even  in- 
vaded the  hepatic  homograft. 12  Groth  and 
Starzl  feel  that  this  rapid  metastasis  may 
possibly  be  due  to  loss  of  "immunologic  sur- 
veillance” which  eradicates  or  impedes  the 
grow'th  potential  of  mutant  cells.  They  go  so 
far  as  to  say  that  the  “high  incidence  of 
tumor  recurrence  has  dampened,  if  not 
eliminated,  enthusiasm  for  liver  replacement 
as  treatment  of  malignant  hepatic  disease.”  12 

Ligation  of  the  tumor’s  arterial  blood 
supply  w'ith  or  without  infusion  of  chemo- 
therapeutic agents  and  irradiation  are  other 
therapeutic  regimens  which  have  been  tried. 


Chemotherapy,  using  mainly  methotrexate 
and  5-FU  has  overall  been  disappointing, 
though  there  have  been  some  reports  of 
temporary  regression.18  24  One  source  sug- 
gests the  use  of  chemotherapy  after  hepatic 
lobectomy  if  the  serum  alpha-fetoprotein 
level  is  elevated  in  spite  of  normal  liver 
function  studies.31  Balasegaram  has  used 
ligation  of  the  tumor’s  arterial  blood  supply 
alone  in  nonresectable  cases  and  has  had 
several  patients  who  survived  6 to  15 
months.4  Phillips  reported  on  26  cases 
treated  by  radiotherapy.  In  some  patients 
there  was  marked  regression  of  the  malig- 
nancy and  excellent  symptomatic  improve- 
ment. The  average  survival  time  was  12 
months.20  However,  irradiation  is  generally 
felt  to  be  of  little  value  because  liver 
tolerance  to  irradiation  is  in  a subcancerici- 
dal  dose  range.  In  addition,  the  lesion  itself 
is  usually  not  very  sensitive  to  radiation.24 

Overall,  the  prognosis  is  poor  and 
relatively  few  cures  have  been  recorded.  Al- 
most all  die  within  one  year  from  the  onset 
of  symptoms. 11  The  most  common  cause  of 
death  in  primary  hepatic  carcinoma  is 
hepatic  insufficiency  and  failure.81117  Other 
causes  include  portal  vein  thrombosis,  intra- 
peritoneal  hemorrhage,  bleeding  varices, 
metastases,  and  superimposed  infection.811 
However,  with  better  diagnostic  aids  leading 
to  earlier  discovery  and  with  better 
operative  technics,  the  future  for  treatment 
of  primary  liver  tumor  looks  more  promising. 

Summary 

Primary  carcinoma  of  the  liver  is  a 
relatively  rare  disease  in  the  United  States 
and  Europe.  It  is  also  difficult  to  recognize, 
one  reason  being  that  an  underlying  cirrhosis 
often  masks  it.  Subsequently,  most  lesions 
are  discovered  when  they  are  no  longer 
curable.  However,  with  improved  liver  scan- 
ning and  the  development  of  serum  alpha- 
fetoprotein  determinations,  earlier  diagnosis 
should  be  possible.  If  found  early  enough, 
primary  hepatic  tumors  can  be  surgically  re- 
sected. In  fact,  at  the  present  time 
hepatectomy  is  the  sole  hope  for  cure.  There 
have  been  a number  of  prolonged  survivals 
following  surgery  reported  in  the  literature. 
In  general,  however,  the  prognosis  is  still 
poor.  With  greater  experience  and  advancing 
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technics,  the  outlook  for  patients  with 
primary  liver  carcinoma  will  hopefully  im- 
prove. 

This  paper  has  presented  a case  report  of 
a 65  year  old  lady  who  underwent  total  left 
lobe  and  partial  right  lobe  resection  for  a 
primary  malignant  hepatoma  in  1962.  She  is 
still  living  at  the  time  this  paper  is  presented 
for  publication,  more  than  12  years  after 
operation.  It  is  our  opinion  that  the  defect  on 
the  liver  scan  represents  lack  of  liver  tissue 
rather  than  evidence  of  any  recurrent 
metastatic  tumor.  Ten  year  survivals  follow- 
ing subtotal  hepatectomy  for  primary 
hematoma  are  extremely  rare. 
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The  Electroconvulsive 
Treatment  of  Depression 


AS  modern  psychiatric  treatments 
go,  electroconvulsive  therapy 
-(ETC)  is  fairly  old.  Convulsive 
therapy  was  first  used  in  Hungary  by 
Meduna  and  reported  in  the  literature  in 
1935.  The  rationale  behind  all  convulsive 
therapy  was  the  empirical  observation  that 
schizophrenia  and  epilepsy  did  not  occur  to- 
gether (which  is  not  true),  and  that  psychotic 
symptoms  tended  to  disappear  temporarily 
in  patients  who  had  suffered  spontaneous 
seizures.11  It  was  only  a short  time  until 
methods  of  artificially  induced  convulsions 
were  tried.  Insulin  coma  therapy  introduced 
about  the  same  time  was  observed  to  pro- 
duce convulsions  occasionally,  but  this  was 
considered  a dangerous  side-effect. 

Meduna’s  initial  work  centered  on  an 
emulsion  of  25%  camphor  in  oil  injected 
intravenously.  Unfortunately,  the  resulting 
convulsions  were  of  variable  intensity  and 
occurred  anywhere  from  a few  minutes  to 
two  hours  after  the  injection.  This  combina- 
tion was  replaced  by  a synthetic  camphor 
(Cardiazol  in  the  European  literature; 
Metrazol  in  the  American).  This  was  still  un- 
satisfactory as  the  patient  experienced  an  un- 
pleasant sensation  of  impending  death  in  the 
minutes  prior  to  the  convulsion.  In  1957, 
Krantz  and  Kurland  introduced  an  inhalant, 
Indoklon,  which  produced  convulsions.  A 
tight-fitting  face  mask  was  essential  to  pre- 
vent the  attending  staff  from  participating  in 
the  treatment.  An  intravenous  form  was  sub- 
sequently developed.  The  pharmacologically 
induced  convulsions  differ  from  electrical  or 
spontaneous  ones  in  that  the  tonic-clonic 
phase  is  preceded  by  clonic  movements.7 

With  their  undesirable  side  effects  and  dif- 
ficulties in  administration,  the  pharmacologic 
agents  have  given  way  to  electric  shock  as 
the  standard  means  of  inducing  therapeutic 
convulsions.  The  technique  of  electric  shock 
developed  by  Cerletti  and  Bini  in  1938  is  still 
used. 4 A 60  cycle/second  alternating  current 
is  applied  at  voltages  of  70  to  170  volts  for 
periods  from  one-tenth  second  to  one  second. 


JAMES  W.  WENGERT,  M.D. 
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The  amount  of  current  required  varies  con- 
siderably from  patient  to  patient.  Older 
patients  generally  have  higher  thresholds 
than  younger  ones,  possibly  due  to  thinning 
of  the  connective  tissue  between  the  cranial 
vault  and  brain  and  also  possibly  because  of 
cortical  atrophy;  women  have  a slightly 
higher  threshold  than  men.  Applying  more 
current  than  is  required  seems  to  do  no 
harm,  while  too  little  current  will  fail  to  pro- 
duce a convulsion.  As  a rule,  we  start  the 
treatment  with  about  150  volts  at  one-half 
second  and  the  voltage  and  time  is  increased 
as  necessary.  Some  therapists  like  to 
decrease  the  voltage  and  time  a bit  after  a 
few  treatments  to  the  minimum  required, 
but  there  is  no  special  advantage  in  doing  so. 

It  is  well  known  that  a definite  tonic-clonic 
phase,  a convulsion,  must  occur  for  the  treat- 
ment to  be  effective.  This  may  not,  however, 
be  cause  and  effect  related  in  the  sense  that 
the  convulsion  may  be  a by-product  of  the 
central  encephalic  activity  of  ECT. 

Originally,  electroconvulsive  therapy  was 
given  without  anesthetic.  It  was  suggested 
by  the  analytical  schools  that  the  fear  of 
death  in  the  seconds  preceding  shock  which 
rendered  the  patient  unconscious  was 
partially  responsible  for  the  therapeutic 
effect.  This  view  is  no  longer  so  widely  held. 
It  is  now  thought  that  alterations  of  neuronal 
membrane  permeability  is  the  mode  of 
action.  This  is  consistent  with  the  catechola- 
mine hypothesis  of  decreased  circulating 
norepinephrine  in  depressed  patients. 

It  is  known  that  ECT  increases  synthesis 
and  utilization  of  norepinephrine  and 
tyrosine  hydroxylase  in  rats.  Catecholamine 
depleting  or  potentiating  drugs  are  discon- 
tinued well  in  advance  of  treatment. 
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It  is  now  common  practice  to  anesthetize 
the  patient  with  50  to  100  mgm.  of  sodium 
methohexital,  an  ultrashort-acting  barbitu- 
rate, given  by  slow  I.V.  push  and  followed 
after  the  patient  is  asleep,  by  20  to  40  mgm 
of  succinylcholine  as  a muscle  relaxant  to  re- 
duce the  intensity  of  the  convulsion. 

The  maximum  effect  of  succinylcholine  is 
achieved  about  90  seconds  after  injection  and 
wears  off  completely  in  four  minutes  or  so. 
The  diaphragm  is  paralyzed  for  only  about  a 
minute.  The  effects  of  the  methohexital 
wears  off  very  shortly  after  the  treatment. 
Since  succinylcholine  releases  cellular  potas- 
sium, hyperkalemic  patients  are  at  risk  for 
cardiac  arrythmias  and  pre-ECT  sodium  and 
potassium  levels  are  a useful  precaution. 
Barbiturates  are  contraindicated  in  patients 
with  porphyria. 

After  the  succinylcholine  is  given  a soft,  but 
firm,  mechanical  airway  is  inserted  in  the 
patient’s  mouth  to  aid  his  breathing,  make 
possible  bag  breathing  if  necessary,  and  pro- 
tect against  tongue  biting.  Oxygen  and  bag 
breathing  are  usually  not  necessary  but 
should  be  available.  Preoxygenation  for  30  to 
45  seconds  before  the  shock  is  recommended 
in  patients  with  known  coronary  artery 
disease  as  it  reduces  the  likelihood  of  cardiac 
ischemia  and  arrythmias. 10  Atropine  sulfate 
grains  1/150  given  I.M.  about  45  minutes 
before  treatment  prevents  salivary  aspira- 
tion and  block  cholinergic  discharge  during 
treatment  and  is  used  routinely. 12 

Standard  procedure  also  includes  nothing 
by  mouth  after  midnight  with  special  precau- 
tion in  the  morning  to  keep  the  dry, 
atropinized  patient  from  the  water  fountain. 
The  bladder  should  be  emptied  before  treat- 
ment. Especially  also  dentures,  bridges,  hair 
pieces,  and  other  loose  items  are  removed 
before  treatment. 

The  indications  for  electroconvulsive  ther- 
apy are  quite  specific.  It  should  be  noted 
that  before  the  age  of  psychotropic  medica- 
tion, ECT  was  used  for  almost  every 
psychiatric  disorder  imaginable.  Currently, 
its  use  is  restricted  to  severe  depressions  of 
the  endogenous,  exogenous,  manic-depres- 
sive, or  involutional  type.  It  is  also  used  in 
anorexia  frequently  seen  as  the  principal 
manifestation  of  depression  in  geriatric 


patients  and  schizophrenia  that  does  not 
respond  to  psychotropic  medications,  par- 
ticularly the  catatonic  type.  In  general  then, 
a more  inclusive  statement  is  that  disturb- 
ance of  activity  and  affect  respond  best  to 
ECT. 

The  number  of  treatments  required  varies 
considerably  depending  on  the  patient  and 
the  disorder.  In  most  depressions,  improve- 
ment will  be  noted  after  two  or  three  treat- 
ments and  continued  until  good  response  is 
achieved,  usually  after  about  ten  to  twelve 
altogether.  It  is  a good  idea  to  continue  with 
two  or  three  more  treatments  as  a precau- 
tion against  early  relapse  which  occurs  if  too 
few  are  given.  In  catatonic  schizophrenia  a 
response  may  not  be  seen  until  15  or  20 
treatments  have  been  given  and  a maximum 
of  20  to  40  may  be  required. 

The  contraindications  for  ECT  are  few. 
The  only  absolute  contraindication  is  a space- 
occupying  intracranial  lesion.  Relative  con- 
traindications are  a recent  myocardial  infarc- 
tion, an  aortic  aneurysm,  and  possibly 
tuberculosis.  Except  for  recent  infarcts  (less 
than  one  month  old),  ECT  is  safe  in  cardiac 
patients  and  it  is  far  safer  than  the 
anti-depressant  medications  whose  strong 
anticholinergic  (arrythmic)  properties  make 
them  contraindicated.  Pregnancy  is  not  a 
contraindication,  or  is  age,  although  ECT  is 
rarely  given  to  children. 7 

A few  words  should  be  said  about 
potential  complications.  Long  bone  and  spinal 
fractures  can  occur  during  the  convulsion, 
but  are  rarely  seen  since  the  widespread  use 
of  muscle  relaxants  such  as  succinylcholine. 
The  pre-ECT  workup  should  include  x-rays 
of  the  long  bones  and  spine  to  check  for  the 
not-uncommon  finding  of  pre-existing  frac- 
tures, particularly  vertebral  compression 
fractures.  This  is  extremely  useful  from  a 
medical-legal  standpoint.  The  most  common 
ECT  induced  fracture  is  the  compression 
fracture  of  the  fourth  or  fifth  thoracic 
vertebrae.7 

Rarely  a patient  is  seen  with  a dangerous 
inability  to  metabolize  succinylcholine  leading 
to  a prolonged  paralysis.  Consequently,  an 
ECT  workup  includes  a dibucaine  test  and  a 
cholinesterase  activity  level.  Where,  how- 
ever, treatment  must  be  started  without 
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delay,  a very  low  test  dose  of  2 mgm.  of 
succinylcholine  I.V.  can  be  given  testing  the 
patient’s  ability  to  lift  his  head  off  the  bed 
against  pressure  on  the  forehead. 

Arrythmias  rarely  occur  but  a defibrillator 
should  be  available.  The  mortality  rate  for 
ECT  is  very  low,  about  .03%  . 

One  beneficial  result  of  ECT  is  the  gradual 
reduction  of  blood  pressure  during  the 
course  of  treatment  and  sometime  there- 
after. This  is  helpful  in  the  depressed  hyper- 
tensive patients.  A transient,  but  marked,  in- 
crease of  60  to  80  mm  Hg  systolic  pressure 
and  10  to  20  mm  Hg  diastolic  pressure  does 
occur  during  the  convulsion  proper. 

The  most  common  side  effects  of  ECT  are 
confusion  and  both  retrograde  and  antegrade 
memory  loss  for  the  events  surrounding  the 
treatment  course.  Confusion  and  disorienta- 
tion tend  to  last  from  a few  minutes  to  an 
hour  or  two  after  awakening.  During  a long 
course  of  treatment,  the  periods  of  confusion 
lengthen  until  the  patient  may  be  confused 
much  of  the  time  and  show  signs  of  organic 
brain  syndrome.  After  the  course  of 
treatment  ends,  both  the  confusion  and 
memory  loss  clear  within  a few  days.  Some 
patients  do  complain  of  permanent  memory 
loss  for  the  period  surrounding  their  ECT, 
but  this  side  effect  has  been  grossly  over- 
emphasized. In  patients  who  have  com- 
plained of  residual  memory  loss  following 
ECT,  extensive  interviews  with  the  patient 
and  family  have  frequently  shown  that  the 
patient  has  never  had  a very  factual  detailed 
memory  to  begin  with.  The  number  of 
persons  in  professions  highly  dependent  on 
memory  such  as  physicians,  lawyers  and 
accountants,  testifies  to  the  lack  of  any 
permanent  impairment. 

There  has  been  a controversy  in  the  pro- 
fession over  the  last  decade  as  to  the  desira- 
bility of  unilateral  vs  bitemporal  placement 
of  the  ECT  electrodes.  Bitemporal  placement 
has  been  the  standard  protocol  for  decades, 
but  recent  authors  have  suggested  that  less 
confusion  and  memory  impairment  occur  if 
the  electrodes  are  placed  unilaterally  over 
the  nondominant  cerebral  hemisphere.3-5 
These  findings  have  not  been  confirmed  by 
all  investigators  and  the  unilateral  method 
seems  to  require  a few  more  treatments  to 


effect  the  same  degree  of  improvement  as 
the  bitemporal  method. 12-6-8-9- 13  Pending 
further  evidence,  we  continue  to  use  the  bi- 
temporal protocol.  In  comparing  treatment 
modalities,  ECT  is  to  be  preferred  over  anti- 
depressant medications  in  severely  de- 
pressed patients,  especially  if  they  are 
suicidal  and  in  patients  whose  cardiac  status 
precludes  the  use  of  antidepressants.  When 
getting  the  patient  well  quickly  is  the  major 
concern,  ECT’s  speed  of  effect  is  a factor 
over  medications.  For  outpatient  treatment 
of  milder  depressions,  antidepressants  are 
still  the  treatment  of  choice.  ECT  in  the 
schizophrenias,  as  mentioned  above,  should 
be  restricted  to  patients  who  have  not  re- 
sponded to  generous  doses  of  anti-psychotic 
medications.  As  a rule  of  thumb,  Davis  notes 
that  about  30%  of  depressed  patients  who 
fail  to  respond  to  medications  will  respond  to 
ECT. 

The  purpose  in  writing  this  brief  review  is 
to  advocate  the  extended  use  of  treatment 
that  has  become  publicly  controversial  and 
subject  to  many  myths.  Undoubtedly,  in  the 
late  1930s  and  early  1940s  the  lack  of  many 
successful  treatments  in  psychiatry  promp- 
ted the  extension  of  ECT  to  many  question- 
able cases.  They  resulted  in  an  unfortunate 
“state  hospital  assembly  line”  picture  in  the 
eyes  of  the  public.  This  was  coupled  with  the 
lack  of  pretreatment  anesthesia  and  hard 
convulsions.  With  modern  treatment  meth- 
ods, it  cannot  be  emphasized  strongly  enough 
that  the  patient  will  not  consciously 
experience  the  treatment.  Today  the  indica- 
tions for  ECT  are  more  logically  and 
correctly  understood.  The  use  of  the 
ultra-short  barbiturates  and  muscle  relaxants 
make  the  procedure  brief,  smooth,  humane, 
and  the  treatment  of  choice  in  depression  and 
psychotic  disorders  with  the  ever  present 
specter  of  suicide. 
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President's  Page 


At  a recent  meeting  I was  sitting  beside  a 
physician  who  has  long  been  critical  of  the 
American  Medical  Association  and  much  of 
organized  medicine  in  general.  The  dis- 
cussion turned  upon  certain  actions  of  the 
AMA,  when  he  announced  to  the  meeting 
that  “it  is  important  that  we  support  the 
American  Medical  Association.  It  is  the  only 
group  that  can  speak  for  us  at  the  national 
level,  and  without  them  there  would  be  no 
one  to  do  anything  for  us.”  Although  I have 
not  agreed  with  this  man  on  everything,  I 
have  always  respected  his  integrity  and  the 
sincerity  with  which  he  held  his  position.  His 
statement  was  all  the  more  meaningful 
because  of  this. 

I hope  there  are  many  physicians  who 
have  come  to  think  this  way.  I know  all  of  us 
applaud  the  recent  aggressiveness  of  the 
American  Medical  Association  in  its  success- 
ful challenge  to  the  social  planners  in 
Washington  who  would  erode  our  profession. 
Unity  in  the  AMA  does  not  necessarily  imply 
agreement  with  every  policy  and  action. 
Each  member  has  an  obligation  to  look  at  his 
Association  objectively  now  and  then  and  to 
share  in  the  efforts  to  correct  those  attitudes 
and  actions  with  which  he  finds  fault.  Real 
achievements  have  been  hammered  out  in 
the  fires  of  disagreement,  and  today  is  no 
exception.  As  Thomas  Paine  wrote  two 
hundred  years  ago,  these  are  indeed 
soul-trying  times,  and  we  cannot  avoid  the 
conflicts  which  they  bring.  However,  the 
conflicts  give  us  an  opportunity  to  speak 
aggressively  for  what  we  believe,  and  we 
must  never  fail  to  do  this. 


J, 


I wonder  constantly  how  our  social 
planners  can  be  so  blind  as  to  not  see  the 
examples  of  the  failures  of  government- 
managed  medicine  all  around  the  world.  The 
only  alternative  is  to  believe  the  worst  — 
that  they  are  indeed  embarking  on  a clever, 
calculating,  and  vicious  campaign  to  destroy 
a profession  whose  effectiveness  is  beyond 
compare  in  all  the  world.  No  one  should 
doubt  that  this  is  a bitter  fight,  and  we  are 
fighting  against  what  appear  to  be  unlimited 
resources  in  time,  people  and  money  ( our 
money).  I hope  we  can  stay  with  it:  Even  if 
we  win,  few  people  will  ever  know  what  was 
really  saved. 

Warren  Bosley,  M.D. 
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Medicinews  . . 


Name  change. 

The  official  publication  of  the  American 
Association  of  Suicidology  has  changed  its 
title  from  Life-Threatening  Behavior  to 
Suicide. 


Social  and  rehabilitation  service. 

The  Department  of  Health,  Education,  and 
Welfare  has  published  final  regulations  which 
redefine  the  level  of  care  required  for  care  in 
skilled  nursing  facilities  under  Medicare  and 
Medicaid. 

The  regulations,  adopted  substantially  in 
the  same  form  as  proposed  by  the  Social 
Security  Administration  on  June  3,  1975, 
implement  section  247  of  PL  92-603,  the 
Social  Security  Amendments  of  1972. 

Prior  to  these  amendments,  a Medicare 
patient  must  have  needed  continuing  skilled 
nursing  services  to  be  eligible  for  extended 
care  benefits. 

Under  Medicaid,  states  had  been  per- 
mitted to  establish  their  own  criteria  for 
determining  which  patients  qualified  for  care 
in  a skilled  nursing  facility. 

Under  the  new  regulations  to  be  applied  to 
Medicaid  and  Medicare  patients  alike,  people 
must  require  skilled  nursing  or  other  skilled 
rehabilitation  services  on  a daily  basis  to  be 
eligible  for  care  in  a skilled  nursing  facility. 
The  new  regulation  thus  broadens  the 
criteria  to  be  used  in  determining  Medicare 
patients’  eligibility  for  care  in  a skilled 
nursing  facility.  Changes  in  the  eligibility  of 
Medicaid  patients  for  care  in  skilled  nursing 
facilities  will  depend  on  the  State  rules 
currently  in  effect. 

The  new  regulations  also  permit  coverage 
of  persons  in  skilled  nursing  facilities  when 
the  care  required  can  be  performed  by  a 
skilled  nurse  or  under  her  general  as  well  as 
direct  supervision.  The  services  include  the 
overall  management  and  evaluation  of  a 
patient-care  plan,  observation  and  assess- 
ment of  a patient’s  changing  condition,  and 
patient  education  (i.e.,  self-maintenance). 
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IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  after  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  for  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nalline®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 
Warnings:  Use  with  special  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For  ages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  V2  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 
G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 
Chicago,  Illinois  60680 


SEARLE 


455 


Diarrhea  can  hook  anyone.  When  it  does, 
physicians  and  patients  both  want  prompt 
control  of  diarrheal  symptoms.  Lomotil  will 
usually  control  diarrhea  promptly. 

This  rapid  action  can  halt  the  emergency 
aspect  of  diarrhea  and  is  comforting  and 
reassuring  to  the  patient.  Electrolyte  and 


fluid  losses  can  be  corrected  while  the  spe- 
cific cause  of  the  diarrhea  is  being  deter- 
mined. If  an  infective  agent  is  the  cause, 
appropriate  specific  therapy  should  be 
given  along  with  Lomotil. 

Lomotil  is  contraindicated  in  children 
less  than  2 years  old. 


Lomotil. 


Each  tablet  and  each  5 ml  of  liquid  contain  diphenoxylate  hydrochloride  2 5 mg  (Warning  May  be  habit  forming),  atropine  sulfate  0 025  mg 


holds  the  line. 


In  hypertension, 

ALDOMEWdopaimsd) 

usually  offers  more 
than  effective  lowering 
of  blood  pressure... 


With  ALDOMET 
(Methyldopa,  MSD), 
existing  renal  function 
is  usually  unchanged 

ALDOMET  has  no  direct  effect  on  renal 
function.  When  used  in  effective  doses, 
ALDOMET  usually  does  not  reduce  glo- 
merular filtration  rate,  renal  blood  flow, 
or  filtration  fraction. 


With  ALDOMET 
(Methyldopa,  MSD), 
cardiac  output  is 
generally  unchanged 

ALDOMET  has  no  direct  effect  on  cardiac 
function.  When  ALDOMET  is  used  in  effec- 
tive doses  cardiac  output  is  usually 
maintained  with  no  cardiac  acceleration; 
in  some  patients  the  heart  rate  is  slowed. 


With  ALDOMET 
(Methyldopa,  MSD), 
symptomatic  postural 
hypotension  is  infrequent 


ALDOMET  reduces  both  supine  and  standing  blood  pressure. 
Less  frequent  symptomatic  postural  hypotension  is  experienced 
with  ALDOMET  than  with  many  other  antihypertensive  agents. 
Exercise  hypotension  and  diurnal  blood  pressure  variations 
rarely  occur. 


for  hypertension 

TABLETS,  250  mg,  500  mg,  and  125  mg 

ALDOMET 

(METHVUNMIMSD) 

a unique  antihypertensive  agent 

ALDOMET  is  contraindicated  in  active  hepatic  disease, 
hypersensitivity  to  the  drug,  and  if  previous  methyldopa 
therapy  has  been  associated  with  liver  disorders.  It  is 
not  recommended  in  pheochromocytoma. 

It  is  important  to  recognize  that  a positive  Coombs  test, 
hemolytic  anemia,  and  liver  disorders  may  occur  with 
methyldopa  therapy.  The  rare  occurrences  of  hemolytic  anemia 
or  liver  disorders  could  lead  to  potentially  fatal  complica- 
tions unless  properly  recognized  ond  managed.  For  more 
details  see  the  brief  summary  of  prescribing  information. 

For  a brief  summary  of  prescribi  z information,  please  see  following  page. 


MSP 

MERCK 

DOM® 


to  further 
simplify  therapy 
for  many  patients 


now  available 

ALDOMET 500 mg 

(METHYLDOPA!  MSD) 


• often  more  practical  to  prescribe 

• easier  for  patients  to  remember 

Now  offered  in  addition  to  the  standard 
250-mg  tablet,  the  new  ALDOMET  500  mg 
tablet  is  a patient  convenience.  An  especially 
important  one,  since  in  hypertension  con- 
venience of  the  dosage  schedule  is  one  factor 
that  can  make  the  difference  in  compliance 
of  the  patient.  The  minimum  daily  dose  of 
ALDOMET  is  250  mg  b.i.d.  The  usual  starting 
dose  is  250  mg  t.i.d.  Dosage  is  adjusted  as 
necessary  by  adding  or  deleting  250  mg  or 
500  mg  at  intervals  of  not  less  than  two 
days.  The  maximum  dose  is  3.0  g per  day. 
Examples  of  b.i.d.  or  t.i.d.  dosage  convenience 
provided  by  ALDOMET  500  mg  within  the 
usual  daily  dosage  range  of  500  mg  to  2.0  g: 


l.o-g 

daily 

dose 


^-ALDOMET 500 mg 

f Methyldopa  /MSD) 


s/g  one  tablet  b.  id. 


1.5-g 

daily 

dose 


^ALDOMET 500 mg 

f Methyldopa /MSD) 


sig  one  tablet  t.i.d. 


2.0-g 

daily 

dose 


^-ALDOMET 500 mg 

( Methyldopa  /MSD) 


s/g  two  tablets  b id 


^ ALDOMET 500 mg 

f Methyldopa  / MSD) 
s/g  one  tablet  q id. 


i 


I 


Mm 


NOTE:  Tablets  shown  are  not  actual  size. 


in  hypertension 

ALDOMET(methyldopaimsd) 

usually  lowers  blood 
pressure  effectively 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis:  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10°o  to  20°o  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy.  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less.  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyldopa  If  a positive  Coombs  test 
develops  during  methyldopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem  For  exam- 
ple. in  addition  to  a positive  direct  Coombs  test 
there  is  less  often  a positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood 
At  the  start  of  methyldopa  therapy,  it  is  desirable  to 
do  a blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a baseline  or  to  establish  whether 
there  is  anemia  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia.  It 
may  be  useful  to  do  a direct  Coombs  test  before 
therapy  and  at  6 and  12  months  after  the  start  of 
therapy.  If  Coombs-positive  hemolytic  anemia  oc- 
curs. the  cause  may  be  methyldopa  and  the  drug 
should  be  discontinued  Usually  the  anemia  remits 
promptly  If  not,  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered  If  the 
hemolytic  anemia  is  related  to  methyldopa,  the  drug 
should  not  be  reinstituted  When  methyldopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyldopa  is  stopped 
Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 


cross  matching  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  major  cross 
match  and  the  assistance  of  a hematologist  or 
transfusion  expert  will  be  needed 
Fever  has  occurred  within  first  3 weeks  of  therapy, 
sometimes  with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT).  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis  Rarely  fatal 
hepatic  necrosis  has  been  reported  These  hepatic 
changes  may  represent  hypersensitivity  reactions: 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyldopa  If 
caused  by  methyldopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued 
Methyldopa  should  not  be  reinstituted  in  such  pa- 
tients 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur 
Patients  should  be  followed  carefully  to  detect  side 
reactions  or  unusual  manifestations  of  drug  idio- 
syncrasy. 

Use  in  Pregnancy:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks; 
possibility  of  fetal  injury  can  not  be  excluded 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma.  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery  Methyldopa 
is  not  recommended  for  patients  with  pheochromo- 
cytoma.  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyldopa  or  its 
metabolites. 


Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascu- 
lar disease.  Patients  may  require  reduced  doses  of 
anesthetics;  hypotension  occurring  during  anes- 
thesia usually  can  be  controlled  with  vasopressors. 
Hypertension  has  recurred  after  dialysis  in  patients 1 
on  methyldopa  because  the  drug  is  removed  by  this 
procedure 

Adverse  Reactions:  Central  nervous  system 

Sedation,  headache,  asthenia  or  weakness,  usually 
early  and  transient;  dizziness,  lightheadedness, 
symptoms  of  cerebrovascular  insufficiency, 
paresthesias,  parkinsonism,  Bell's  palsy,  decreased 
mental  acuity,  involuntary  choreoathetotic  move- 
ments; psychic  disturbances,  including  nightmares 
and  reversible  mild  psychoses  or  depression. 
Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris  Orthostatic  hypotension  (decrease  daily 
dosage)  Edema  (and  weight  gain)  usually  relieved 
by  use  of  a diuretic.  (Discontinue  methyldopa  if 
edema  progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black"  tongue,  pancreatitis,  sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice, 
liver  disorders 

Hematologic-.  Positive  Coombs  test,  hemolytic 
anemia  Leukopenia,  granulocytopenia,  throm- 
bocytopenia 

Allergic:  Drug-related  fever,  myocarditis 
Other:  Nasal  stuffiness,  rise  in  BUN.  breast  enlarge- 
ment. gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  to 
500  mg  daily  when  given  with  antihypertensives 
other  than  thiazides.  Tolerance  may  occur,  usually 
between  second  and  third  month  of  therapy;  in- 
creased dosage  or  adding  a thiazide  frequently 
restores  effective  control.  Patients  with  impaired 
renal  function  may  respond  to  smaller  doses  Syn- 
cope in  older  patients  may  be  related  to  increased 
sensitivity  and  advanced  arteriosclerotic  vascular 
disease;  this  may  be  avoided  by  lower  doses 
How  Supplied:  Tablets,  containing  125  mg 
methyldopa  each,  in  bottles  of  100;  Tablets,  contain- 
ing 250  mg  methyldopa  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000; 
Tablets,  containing  500  mg  methyldopa  each,  in 
single-unit  packages  of  100  and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  informa- 
tion. Merck  Sharp  & Dohme,  Division  of  Merck  & 
Co.,  Inc.,  West  Point,  Pa.  19486 
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Picture  Gallery 


Policy  Committee  meeting  in  August  in  Kansas  City. 


Doctor  Murphy  presiding  at  September  26  & 27,  Seminar  on  the 
Medical  Aspects  of  Athletic  Participation  at  the  Hilton  Hotel  in 
Lincoln. 


Marilyn  Hinson,  Ph.D.,  Professor  of  Physical  Education,  Texas 
Woman’s  University,  Denton,  Texas,  addressing  Seminar  on  the 
Medical  Aspects  of  Athletic  Participation. 


Marilyn  Hinson,  Ph  D.,  Professor  of  Physical  Education,  Texas 
Woman’s  University,  Denton,  Texas,  addressing  Seminar  on  the 
Medical  Aspects  of  Athletic  Participation. 


Aleen  Swofford,  Ph.D.,  Women’s  Athletic  Director,  University  of 
Nebraska  — Lincoln,  addressing  Seminar  on  the  Medical  Aspects  of 
Athletic  Participation. 


June  “Jay”  Davis,  Ph.D.,  Sports  Information  Director,  Women’s 
Intercollegiate  Athletics,  University  of  Nebraska  — Lincoln, 
addressing  Seminar  on  the  Medical  Aspects  of  Athletic  Participation. 


Mr.  Robert  Bligh,  Legal  Consultant,  Nebraska  State  Department 
of  Education,  addressing  Seminar  on  the  Medical  Aspects  of  Athletic 
Participation. 


Picture  Gallery 


Scenes  from  the  Fall  Session  held  Oct.  2-4 
at  Lincoln,  Nebr. 


Panel  Presentation  at  Seminar  on  the  Medical  Aspects  of  Athletic 
Participation. 


Mr.  Ken  Trickey,  Head  Basketball  Coach,  Iowa  State  University, 
Ames.  Iowa,  addressing  Seminar  on  the  Medical  Aspects  of  Athletic 
Participation. 


Seminar  on  the  Medical  Aspects  of  Athletic  Participation. 


Seminar  participants:  [Left  to  Right]  Patrick  E.  Clare.  M.D.; 
Charles  W.  Newman,  M.D.;  John  E.  Murphy,  M.D.;  and  Mr.  Ken 
Trickey.  Head  Coach,  Iowa  State  University. 


Aleen  Swofford,  Ph.D.  & John  E.  Murphy,  M.D..  Chairman  of  the 
Subcommittee  on  Athletic  Injuries. 


Seminar  Participants. 


The  Auxiliary 

IMMUNIZATION  AND  SAFETY 

October  1975  was  a busy  month  for  many 
Medical  Auxiliaries  throughout  the  nation. 
Immunization  Action  Month  and  National 
Safety  on  the  Streets  week  both  taking  place 
in  October  provided  many  activities. 

Nebrask’s  Auxiliary  was  part  of  the 
Nebraska  Immunization  Action  Advisory 
Committee  which  planned  activities  and 
action  for  the  state.  Working  with  other 
agencies  including  the  Nebr.  Department  of 
Health,  Nebraska  League  of  Nursing, 
American  Academy  of  Family  Practice, 
American  Academy  of  Pediatrics,  NELPN, 
Nebraska  PTA,  and  Nebraska  Pharma- 
ceutical Association,  the  Auxiliary  discussed 
short  term  and  long  term  plans  for 
Nebraska. 

The  target  for  this  year’s  activities  was 
the  preschooler.  Dr.  Paul  Stoesz  and  Bill 
Pack  from  the  Health  Department  explained 
that  national  levels  of  immunization  have 
been  declining  and  are  difficult  to  enforce  in 
preschool  children  between  ages  1-4.  To 
confirm  this,  just  last  year  the  state  of 
Nebraska  reported  491  cases  of  measles, 
although  some  of  the  areas  reported 
immunization  levels  of  90  percent  or  better. 

The  committee  decided  that  we  could  be 
effective  in  creating  a sense  of  awareness  in 
publicizing  the  month,  reminding  both 
parents  and  professional  groups  that  records 
need  to  be  checked  and  children’s  shots  be 
brought  up  to  date. 

This  will  be  an  ongoing  committee,  so  that 
next  years  activities  will  be  more  effective. 

Mrs.  Earl  Wilkinson,  National  President  of 
the  American  Medical  Association  Auxiliary, 
was  chairperson  of  the  National  Safety  on 
the  Street  Week,  Oct.  26  — Nov.  1.  One  of 
the  pamphlets  sent  to  your  president 
contained  the  following  statements. 

Freedom  from  fear  is  a fundamental  right 


of  every  human  being  . . . yet  accidents  and 
assaults  are  occurring  on  our  streets  and  . . . 

A pervasive  fear  is  becoming  a major 
problem  in  contemporary  life.  Because  of  a 
deep  concern  for  the  safety  level  of  our 
communities,  the  executive  committee  of  the 
Women’s  Conference  of  the  National  Safety 
Council,  representing  some  30  to  50  million 
women,  announces  a national  call  for  a 
women’s  crusade  for  Safety  on  the  Streets 
(S.O.S.). 

Women  activated  can  make  a difference. 
Women  care.  And  through  this  crusade 
women  can  protect  their  loved  ones,  their 
neighbors,  themselves. 

National  and  local  safety  council  services, 
and  those  of  public  officials,  law  enforcement 
and  other  agencies,  can,  through  the  alchemy 
of  volunteer  womanpower,  help  restore  the 
safe  life  which  is  the  good  life  to  every 
community.  The  morale  of  community 
residents  can  be  improved.  The  moral  and 
physical  qualities  of  neighborhoods  can  be 
upgraded.  Citizens  once  more  can  be  granted 
that  fundamental  right  — freedom  from  fear. 

Change  begins  with  caring  enough.  Any 
woman  who  is  concerned  about  the  problem 
of  safety  on  the  streets  need  not  feel  isolated 
or  helpless.  As  an  individual  she  can  initiate 
action,  or,  through  a club  or  community 
group,  she  can  help  initiate  action. 

Both  of  these  topics  are  long  range 
problems.  They  are  not  solved  by  once  a 
year  consideration.  If  you  need  any 
assistance  in  working  in  your  community 
please  contact  Mrs.  Gordon  Francis,  1743 
Idlewood  Lane,  Grand  Island,  Nebraska, 
Program  Bank  Co-ordinator,  or  Mrs.  Guy 
Matson,  R.F.D.  3,  Lincoln,  Nebraska  68507, 
Family  and  Community  Health  Chairperson. 

Patsy  Moore 
State  President, 

Nebraska  Medical  Auxiliary 
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Down  Memory  Lane 


1.  Anuria  in  man  following  extirpation  of 
the  only  kidney  has  been  recorded  in 
American  literature,  lasting  for  from  11  to  27 
days,  a duration  far  longer  than  experi- 
mental work  has  been  able  to  duplicate. 

2.  The  colon  with  its  haustrations  is  more 

often  a focus  of  infection  than  the  tonsils  or 
teeth,  but  practitioners  rarely  think  of  it  as 
such,  and  hence  our  foci  may  be  easily 

overlooked. 

3.  Remember  that  sympathetic  oph- 

thalmia is  a treacherous  condition,  often 
coming  on  with  very  little  warning.  Patients 
wishing  to  keep  an  injured  eye  should  have 
this  very  thoroughly  explained  to  them. 

(Better  have  the  explanation  in  writing). 

4.  In  most  patients  with  deformities  due 

to  infantile  paralysis,  treatment  has  been 

neglected  in  some  particulars  and  the 

principles  of  deformity  prevention  have  not 
been  observed. 

5.  Our  profession  has  clearly  not  meas- 


ured up  to  the  possibilities.  The  public  has 
just  reason  for  insisting  that  we  shall. 

6.  The  amount  of  increase  is  not  large 
enough  to  quibble  about  and  when  we 
consider  that  the  State  Association  concerns 
one’s  lifework,  we  may  well,  each  and  all,  be 
cheerful  givers. 

7.  The  average  time  served  in  the  United 
States  on  life  sentences,  is  eight  years. 

8.  The  general  practitioner  calls  a 
specialist  who  promptly  decides  that  the 
diagnosis  is  wrong,  but  the  treatment  is 
absolutely  correct. 

9.  One  may  speak  frankly  and  say  to 
hypertensives  that  if  they  do  not  avoid 
violent  exercise  and  fit  of  anger,  they  may 
break  a cerebral  blood  vessel  and  suffer  a 
stroke. 

10.  The  cults  do  not  bother  me,  and  I do 
not  think  they  should  bother  anybody  else. 

Nebraska  State  Medical  Journal 
November,  1925 


Our  Medical  Schools 


U of  N authors  write  book. 

Two  University  of  Nebraska  Medical 
Center  professors,  Dr.  Robert  S.  Eliot, 
Director  of  the  University  Cardiovascular 
Center,  and  Dr.  Gerald  L.  Wolf,  have 
published  a medical  text  entitled  “Practical 
Management  of  Hypertension,”  published  by 
Futura  Publishing  Co.  of  Mt.  Kisco,  N.Y. 

Day-care  center  sessions. 

Creighton  University’s  Division  of  Con- 
tinuing Education  will  implement  a new 
program  this  fall  on  career  skills  improve- 
ment for  day-care  center  personnel.  Accord- 
ing to  Dr.  Margaret  J.  Ferrell,  coordinator  of 
Continuing  Education,  Creighton  has  worked 


in  cooperation  with  Douglas  County  Social 
Services  to  develop  this  program  which  will 
provide  training  for  a selected  group  of 
county  day-care  workers. 

Four  sessions,  scheduled  to  begin  the  week 
of  September  8,  will  be  conducted.  Each  of 
the  six-week  sessions  will  cover  topics  such 
as  child  growth  and  development,  nutrition, 
and  mental  health. 

Made  possible  by  a $7,000  grant  under 
Title  I of  the  Higher  Education  Act  of  1965, 
the  six-week  sessions  will  be  repeated  three 
times  throughout  the  coming  academic  year. 

Three  additional  four-week  advanced 
training  sessions  are  also  being  planned. 
These  courses  will  deal  with  problems  such 
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as  child  abuse  and  legal  problems  and  with 
day-care  center  management.  They  will  be 
open  to  students  who  have  completed  the 
initial  program  and  to  other  day-care  center 
personnel  from  the  area  who  are  seeking 
advanced  training. 

For  more  information  on  this  program,  call 
Dr.  Ferrell  at  536-2888. 


Dr.  Eliot  speaks. 

Dr.  Robert  S.  Eliot,  director  of  the 
Cardiovascular  Center  at  the  University  of 
Nebraska  Medical  Center,  is  one  of  12 
internationally  known  heart  specialists  who 
presented  a lecture  at  the  third  Paavo 
Nurmi  Symposium  in  Helsinki,  Sept.  18-20. 

Dr.  Eliot  spoke  on  the  “Use  of  exercise  in 
the  relief  of  stress.” 

The  Paavo  Nurmi  Foundation,  named  after 
the  famous  Finnish  long-distance  runner,  is 
dedicated  to  the  support  of  research  on  the 
effects  of  exercise  on  the  body. 

Dr.  Eliot  will  also  be  a guest  lecturer  in 
Leningrad. 


Courses  at  U of  N. 

The  third  annual  midwestern  conference 
on  chest  diseases  will  be  held  at  the 
University  of  Nebraska  Medical  Center 
Thursday  and  Friday,  November  13  and  14. 

Coordinators  are  Drs.  Irving  Kass, 
professor  of  internal  medicine;  Dr.  Louis 
Burgher,  instructor  in  internal  medicine;  and 
Dr.  V.  S.  Nair,  assistant  professor  of  internal 
medicine,  at  the  Medical  Center. 

The  course  has  been  approved  for  13% 
hours  of  credit  by  the  American  Academy  of 
Family  Practitioners.  There  is  a $15 
registration  fee,  although  tuition  will  be  paid 
by  Fisions  Corporation  and  Pfizer  Labora- 
tories. 

Guest  faculty  includes  Dr.  Sanford 
Chodosh,  associate  professor  of  medicine  at 
Tufts  University  School  of  Medicine;  Dr. 
Fred  Kiechel,  Lincoln;  Dr.  Elliott  Middleton, 
Director  of  Children’s  Asthma  Research 
Institute,  Denver,  Colorado;  Dr.  Harold  Neu, 


Columbia  University  College  of  Physicians 
and  Surgeons;  Dr.  John  Toogood,  Associate 
professor  of  medicine,  University  of  West 
Ontario. 

Guest  faculty  from  Creighton  University 
School  of  Medicine  includes  Dr.  John 
Connolly,  director  of  pulmonary  medicine  at 
Archbishop  Bergan  Mercy  Hospital,  Omaha, 
and  Dr.  Robert  Townley,  chief  of  the  allergy 
section. 

There  will  be  an  unrelated  program  at  7:30 
p.m.,  Thursday,  November  13,  sponsored  by 
the  Medical  Center’s  cardiovascular  center. 

Speaker  will  be  Dr.  Meyer  Friedman,  one 
of  the  first  investigators  to  study  the  role  of 
behavior  in  coronary  heart  disease.  His  work 
has  stimulated  considerable  interest  in  the 
aggressive  (Type  A)  behavior  as  a possible 
predisposing  factor  in  coronary  heart 
disease,  as  contrasted  to  the  more  passive 
(Type  B)  behavior  pattern. 

Dr.  Friedman  is  now  director  of  the 
Harold  Brunn  Institute  of  Mt.  Zion  Hospital 
and  Medical  Center  in  San  Francisco. 

There  is  no  charge  for  his  speech. 

On  Thursday  and  Friday,  November  6 and 
7,  there  will  be  a course  on  mental 
retardation  — current  service  issues. 

Coordinator  is  Dr.  Frank  Menolascino, 
vice-chairman  of  the  department  of  psy- 
chiatry. 

Registration  fee  of  $40  covers  two 
luncheons. 

The  course  has  been  approved  for  11% 
hours  of  AAFP  credit. 


Creighton  honors  Dr.  Connolly. 

The  newly  organized  Creighton  University 
Surgical  Society  has  honored  Dr.  Earl 
Connolly,  professor  emeritus  of  surgery,  for 
Distinguished  Service  to  the  University  and 
the  Department  of  Surgery.  Dr.  Connolly 
was  presented  an  engraved  plaque  during  an 
October  2 luncheon.  Dr.  Joseph  Holthaus, 
dean  of  the  Creighton  School  of  Medicine, 
made  the  presentation  and  praised  Dr. 
Connolly  for  his  dedication  to  education  and 
the  medical  profession. 
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Dr.  Connolly  was  born  in  Omaha  in  1893. 
He  received  his  A.B.  Degree  from  Creighton 
in  1914  and  an  M.D.  Degree  from  the 
Creighton  School  of  Medicine  in  1918. 
Following  an  internship  at  Creighton 
Memorial  St.  Joseph  Hospital,  he  began  his 
association  with  the  School  of  Medicine  as  a 
faculty  member  in  1920,  initially  as  a teacher 
in  anatomy  and  was  progressively  promoted 
until  he  reached  the  rank  of  Clinical 
Professor  of  Surgery  in  1952.  Professor 
Emeritus  of  Surgery  was  conferred  upon  him 
in  June  of  1964. 

Dr.  Connolly  is  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  charter 
member  and  past  president  of  the  Omaha 
Midwest  Clinical  Society,  a member  of  the 
Alpha  Sigma  Nu  Jesuit  Honorary  Society 
and  the  Alpha  Omega  Alpha  Honorary 
Medical  Society. 


In  Memoriam 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

DONOVAN  B.  FOOTE,  M.D. 

Doctor  Donovan  B.  Foote  was  born  in 
Hastings  on  December  30,  1911.  He  died  on 
June  28,  1975  at  the  age  of  sixty-three. 

Doctor  Foote  graduated  from  North- 
western University  Medical  School  in  1937. 


Dr.  Connolly  has  taught  at  the  Creighton 
Medical  School  for  54  years  without  any 
remuneration. 


Hearing  program. 

An  aural  rehabilitation  program  for  adults 
with  hearing  disorders  began  September  22 
at  the  Swanson  Speech  and  Hearing  Center 
at  St.  Joseph  Hospital. 

Participants  were  taught  skills  that  allow 
them  to  become  more  effective  com- 
municators. Topics  discussed  included:  com- 
munication problems  encountered  by  the 
hearing  impaired,  lip  reading,  hearing  aids, 
and  ear  anatomy.  Sessions  were  also  devoted 
to  discussion  and  practice  of  good  listening 
techniques. 


Doctor  Foote  practiced  otolaryngology  in 
Hastings.  He  was  a member  of  the  American 
Board  of  Otolaryngology. 

Survivors  include  his  widow,  Marie;  his 
father,  Dr.  E.  C.  Foote,  Hastings;  a 
daughter,  Mrs.  Laurence  McNulty,  Concord, 
Massachusetts;  two  sons,  Dr.  Donovan  B. 
Foote,  Jr.,  Hastings  and  Terence,  Omaha;  a 
brother,  Dr.  C.  M.  Foote,  Hastings;  two 
sisters,  Mrs.  Ralph  Kissinger,  Fairfield,  and 
Mrs.  Herbert  Anderson,  Bellvue,  Colorado; 
and  seven  grandchildren. 
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Between  Cases 


Department  of  Diagnosis. 

Diagnosis:  History  of  dysfunction. 

Quote  Unquote. 

Everybody  has  secret  thoughts  that  would 
shame  hell. 

Anon. 

I Heard  It  Somewhere. 

Doctors  in  the  south  write  more  pre- 
scriptions. 

Medical  Poem  Of  The  Month. 

Fungus 

Is  among  us. 

Anon. 

Words  I Can  Do  Without. 

In  any  way,  shape,  or  form:  so  to  speak; 
academe;  passim;  governmentese ; all 
and  sundry;  has  knowledge  of. 

What  Does  It  Mean? 

Ischion  (G)  means  buttock,  and  leads  to 
ischiadic  and  to  sciatic. 

Section  On  Weight  Control 

Food:  it’s  in  your  mouth  for  three  seconds, 
in  the  stomach  for  an  hour,  and  on  your 
hips  for  the  rest  of  your  life. 

Section  On  Statistics. 

About  645  million  visits  are  made  to 
physicians’  offices  each  year  in  the 
continental  United  States. 

Want  Ad  Department. 

Must  have  ledgable  handwriting. 

Quote  Unquote. 

Support  the  legal  profession  — send  your 
child  to  medical  school. 

Chapter  On  Curiosity. 

I have  always  had  perfect  pitch,  but  I 
don’t  have  it  any  more.  Now  I’m  a half 
note  high. 


Quote  Unquote. 

If  we  begin  with  certainties,  we  shall  end 
in  doubts;  but  if  we  begin  with  doubts, 
and  are  patient  in  them,  we  shall  end  in 
certainties. 

Francis  Bacon 

I Agree  Department. 

Don’t  ever  let  anybody  beat  you  at  being  a 
gentleman. 

A.F. 

Poetry  Of  The  Month,  Euthanasia  Depart- 
ment. 

Thou  shalt  not  kill;  but  needst  not  strive 

Officiously  to  keep  alive. 

Arthur  Hugh  Clough 

Our  Own  Directory. 

The  Frog  Book. 

The  Tonsil  Hospital. 

They’re  real. 

Quote  Unquote. 

If  you  think  education  is  expensive,  try 
ignorance. 

Anon. 

The  Physical. 

At  this  time  the  findings  and  history  is  as 
described  above. 

Heard  Or  Seen  On  The  TV  Screen. 

Taped  live. 

I hope  so. 

Taped  before  a live  audience. 

I thought  they  were  all  live. 

Things  I’m  tired  of: 

I’m  tired  of  reading  that  I will  not  criticize 
my  neighbor  until  I have  walked  a mile 
in  his  moccasins. 

Bring  Back  The  Respiratory  Rate. 

The  patient  complained  of  trouble  with 
breathing,  and  added  that  he  breathed 
too  fast.  So  they  examined  him  and 
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performed  all  sorts  of  tests  of  pulmonary 
function,  including  FVC,  FEVi  , MMFR, 
MEFR,  MMV.  And  nobody  noticed  how 
fast  he  was  breathing,  and  it  takes  so 
little  apparatus  and  so  very  little  time, 
and  it  tells  you  so  much. 


On  Punctuation. 

The  exclamation  point  was  taken  from  the 
Latin  io,  which  means  joy,  and  was 
originally  an  I over  an  o. 

— F.C. 


Washington otes 


National  health  insurance, 
other  countries. 

Members  of  the  House  Ways  and  Means 
Committee’s  subcommittee  on  health  have 
heard  testimony  from  foreign  physicians 
extremely  critical  of  the  federalized  national 
health  insurance  (NHI)  systems  in  their 
native  lands  and  from  seven  U.S.  physicians 
who  urged  lawmakers  not  to  allow  this 
country  to  stumble  down  the  same  path. 

The  major  theme  of  the  American 
physicians  was  that  federal  interference 
should  be  kept  to  a minimum.  Five  of  the 
seven  physicians  suggested  that  some  form 
of  catastrophic  insurance  might  be  beneficial. 

Clinton  S.  McGill,  M.D.,  Portland,  Ore., 
told  the  subcommittee  that  “freedom  within 
the  widest  possible  latitudes  in  the  practice 
of  medical  care  is  an  ingredient  absolutely 
essential  to  the  success  of  any  NHI 
program.” 

John  Hamilton,  M.D.,  Rochester,  N.Y., 
urged  elimination  of  administrative  red  tape 
and  proposed  a catastrophic  plan  based  on 
patients’  ability  to  pay. 

Marvin  N.  Lymberis,  M.D.,  Charlotte, 
N.C.,  also  spoke  favorably  of  catastrophic 
coverage,  warning  that  an  omnibus  bill  might 
bankrupt  the  government  and  leave  the 
present  health  system  in  a shambles. 

John  Burkhardt,  M.D.,  Knoxville,  Tenn., 
said  NHI  must  be  carefully  planned,  cannot 
be  all  encompassing,  and  must  not  interfere 
with  the  doctor-patient  relationship. 

David  Masland,  M.D.,  Carlisle,  PA., 
warned  of  a possible  paper  work  explosion  if 
NHI  is  enacted,  urged  use  of  private  carriers 


rather  than  a federal  bureaucracy,  and  noted 
that  social  factors  have  the  biggest  impact  on 
the  health  of  the  nation. 

Brooker  Masters,  M.D.,  Freemont,  Mich., 
said  the  nation  does  not  have  the  resources 
at  present  for  NHI. 

Donald  Quinlan,  M.D.,  Northfield,  111.,  read 
a strongly-worded  statement  opposing  any 
new  Federal  programs  as  “compulsory 
politicized  medicine.”  He  accused  the 
Administration  and  Congress  of  the  “great 
rip-off”  of  deficit  financing. 

The  foreign  panel  consisted  of  two  British 
physicians,  a British  medical  writer,  a former 
Swedish  physician,  and  a Canadian  physician 
— Max  Gammon,  M.D.,  London;  Reginald  S. 
Murley,  M.D.,  London;  Anthony  Lejeune, 
Middlesex,  England,  medical  writer;  Sig- 
mund J.  Lofstead,  M.D.,  Chicago;  and  Bette 
Stephenson,  M.D.,  Toronto.  As  a group  they 
urged  Congress  not  to  permit  governmental 
control  of  medicine  in  this  country. 

The  British  witnesses  painted  a black 
picture  of  the  situation  in  England.  Dr. 
Murley  said  almost  all  physicians  in  England 
are  totally  opposed  to  the  policies  of  the 
government  and  predicted  a “massive 
confrontation”  soon. 

Dr.  Lofstead,  who  had  practiced  in 
Sweden,  said  health  care  has  become 
regimented  and  politicized  in  that  country. 
Most  people  in  the  U.S.  he  said,  have 
financial  access  to  the  best  and  most 
sophisticated  health  care  in  the  world. 

Dr.  Stephenson  was  less  critical  of  the 
Canadian  program,  but  said  any  NHI 
program  should  involve  as  little  distortion  of 


462 


Nebraska  M.  J. 


Big  Balanced  Rock,  Chiricahua  Mountains.  Arizona  (approx  1,000  tons) 
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3 Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

3 Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HQ)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

3 Antivert/25  (meclizine  HQ)  25  mg.  Chewable  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 
BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


’'INDICATIONS  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  —National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (medizine  HQ)  during  preg- 
nancy or  to  w'omen  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate 
Congeners  of  meclizine  have  caused  deft  palate  in  spedes  other  than  the  rat. 

Meclizine  HQ  is  contraindicated  in  individuals  wrho  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group 
Usage  in  Pregnancy.  See  “Contraindications! 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported 

More  detailed  professional  information  available  on  riwdllO 
request. 


Antivert  25 

(meclizine  HC1)  25  mg.Tablets 

for  vertigo* 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 
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How  do  you 
handle  trouble 
falling  asleep? 


With  Dalmane 5 (flurazepam 
HC1),  results  are  highly 
predictable. 

As  demonstrated  below,  Dalmane 
induces  sleep  within  17  minutes,  on 
average: 14 


Average  Time  Required  to  Fall  Asleep  1-4 

(Four  Geographically  Separated  Sleep  Research 
Laboratory  Clinical  Studies,  16  Subjects) 


(Decreased 

42.6%) 


14.69 


7 Dalmane 

(flurazepam  HCI) 
30  mg  nights 


3 

placebo 

baseline 

nights 


30- 


25- 


And  for  those  with  trouble 
staying  asleep  or  sleeping 
long  enough... 

...sleep  research  laboratory 
clinical  studies  prove:  Dalmane 
decreases  number  of  nighttime 
awakenings  and  increases  total 
sleep  time. 5 

Dalmane  (flurazepam  HC1) 
is  relatively  safe,  seldom 
causes  morning  “hang-over” 

Dalmane  is  generally  well 
tolerated.  The  usual  adult  dose  of 
30  mg  should  initially  be  lowered  to 
15  mg  for  the  elderly  and 
debilitated,  to  help  preclude 
oversedation,  dizziness  or  ataxia. 
Appraisal  of  possible  risks  is 
suggested  before  prescribing. 

REFERENCES: 

1.  Karacan  I,  Williams  RL,  Smith  JR: 

The  sleep  laboratory  in  the  investigation 
of  sleep  and  sleep  disturbances.  Scientific 
exhibit  at  the  124th  annual  meeting  of  the 
American  Psychiatric  Association, 
Washington  DC,  May  3-7,  1971 

2.  Frost  JD  Jr:  A system  for  automati- 
cally analyzing  sleep.  Scientific  exhibit  at 
the  24th  annual  Clinical  Convention  of  the 
American  Medical  Association,  Boston, 

Nov  29-Dec  2,  1970;  and  at  the  42nd 
annual  scientific  meeting  of  the  Aerospace 
Medical  Association,  Houston,  Apr  26-29, 

1971 

3.  Vogel  GW:  Data  on  file,  Medical  Depart- 
ment, Hoffmann-La  Roche  Inc.,  Nutley  NJ 

4.  Dement  WC:  Data  on  file,  Medical 
Department,  Hoffmann-La  Roche  Inc., 

Nutley  NJ 

5.  Data  on  file,  Medical  Department, 
Hoffmann-La  Roche  Inc.,  Nutley  NJ 

Before  prescribing  Dalmane  (flurazepam 
HC1),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 


Contraindications:  Known  hypersensitivity 
to  flurazepam  HC1. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness ( e.g. , operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 


or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocyto- 
penia, sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical 
reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity,  have  also  been  reported  in 
rare  instances. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HC1. 


^ucan 
depend  on  the 
efficacy  of 

Dalmane 

(flurazepam  HCI ) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

for  insomnia 

Objectively  proved  in  the  sleep  research  laboratory: 

■ sleep  within  17  minutes,  on  average 

■ sleep  with  fewer  nighttime  awakenings 

■ sleep  for  7 to  8 hours,  on  average, 
with  a single  h.s.  dose 
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Should  a 

specially  prepared 
package  insert 
be  made  available  to 

patients? 
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Dialogue 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a long  time.  Many  physicians  already 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  And 
some  physicians  give  verbal  instruc- 
tions; but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  an 
extension  of  drug  labeling. 

The  benefits  of  patient  involvement 

Many  physicians  may  not  real-  I 
ize  how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hand 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressec 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 

Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  "this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can't  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A.  and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


the  present  U.S.  system  as  possible.  She  said 
fee-for-service  is  the  most  efficient  and 
fairest  method  of  payment. 

Dr.  Gammon  said  it  is  imperative  that  the 
U.S.  resist  the  socialization  of  medicine  “for 
the  good  of  the  rest  of  the  free  world.”  He 
said  that  “if  you  believe  that  the  state  is 
better  able  to  control  the  affairs  of 
individuals  than  they  are,  then  the  prospects 
of  freedom  for  the  rest  of  the  world  are  very 
dim.” 


NHI  hills. 

Despite  continued  optimism  on  the  part  of 
some  members  of  House  Ways  and  Means 
that  a NHI  bill  can  be  drafted  this  year, 
Capitol  Hill  oddsmakers  are  still  betting  it 
can’t  be  done. 

Besides  the  scarcity  of  time  — at  least  400 
witnesses  will  be  heard  by  Ways  and 
Means  alone  — the  jurisdictional  battle 
between  Ways  and  Means  and  House 
Commerce  is  far  from  solved. 

Senior  staffers  of  both  committees  are 
being  quoted  as  saying  “effective  NHI  cannot 
come  out  of  a Congress  with  the  present 
messed-up  jurisdiction”  and  “it  simply  can’t 
be  done  in  two  committees.” 

Nonetheless,  the  chance  always  remains 
that  House  leadership  under  the  pressures  of 
an  election  year  could  knock  heads  together 
until  a hurried  bill  was  produced. 

Doctor  shortage  areas. 

The  Administration  has  opposed  a do- 
mestic draft  of  young  physicians  for  service 
in  shortage  areas  and  urged  Congress  to 
phase-out  capitation  grant  support  for  the 
nation’s  medical  schools. 

Testifying  before  the  Senate  Health 
Subcommittee  as  it  opened  hearings  on 
health  manpower  legislation,  Theodore  Coop- 
er, M.D.,  Assistant  Secretary  for  Health  at 
the  Health,  Education  and  Welfare  Depart- 
ment, said: 

“We  are  seriously  concerned  that  the 
general  taxpayer  — by  means  of  federal 
taxes  — will  be  called  upon  to  subsidize  in 


perpetuity  the  professional  training  of 
physicians,  dentists,  and  other  well-paid 
health  professionals.” 

Dr.  Cooper  told  the  Subcommittee,  headed 
by  Sen.  Edward  Kennedy  (D-Mass.),  that 
legislation  backed  by  Kennedy  that  calls  for 
$5  billion  in  aid  over  the  next  five  years  is 
“unnecessary  to  elicit  adequate  numbers  of 
students  for  schools  which  today  accom- 
modate only  one  out  of  every  two  to  three 
qualified  applicants.” 

The  Administration  “strongly  opposes”  the 
compulsory  service  feature  in  the  legislation 
requiring  all  graduates  to  serve  in  shortage 
areas.  Dr.  Cooper  proposed  instead  to 
strengthen  the  National  Health  Service 
Corps  scholarship  program. 

By  1985  the  U.S.  will  have  from  207  to  217 
physicians  per  100,000  population,  he 
testified,  placing  this  nation  “near  the  top  of 
all  the  industrialized  nations  in  terms  of 
overall  physician  supply.” 

Malpractice. 

The  President  of  the  American  Insurance 
Association  believes  it  may  become  neces- 
sary to  separate  two  elements  involved  in 
the  medical  malpractice  insurance  system  — 
the  compensation  of  those  who  suffer  loss 
because  a doctor  or  hospital  fails  to  perform 
in  accordance  with  acceptable  standards  of 
practice,  and  the  incentive  for,  and  discipline 
of,  medical  practitioners. 

T.  Lawrence  Jones  said  “we  think  that  the 
public  will  resist  limitations  on  their  legal 
rights  unless  coverage  for  the  patient  is 
improved  in  some  other  respect  and  some 
substitute  measure  for  disciplining  doctors 
and  hospitals  is  created." 

Divorce  of  the  two  functions,  he  said,  “will 
not  be  an  easy  job.” 

Medicare. 

Scores  of  health  organizations  have 
protested  loudly  to  Congress  about  the  red 
tape  and  inequities  in  the  Medicare  program 
and  have  urged  the  Ways  and  Means’ 
subcommittee  on  health  to  straighten  out  the 
mess. 
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Edgar  T.  Beddingfield,  M.D.,  Vice  Chair- 
man of  the  AMA’s  Council  on  Legislation, 
referring  to  HEW’s  index  for  figuring 
physicians’  fees  under  Medicare,  said  “if  the 
administrative  process  is  to  be  unbridled  and 
is  to  be  permitted  to  disregard  the  rights  of 
individuals  and  arbitrarily  to  establish 
essential  factors  without  adequate  com- 
pliance with  the  law,  then  a discussion  of  the 
provisions  enacted  by  Congress  in  essence 
becomes  moot.” 

Charging  “abuse  of  the  regulatory  process” 
by  HEW,  Dr.  Beddingfield  said  effects  of  the 
economic  index  will  be  to  lower  reimburse- 


ment rates  for  many  procedures  below  the 
rates  recognized  by  the  program  in  fiscal 
1975.” 

The  1972  Social  Security  Amendments 
Law  which  set  Medicare  payment  controls  at 
the  75th  percentile  with  future  adjustments 
tied  to  an  index  determined  by  HEW  is 
“clearly  discriminatory,”  the  AMA  witness 
said.  “We  are  not  aware  of  any  segment  of 
society  against  which  similar  controls  are 
imposed  by  Congress.”  Upshot  of  such 
controls,  he  warned,  “will  be  to  shift  an 
increasing  financial  burden  on  the  bene- 
ficiaries.” 


Books 


Books  Reviewed. 

The  pleasure  of  birds;  edited  by  Les  Line;  191  pages; 
hard  cover  $14.95;  22  by  28.5  cm  [8V2  by  11V4  in); 
published  Oct.  27,  1975  by  J.  B.  Lippincott  Company. 

Les  Line  has  been  editor  of  Audobon  since  1966,  and 
this  is  his  ninth  book.  He  is  the  editor  of  this  beautiful 
book,  which  was  written  by  25  other  people  in  as  many 
chapters.  There  are  black-and-white  pictures,  and 
superb  colored  pictures. 

In  between  the  pictures,  there  are  the  25 
word-collections,  which  are  as  marvelous  as  the 
pictures.  Incidentally  the  work  of  no  less  than  14 
photographers  is  reproduced  here. 

The  book  begins,  after  the  Foreword,  with  Why 
birds?  It  continues  with  such  gems  as:  In  birdwatching 
nothing  gets  killed,  and  Why  do  the  evening  grosbeaks 
migrate  east  rather  than  south?  It  is  a delightful  book, 
I am  happy  to  have  it,  and  I am  still  reading  it. 

I cannot  praise  the  writing  too  highly,  except  to  say 
that  the  pictures  are  as  good,  but  then  you  can  look  at 
both  and  have  fun. 

It  is  recommended,  of  course. 

— F.C. 


Dynamic  personal  adjustment;  an  introduction;  by 

Herbert  L.  Sachs;  hard  cover  $9.95;  364  pages; 

published  1975  by  Behavioral  Publications,  New  York. 

The  author  is  Professor  and  Chairman,  Counseling 
and  Social  Science  Department,  Mayfair  College, 
Chicago.  The  book  is  an  attempt  to  help  the  student  to 
examine  himself,  his  values,  and  the  basic  psychological 
concepts  concerned  with  everyday  life.  It  is  divided  into 
3 sections;  Looking  at  you  — the  college  student  today; 
Looking  backward  — how  you  came  to  be  what  you  are 


today;  and  Looking  Forward  — your  future  as  an  adult. 
There  are  subdivisions  called  The  world  of  the 
teen-ager,  The  generation  gap,  Personal  problems  of 
the  young  adult,  and  Radical  student  groups. 

There  is  a glossary,  and  an  index.  The  type  is  good; 
there  are  Suggestions  for  further  reading,  and  a 
Bibliography. 

-F.C. 


Books  received. 

Current  and  future  trends  in  community  psychology; 

edited  by  Stuart  E.  Golann,  Ph.D.;  235  pages;  hard 
cover  $9.95;  published  1975  by  Human  Sciences  Press. 


Human  services;  by  Joann  Chenault;  69  pages; 
paperback;  $4.50;  published  1975  by  Human  Sciences 
Press. 


Developments  in  human  services,  volume  II;  edited 
by  Herbert  C.  Schulberg,  Ph.D.  and  Frank  Baker, 
Ph.D.;  404  pages;  hard  cover  $17.95;  published  1975  by 
Human  Sciences  Press. 


Changing  patterns  of  psychiatric  care;  by  Bernard  L. 
Bloom,  Ph.D.;  360  pages;  hard  cover,  $15.95;  published 
1975  by  Human  Sciences  Press,  subsidiary  of 
Behavioral  Publications,  New  York,  N.Y. 


The  art  of  empathy;  by  Kenneth  Bullmer,  Ed.D.;  160 
pages;  paperback,  $4.95;  published  1975  by  Human 
Sciences  Press,  subsidiary  of  Behavioral  Publications, 
New  York,  N.Y. 
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Medicinews 

Medicare. 

Beginning  January  1,  1976,  Medicare’s 

hospital  deductible  will  be  increased  to  $104 
The  present  deductible  of  $92  will  remain  in 
effect  for  Medicare  hospital  admissions 
during  the  rest  of  this  year. 

The  deductible  is  the  part  of  the  hospital 
bill  for  which  the  beneficiary  is  responsible 
for  the  first  60  days  of  hospital  care  in  each 
benefit  period.  Medicare  pays  the  rest  of  the 
costs  of  covered  services  for  the  first  60  days 
and  for  an  additional  30  days  subject  to  a 
daily  coinsurance. 

In  announcing  the  $104  deductible,  James 
B.  Cardwell,  Commissioner  of  Social  Se- 
curity, said  this  amount  is  equivalent  to  the 
average  cost  of  one  day  of  hospital  care.  At 
the  present  time  the  average  hospital  stay 
under  Medicare  is  about  13Vfe  days,  at  a cost 
of  $1,400. 

Commissioner  Cardwell  said  the  increase 
in  the  deductible  results  from  continuing 
increases  in  hospital  costs,  and  that  hospital 
costs  have  been  increasing  at  rates  50 
percent  faster  than  the  overall  cost-of-living. 

The  hospital  deductible  amount  is  like  the 
deductible  amounts  specified  in  many  auto 
insurance  policies,  where  the  car  owner  pays 
the  first  $50  or  $100  on  a repair  bill,  and  the 
insurance  policy  covers  the  rest. 

\ .A.  grants. 

Veterans  Administration  grants  totaling 
more  than  $13.8  million  were  awarded 
recently  to  medical  schools  and  other  health 
manpower  training  programs  in  five  mid- 
western  states. 

Nationally,  VA  grants  totaling  almost  $40 
million  went  to  31  medical  and  other  health 
professional  schools  under  the  federal 
agency’s  medical  school  assistance  and  health 
manpower  training  program.  A list  of  the 
grants  in  the  midwest  follows: 

North  Dakota  — University  of  North 
Dakota  School  of  Medicine,  seven  years, 
$12,240,000,  for  assistance  in  conversion  to  a 


four-year  school  by  use  of  North  Dakota 
clinical  agencies,  including  the  Fargo 
Veterans  Administration  hospital. 

Wisconsin  — University  of  Wisconsin 
Medical  Center,  seven  years,  $1,133,733,  for 
elective  opportunities  for  all  health  profes- 
sional students  in  special  interdisciplinary 
training  in  geriatrics  (problems  of  aging). 
Offered  through  the  Faye  McBeath  Institute, 
in  affiliation  with  VA  hospitals  in  Madison 
and  Tomah,  Wis.,  and  Iron  Mountain,  Mich. 

Nebraska  — Area  Health  Education 
Consortium  for  Southeast  Nebraska,  seven 
years,  $206,050,  for  assistance  in  the 
continuing  education  of  health  professionals 
and  health  care  workers  in  a 17-county, 
predominantly  rural  area,  in  affiliation  with 
the  Lincoln  VA  hospital. 

Minnesota  — 916  Area  Vocational  Techni- 
cal Institute,  White  Bear  Lake,  two  years, 
$145,858,  for  a training  program  for  orthotic 
(straightening  of  distorted  body  parts)  and 
prosthetic  (dealing  with  artificial  body  parts) 
technicians,  in  affiliation  with  the  Minne- 
apolis VA  hospital. 

Iowa  — University  of  Iowa  College  of 
Pharmacy,  three  years,  $114,418,  for  estab- 
lishing a psychopharmacotherapy  teaching 
center  for  undergraduate  and  graduate 
students,  at  the  Iowa  City  VA  hospital. 


The  Letter  Box 

Dr.  Cole: 

I would  just  like  to  say  that  the  Nebraska 
Medical  Journal  is  required  reading  for  all 
our  pharmacists.  It  not  only  keeps  us  on  our 
toes,  but  about  our  wits  as  well. 

Respectfully, 

Pat  Iantoino,  Pharm.  D. 
Director  of  Pharmacies 
Price  Drug  Stores 
Vista,  Calif. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  - 
November  1 — Norfolk,  Elks  Lodge 
November  8 — Grand  Island,  Nebraska 
Veterans  Home 

November  22  — Ainsworth,  Elm  Grade 
School 

December  6 — Alliance,  Central  School 
Building 

December  13  — North  Platte,  Elks  Lodge 


MID-STATE  NEBRASKA  MEDICAL 
MEETING  — Sponsored  by  the  Buffalo 
County  Medical  Society;  Nov.  12,  1975. 
This  is  a one-day  course  held  for  all 
practicing  physicians;  the  topic  this  year 
will  be  “Common  Pediatric  Problems.” 
Write  to:  Kenton  L.  Shaffer,  M.D., 

Director  of  Mid-State  Meeting,  Kearney 
Clinic,  211  West  33rd  St.,  Kearney, 
Nebraska. 


NATIONAL  KIDNEY  FOUNDATION  - 
25th  Annual  Meeting  will  take  place 
November  20-23,  1975  at  the  New  York 
Hilton  Hotel,  New  York  City.  Scientific 
Sessions  for  nephrologists  will  be  held 
under  the  guidance  of  the  Council  on 
Dialysis  and  Transplantation.  Social  work- 
ers and  dietitians  are  invited  to  attend 
sessions  conducted  by  the  Council  of 
Nephrology  Social  Workers  and  Council  on 
Renal  Nutrition.  For  abstract  forms  and 
further  information  please  contact  the 
National  Kidney  Foundation,  116  E.  27th 
Street,  New  York,  N.Y.  10016. 


AMERICAN  MEDICAL  ASSOCIATION  - 
29th  Clinical  Convention,  November  29  - 
December  4,  1975,  Honolulu,  Hawaii. 


COURSE  IN  NEUROTOLOGY  - March  22 
through  25,  1976.  The  Department  of 
Otolaryngology  of  the  Abraham  Lincoln 
School  of  Medicine  and  the  University  of 
Illinois  Hospital  Eye  and  Ear  Infirmary, 
University  of  Illinois  at  the  Medical 
Center,  will  conduct  a continuing  education 
course  in  Neurotology,  March  22  through 
25,  1976.  The  four  day  intensive  course 
will  offer  a didactic  and  practical  review'of 
clinical  neurotology  under  the  direction  of 
Nicholas  Torok,  M.D.  It  will  be  held  at  the 
Eye  and  Ear  Infirmary  and  will  include 
basic  vestibular  physiology  and  patho- 
physiology, commonly  used  testing  meth- 
ods applied  in  functional  examination  of 
the  vestibular  organ.  Various  forms  of 
caloric  testing  procedures  will  be  demon- 
strated using  nystagmography,  reading 
and  evaluation  of  the  test  results, 
particularly  the  nystagmogram,  and  cor- 
relation with  audiometric  and  neurologic 
findings,  final  neurotological  diagnosis, 
management  and  treatment.  Patients  will 
be  tested  by  participants  and  the  history, 
symptoms  and  test  results  will  be 
discussed  in  informal  conferences.  Enroll- 
ment is  limited  to  fifteen.  For  application 
forms  write  to  the  Department  of 
Otolaryngology,  1855  West  Taylor  Street, 
Chicago. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  2-5,  1976,  Kearney, 
Nebraska. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  June  26  - July  1,  1976, 
Dallas,  Texas. 

NEBRASKA  MEDICAL  ASSOCIATION 
FALL  SESSION  - September  30  - 

October  1 & 2,  1976,  Lincoln  Hilton  Hotel, 
Lincoln,  Nebraska. 
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I Remember 


THE  CASE  OF 

THE  DISAPPEARING  TRACHEA 

Anesthesia  for  laryngectomy,  like  Gaul,  is 
divided  into  three  parts.  First,  you  must 
somehow  get  a tube  into  the  patient’s 
trachea.  This  is  more  difficult  than  in  other 
cases,  because  the  tumor  is  in  your  way,  and 
besides,  it  may  bleed.  But  you  have  the 
consoling  thought  that  if  you  are  less  than 
gentle,  the  larynx  is  coming  out  anyway. 

Chess,  too,  has  the  opening,  the  middle,  and 
the  end  game.  The  middle  of  laryngectomy  is 
neither  difficult  nor  unusual.  The  patient’s 
arms  are  down  at  the  side,  where  you  cannot 
get  at  them  and  at  the  intravenous  lines,  but 
this  is  true  of  thyroidectomy  and  pneu- 
monectomy. 

But  when  the  surgeons  have  divided  the 
trachea  and  are  about  to  remove  the  larynx, 
anesthesia  may  be  continued  in  either  of  two 
ways.  The  older  method  requires  that  the 
patient  is  breathing  on  his  own  at  this  point, 
and  that  the  surgeons  will  finish  quickly; 
anesthesia  is  simply  maintained  with 
thiopental,  and  the  patient  breathes  room  air 
while  they  finish. 

For  the  second  method,  I would  give  a 
sterile  endotracheal  tube  to  the  operating 
room  nurse,  and  when  the  surgeon  had 
divided  the  trachea,  he  would  put  the  tube 
into  the  trachea,  and  cover  the  other  end  of 
the  tube  with  a sterile  towel.  I would  then 
reach  under  the  drapes  and  connect  the 
tracheal  tube  to  my  breathing  tubes  with 
another  connector,  and  the  patient  would 
again  be  joined  to  the  anesthesia  machine. 

The  surgeons  did  not  always  trust  the 
sterility  of  the  things  I handed  to  the  surgical 


nurse,  inserting  the  tube  into  the  trachea 
sometimes  made  the  patient  strain,  and  the 
connections  could  come  apart  while  they 
were  closing.  At  any  rate,  it  was  long  ago, 
and  we  were  finishing  with  intravenous 
anesthesia  and  room  air.  They  had  four 
sutures  in  the  trachea,  I think,  and  it  was 
the  duty  of  the  intern  to  watch  the  trachea. 

But  he  was  fascinated  by  the  surgery, 
which  no\  consisted  of  removing  the  larynx 
and  the  tumor;  and  staring  at  a divided 
trachea  is  of  course  less  fascinating.  When 
three  or  four  surgeons  have  their  heads  bent 
over  the  patient’s  neck,  it  is  not  easy  to  see 
a trachea  that  has  just  been  cut  in  two.  But  I 
learned  to  give  anesthesia  while  I was 
standing  up,  not  sitting  down.  When  you  sit 
all  you  can  see  is  the  patient’s  head,  and  you 
may  find  yourself  occupied  with  measuring 
and  recording  blood  pressure,  pulse,  amount 
of  blood  given,  and  so  on;  but  when  you 
stand,  you  can  see  all  of  the  patient  and  of 
course,  the  operative  field,  and  still  have 
time  for  all  those  recordings. 

So  I stood,  and  not  being  fascinated  by  the 
surgery,  I looked  at  the  trachea,  which  no 
one  else  was  doing,  and  saw,  to  my  horror, 
that  it  was  slowly  disappearing  down  into 
the  patient’s  neck  and  chest.  I shouted 
whatever  one  shouts  at  a time  like  this.  They 
pulled  on  the  sutures  and  brought  the 
trachea  back  to  safety,  and  all  was  well.  It 
had  never  really  disappeared,  but  after  all 
these  years,  I can  still  see  it  slowly  going 
down.  It  was  quite  a sight. 

And  I can  still  hear  myself  cry  for  help. 

— F.C. 
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Subcutaneous  fat  necrosis,  a type  of 
panniculitis,  is  a rare  entity  that  is 
manifested  by  painless  or  painful  sub- 
cutaneous nodules  on  the  legs,  buttocks,  or 
trunk  and  is  associated  with  pancreatitis  or 
carcinoma  of  the  pancreas,  either  of  which 
may  be  asymptomatic.  The  histopathological 
findings  are  pathognomonic  and  consist  of 
subcutaneous  focal  fat  necrosis  and  "ghost- 
like” cells  with  thick,  shadowy  walls  and  no 
nuclei.  Arthritis,  particularly  of  the  ankles,  is 
a commonly  associated  finding.  Distant  foci 
of  fat  necrosis  in  pancreatic  disease  are 
probably  due  to  the  local  action  of 
hemotogenous-borne  trypsin  and  lipase. 
Since  the  underlying  pancreatic  disease  may 
be  asymptomatic,  histopathologic  study  of  all 
cases  of  panniculitis  should  be  considered. 


I prepped  Mr.  Vincent  for  surgery  and  I think  I just  performed  the  operation!” 
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FOR  ALL  THE  RIGHT 
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• prompt  and  specific  action 

• documented  benefit- tor  isk  ratio 

• three  dosage  strengths  to  meet  most  therapeutic  needs 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 


alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu-. 
locytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  1 0 mg  and  25  mg— bottles 
of  1 00  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 
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Please  see  following  page.  5mg,10mg,  25 mg  capsules 
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(chlordiazepoxide  HC1) 

FOR  ALL  THE  RIGHT 
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Yesterday’s  decision  to  use  Librium  for  a clinically  anxious 
patient  was  based  on  several  good  reasons.  Safety.  Effectiveness. 
Versatility.  And  the  reasons  you  chose  it  yesterday  are  as  valid  today. 

Librium  has  accumulated  an  unsurpassed  clinical  record.  A 
record  validated  in  several  thousand  papers  published  both  here 
and  abroad. 

Librium,  when  used  in  proper  dosage,  rarely  interferes  with  a 
patients  mental  acuity  or  ability  to  perform.  However,  as  with  all  CNS- 
acting  agents,  good  medical  practice  suggests  that  patients  be  cautioned 
against  hazardous  activities  requiring  complete  mental  alertness. 

Librium  has  an  established  safety  record  and  a documented 
benefit- to-risk  ratio.  And  Librium  is  used  concomitantly  with  such 


as  cardiac  glycosides,  diuretics,  anticholinergics  and  antacids. 

So  when  you  consider  antianxiety  therapy,  consider  Librium. 
It’s  a good  choice.  For  today.  And  tomorrow. 


PROVEN  ADJUNCT  FOR  CLINICAL  ANXIETY 

LIBRIUM 

chlordiazepoxide  HCI/Roche 

Please  see  preceding  page  for  summary  of  product  information. 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


respond  to  one 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a w-eek  or 
two.  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Economical.  CAMA  costs  no  more  per  dose 
than  many  5-grain  buffered  aspirin  tablets. 
Give  your  arthritic  patients  the  added  benefits 
of  CAMA.  Ask  your  Dorsey  representative  for  a 
generous  supply  or  write  Director  of 
Professional  Relations. 

Dor/ev 

LABORATORIES  W 
Division  of  Sandoz-Wander,  Inc. 

Lincoln,  Nebraska  68501 
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Our  Medical  Schools  . . . 

Course  at  U of  N. 

The  Center  for  Continuing  Education  at 
the  University  of  Nebraska  Medical  Center 
will  offer  a course  in  otorhinolaryngology  for 
family  physicians  January  29  and  30. 

The  course,  coordinated  by  Dr.  Anthony 
Yonkers,  chairman  of  the  department  of 
otolaryngology  and  maxillo-facial  surgery  at 
the  University  of  Nebraska  Medical  Center, 
will  feature  a laboratory  session. 

Registration  fee  of  $80  includes  two 
luncheons. 


TV  at  Creighton’s  Dental  School. 

Television  has  become  an  important 
teaching  tool  at  Creighton  University’s 
Boyne  School  of  Dental  Science. 

Completely  furnished  with  dental  equip- 
ment, sinks,  bunson  burner  outlets,  a dental 
chair,  and  various  classroom  fixtures,  the 
T.V.  set  plays  an  integral  part  in  dental 
education.  Mobility  of  the  control  room 
allows  certain  operative  procedures  to  be 
televised  from  the  oral  surgery  area. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  the  articles  published  herein. 

Manuscripts  to  be  presented  for  publication  in  the  JOURNAL 
should  be  typewritten,  double-spaced,  on  one  side  only  of  firm  (not 
onion  skin  or  flimsy),  standard  letter  size  (8‘/2  by  11  in.)  white 
paper.  Wide  margins  (at  least  V/*  in.  on  left)  should  be  left  free  of 
typing.  On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and  other 
significant  credits.  Pages  should  be  numbered  consecutively,  the 
page  number  being  shown  in  the  right  upper  corner  along  with  the 
surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations  shown  in  the 
text.  Each  should  be  identified  by  placing  on  its  back  the  author's 
name,  its  number  and  an  indication  of  its  “top."  Drawings  and  charts 
intended  for  reproduction  should  be  black  (India  ink)  on  pure  white. 
Photographs  should  be  on  glossy  paper  and  a minimum  of  about  5 by 
7 in.  in  size.  A legend  should  be  provided  for  each  illustration  and, 
preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent  directly  to  the 
Editor  at  the  Journal's  address. 

Letters  to  the  Editor  submitted  for  publication  should  be  prepared 
as  above,  and  must  carry  the  notation:  To  be  Published. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Co., 
Inc.,  P.  O.  Box  278,  Norfolk,  Nebr.  68701. 
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“You’ve  got  to  remember  young  man  you  have  only 
been  practicing  two  years,  but  I’ve  been  a patient  for 
forty.” 
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You  can  retire  with  a 

$927,950 

PERSONAL  RETIREMENT  FUND 

through  a Keogh  Plan  at  Commercial  Federal,  built  with 
100%  TAX-DEDUCTIBLE  dollars! 


If  you’re  self-employed,  you  can 
contribute  15%  of  your  earned  income 
annually,  up  to  $7,500  a year,  to  a 
Keogh  plan  — and  take  your  contribution 
right  off  the  top  of  your  gross  income 
on  your  tax  return!  Earnings,  too, 
accumulate  tax-deferred.  Then  when  you 
retire,  you  pay  tax  on  the  money  as  you 
withdraw  it  — monthly,  quarterly,  in 


annual  installments,  or  in  a lump  sum  — 
presumably  at  a lower  rate. 

And  look  how  your  money  grows,  in  a 
safe,  non-speculative,  assured-growth 
Keogh  Plan  at  Commercial  Federal,  based 
on  the  current  rate  of  7 3A  % per 
annum,  compounded  continuously,  on 
6-year  automatically-renewable 
Savings  Certificates! 


30  YEARS  at  7 3/4% 

AMOUNT 

CONTRIBUTED 

ANNUALLY 

YOUR 

INVESTMENT 

TAX 

DEFERRED 

INTEREST 

YOUR  RETIREMENT 
FUND  AFTER 
30  YEARS 

$1,500 

$ 45,000 

$140,590 

$185,590 

$3,000 

$ 90,000 

$281,180 

$371,180 

$4,500 

$135,000 

$421,770 

$556,770 

$6,000 

$180,000 

$562,360 

$742,360 

$7,500 

$225,000 

$702,950 

$927,950 

IF  . . . rather  than  being  self-employed  . . . YOU  WORK  FOR  A COMPANY  THAT 
HAS  NO  QUALIFIED  RETIREMENT  PLAN  . . . then  a 100%  TAX-DEDUCTIBLE 
IRA  (Individual  Retirement  Account)  which  permits  contributions  of  15%  of  earned 
income,  up  to  $1,500  a year,  IS  FOR  YOU!  Ask  about  it! 


CALL  OUR  TOLL-FREE  WATS  LINE-800/642-8924-OR  MAIL  THIS  HANDY  COUPON 


. . . and  talk  to  one  of  our 
retirement  experts  about 
your  personal 
retirement  plan. 

You  save  taxes 


now  . . . see 
amazing  growth  of 
your  money,  with 
safety,  over  the 
years  . . . and  have 
greater  security 
for  your  future. 

Do  it  now! 


Ralph  "Mr.  Keogh"  Palmer 


YES!  I'm  interested  in  a 100%  tax-deductible  retirement  plan. 
Please  contact  me! 

DEPT.  SMJ1275 


NAME 

ADDRESS PHONE 

CITY/STATE ZIP 


Commercial  Federal 

Savings  and  Loan  Association 


Savings  Insured  to  $40,000  by  the  FSUC 

HOME  OFFICE.  45th  AND  DODGE  OMAHA  68132  • PHONE  4021 558-5400 
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Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Donley 


medical 


SUPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


REPRINTS 


OF  YOUR 


Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NE8RASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 
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Clinical  Manifestations  of  Graft-vs-Host 
Disease  in  Human  Recipients  of  Marrow 
From  HL-A-Matched  Sibling  Donors  — H. 

Glucksberg  et  al  (Univ  of  Washington 
School  of  Medicine,  Seattle  98195)  Trans- 
plantation 18:295-304  (Oct)  1974. 

Sixty-one  evaluable  patients,  19  with 
advanced  aplastic  anemia  and  42  with 
end-stage  hematologic  malignancies,  were 
conditioned  for  marrow  grafting  with  total 
body  irradiation  or  cyclophosphamide  ther- 
apy, or  a combination  of  both.  Marrow  graft 
donors  were  siblings  matched  at  the  HL-A 
region  and  nonreactive  in  mixed  leukocyte 
culture.  All  patients  received  methotrexate 
therapy  postgrafting  to  modify  anticipated 
graft-vs-host  disease  (GVHD).  Forty-three  of 
the  61  patients  developed  clinically  recog- 
nizable GVHD.  In  seven,  GVHD  was  limited 
to  the  skin.  In  the  remaining  patients,  skin 
involvement  was  more  severe  and  was 
followed  by  gastrointestinal  involvement 
manifested  by  anorexia,  nausea,  diarrhea, 
abdominal  pain,  and  malabsorption  or  liver 
involvement  manifested  by  hepatomegaly, 
and  rises  in  levels  of  serum  glutamic 
oxaloacetic  acid  transaminase  and  bilirubin. 
The  severity  of  GVHD  showed  no  correlation 
with  the  underlying  disease,  the  conditioning 
regimen,  or  the  day  of  onset  after  grafting. 
Fourteen  of  25  patients  without  GVHD  or 
with  only  skin  involvement  are  alive.  By 
contrast,  only  five  of  36  with  severe  GVHD 
are  alive.  Twenty-six  of  the  36  patients  with 
severe  GVHD  succumbed  to  infection, 
whereas  only  four  of  25  without  GVHD  or 
with  only  skin  involvement  did  so. 
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DYAZIDE 

MAKES  SENSE 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending,  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKhne  Corporation 


the  “empty  nest  syndrome” 


TRIAVIL 

containing  perphenazine  and  amitriptyline  HC1 
a tranquilizer-antidepressant 

for  depression 
with  moderate  anxiety 


in  many  cases  a result  of  the  “empty  nest  syndrome” 


The  mid-life  crisis:  a critical  crossroad 

Preparation  for  change— intellectually,  vocationally  (or 
avocationally),  and  emotionally— can  often  help  the  meno- 
pausal-aged woman  cope  successfully  with  a new  and  dif- 
ferent role  after  the  children  are  grown  and  gone.  Even 
when  these  changes  have  been  anticipated  and  prepared 
for,  a mid-life  depression  with  moderate  anxiety  is  not 
uncommon— a syndrome  often  uncontrolled  by  counsel- 
ing or  other  appropriate  measures  and  for  which  specific 
medication  may  be  required. 

When  depression 

with  moderate  anxiety  persists, 

TRIAVIL  can  often  help 

TRIAVIL  provides  a highly  effective  antidepressant  and 
tranquilizer  for  symptomatic  relief  of  both  depression  and 
coexisting  moderate  anxiety.  The  patient  may  be  able  to 
function  more  effectively  in  her  daily  life. 

Many  symptoms  associated  with  depression  and  anxiety 
such  as  insomnia,  fatigue,  anorexia,  and  functional  G.I. 
complaints,  are  frequently  alleviated.  More  complete 
symptomatic  relief  is  usually  afforded  than  with  an  anti- 
depressant or  a tranquilizer  alone.  In  fact,  when  anxiety 
masks  the  depressive  state,  treatment  with  just  a tran- 
quilizer may  deepen  the  depression  and  delay  symptom- 
atic improvement. 


Advantages  of  the  two  components 
in  TRIAVIL  taken  together 

A single  tablet  containing  both  an  antidepressant  and  a 
tranquilizer  encourages  patients  to  take  medication  prop- 
erly and  reduces  the  risk  of  dosage  confusion  and  error. 
Cost  of  therapy  to  the  patient  is  usually  less.  To  date,  clini- 
cal evaluations  have  revealed  no  undesirable  reactions 
peculiar  to  the  combination.  Tablets  TRIAVIL  are  available 
in  four  different  combinations  affording  flexibility  and 
individualized  dosage  adjustment. 

Treatment  with  TRIAVIL  — a balanced  view 

Contraindicated  in  CNS  depression  from  drugs;  in  the 
presence  of  evidence  of  bone  marrow  depression;  and  in 
patients  hypersensitive  to  phenothiazines  or  amitriptyline. 
Should  not  be  used  during  the  acute  recovery  phase  follow- 
ing myocardial  infarction  or  in  patients  who  have  received 
an  MAOI  within  two  weeks.  Patients  with  cardiovascular 
disorders  should  be  watched  closely.  Not  recommended  in 
children  or  during  pregnancy.  The  drug  may  impair  mental 
or  physical  abilities  required  in  the  performance  of  hazard- 
ous tasks  and  may  enhance  the  response  to  alcohol. 
Antiemetic  effect  may  obscure  toxicity  due  to  other  drugs 
or  mask  other  disorders.  Since  suicide  is  a possibility  in 
any  depressive  illness,  patients  should  not  have  access  to 
large  quantities  of  the  drug.  Hospitalize  as  soon  as  possible 
any  patient  suspected  of  having  taken  an  overdose.  M S □ 


For  additional  prescribing  information,  please  turn  to  the  following  page. 


for  highly  effective  relief 
of  depression  with  moderate  anxiety 

TRIAVIL 

containing  perphenazine  and  amitriptyline  HC1 
a tranquilizer-antidepressant 

Available: 

TRIAVIL®  2-25:  Each  tablet  contains 
2 mg  perphenazine  and  25  mg  amitriptyline  HCI 

TRIAVIL®  2-10:  Each  tablet  contains 
2 mg  perphenazine  and  10  mg  amitriptyline  HCI 

TRIAVIL®  4-25:  Each  tablet  contains 
4 mg  perphenazine  and  25  mg  amitriptyline  HCI 

TRIAVIL®  4-10:  Each  tablet  contains 
4 mg  perphenazine  and  10  mg  amitriptyline  HCI 

INITIAL  THERAPY  FOR  MANY  PATIENTS 

TRIAVIL®  2-25  Cor  TRIAVIL®  4-25}  1 1 d orq.i.d 

FOR  FLEXIBILITY  IN  ADJUSTING  MAINTENANCE  THERAPY 

TRIAVIL®  2-10  (or  TRIAVIL®  4-10] 

CONTRAINDICATIONS:  Central  nervous  system  depression  from 
drugs  (barbiturates,  alcohol,  narcotics,  analgesics,  antihistamines); 
bone  marrow  depression;  known  hypersensitivity  to  phenothiazines  or 
amitriptyline  Do  not  give  concomitantly  with  MAOI  drugs  because 
hyperpyretic  crises,  severe  convulsions,  and  deaths  have  occurred 
from  such  combinations.  Allow  minimum  of  14  days  between  thera- 
pies, then  initiate  therapy  with  TRIAVIL  cautiously,  with  gradual 
increase  in  dosage  until  optimum  response  is  achieved.  Not  recom- 
mended for  use  during  acute  recovery  phase  following  myocardial 
infarction. 

WARNINGS:  TRIAVIL  should  not  be  given  with  guanethidine  or  simi- 
larly acting  compounds.  Use  cautiously  in  patients  with  history  of 
urinary  retention,  angle-closure  glaucoma,  increased  intraocular 
pressure,  or  convulsive  disorders.  In  patients  with  angle-closure  glau- 
coma, even  average  doses  may  precipitate  an  attack  Patients  with 
cardiovascular  disorders  should  be  watched  closely  Tricyclic  antide- 
pressants. including  amitriptyline  HCI,  particularly  in  high  doses,  have 
been  reported  to  produce  arrhythmias,  sinus  tachycardia,  and 
prolongation  of  conduction  time.  Myocardial  infarction  and  stroke 
have  been  reported  with  tricyclic  antidepressant  drugs.  Close  super- 
vision is  required  for  hyperthyroid  patients  or  those  receiving  thyroid 
medication.  Caution  patients  performing  hazardous  tasks,  such  as 
operating  machinery  or  driving  motor  vehicles,  that  drug  may  impair 
mental  and/or  physical  abilities.  Not  recommended  in  children  or  dur- 
ing pregnancy 

PRECAUTIONS:  Suicide  is  a possibility  in  depressed  patients  and 
may  remain  until  significant  remission  occurs.  Such  patients  should 
not  have  access  to  large  quantities  of  this  drug . 

Perphenazine:  Should  not  be  used  indiscriminately.  Use  with  caution 
in  patients  who  have  previously  exhibited  severe  adverse  reactions  to 
other  phenothiazines.  Likelihood  of  untoward  actions  is  greater  with 
high  doses.  Closely  supervise  with  any  dosage  The  antiemetic  effect 
of  perphenazine  may  obscure  signs  of  toxicity  due  to  overdosage  of 
other  drugs  or  make  more  difficult  the  diagnosis  of  disorders  such  as 
brain  tumor  or  intestinal  obstruction.  A significant,  not  otherwise 
explained,  rise  in  body  temperature  may  suggest  individual  intoler- 
ance to  perphenazine,  in  which  case  discontinue 
If  hypotension  develops,  epinephrine  should  not  be  employed,  as 
its  action  is  blocked  and  partially  reversed  by  perphenazine.  Pheno- 
thiazines may  potentiate  the  action  of  central  nervous  system  depres- 
sants (opiates,  analgesics,  antihistamines,  barbiturates,  alcohol)  and 
atropine.  In  concurrent  therapy  with  any  of  these,  TRIAVIL  should  be 
given  in  reduced  dosage  May  also  potentiate  the  action  of  heat  and 
phosphorous  insecticides. 

Amitriptyline:  In  manic-depressive  psychosis,  depressed  patients 
may  experience  a shift  toward  the  manic  phase  if  they  are  treated  with 
an  antidepressant  Patients  with  paranoid  symptomatology  may  have 
an  exaggeration  of  such  symptoms.  The  tranquilizing  effect  of 
TRIAVIL  seems  to  reduce  the  likelihood  of  this  effect.  When  ami- 
triptyline HCI  is  given  with  anticholinergic  agents  or  sympathomimetic 
drugs,  including  epinephrine  combined  with  local  anesthetics,  close 
supervision  and  careful  adjustment  of  dosages  are  required. 

Caution  is  advised  if  patients  receive  large  doses  of  ethchlorvynol 
concurrently  Transient  delirium  has  been  reported  in  patients  who 
were  treated  with  1 g of  ethchlorvynol  and  75-150  mg  of  amitriptyline 
HCI 

Amitriptyline  HCI  may  enhance  the  response  to  alcohol  and  the 
effects  of  barbiturates  and  other  CNS  depressants. 

Concurrent  administration  of  amitriptyline  HCI  and  electroshock 
therapy  may  increase  the  hazards  associated  with  such  therapy 


Such  treatment  should  be  limited  to  patients  for  whom  it  is  essential. 
Discontinue  several  days  before  elective  surgery  if  possible.  Eleva- 
tion and  lowering  of  blood  sugar  levels  have  both  been  reported. 
ADVERSE  REACTIONS:  Similar  to  those  reported  with  either  constit- 
uent alone 

Perphenazine:  Side  effects  may  be  any  of  those  reported  with 
phenothiazine  drugs:  extrapyramidal  symptoms  (opisthotonus,  ocu- 
logyric crisis,  hyperreflexia,  dystonia,  akathisia,  acute  dyskinesia, 
ataxia,  parkinsonism)  can  usually  be  controlled  by  the  concomitant 
use  of  effective  antiparkinsonian  drugs  and/or  by  reduction  in  dos- 
age, but  sometimes  persist  after  discontinuation  of  the  phenothiazine. 

Tardive  dyskinesia  may  appear  in  some  patients  on  long-term  ther- 
apy or  may  occur  after  drug  therapy  with  phenothiazines  and  related 
agents  has  been  discontinued  The  risk  appears  to  be  greater  in 
elderly  patients  on  high-dose  therapy,  especially  females.  Symptoms 
are  persistent  and  in  some  patients  appear  to  be  irreversible  The 
syndrome  is  characterized  by  rhythmical  involuntary  movements  of 
the  tongue,  face,  mouth,  or  jaw  (eg  , protrusion  of  tongue,  puffing  of 
cheeks,  puckering  of  mouth,  chewing  movements).  Involuntary  move- 
ments of  the  extremities  sometimes  occur.  There  is  no  known  treat- 
ment for  tardive  dyskinesia;  antiparkinsonism  agents  usually  do  not 
alleviate  the  symptoms.  It  is  advised  that  all  antipsychotic  agents  be 
discontinued  if  the  above  symptoms  appear.  If  treatment  is  reinstitu- 
ted, or  dosage  of  the  particular  drug  increased,  or  another  drug  sub- 
stituted, the  syndrome  may  be  masked.  It  has  been  suggested  that 
fine  vermicular  movements  of  the  tongue  may  be  an  early  sign  of  the 
syndrome,  and  that  the  full-blown  syndrome  may  not  develop  if  medi- 
cation is  stopped  when  lingual  vermiculation  appears. 

Other  side  effects  are  skin  disorders  (photosensitivity,  itching, 
erythema,  urticaria,  eczema,  up  to  exfoliative  dermatitis);  other 
allergic  reactions  (asthma,  laryngeal  edema,  angioneurotic  edema, 
anaphylactoid  reactions);  peripheral  edema:  reversed  epinephrine 
effect;  hyperglycemia;  endocrine  disturbances  (lactation,  galac- 
torrhea, gynecomastia,  disturbances  of  menstrual  cycle);  altered 
cerebrospinal  fluid  proteins;  paradoxical  excitement;  hypertension, 
hypotension,  tachycardia,  and  ECG  abnormalities  (quinidine-like 
effect);  reactivation  of  psychotic  processes;  catatonic-like  states; 
autonomic  reactions,  such  as  dry  mouth  or  salivation,  headache, 
anorexia,  nausea,  vomiting,  constipation,  obstipation,  urinary 
frequency  or  incontinence,  blurred  vision,  nasal  congestion,  and  a 
change  in  pulse  rate;  hypnotic  effects;  pigmentary  retinopathy;  cor- 
neal and  lenticular  pigmentation,  occasional  lassitude,  muscle  weak- 
ness, mild  insomnia.  Other  adverse  reactions  reported  with  various 
phenothiazine  compounds  include  blood  dyscrasias  (pancytopenia, 
thrombocytopenic  purpura,  leukopenia,  agranulocytosis,  eosinophil- 
ia);  liver  damage  (jaundice,  biliary  stasis);  grand  mal  convulsions; 
cerebral  edema;  polyphagia;  photophobia;  skin  pigmentation;  and 
failure  of  ejaculation. 

Amitriptyline:  Note:  Listing  includes  a few  reactions  not  reported  for 
this  drug,  but  which  have  occurred  with  other  pharmacologically  simi- 
lar tricyclic  antidepressant  drugs  Cardiovascular:  Hypotension; 
hypertension:  tachycardia;  palpitation;  myocardial  infarction;  arrhyth- 
mias; heart  block;  stroke  CNS  and  Neuromuscular:  Confusional 
states;  disturbed  concentration;  disorientation;  delusions;  hallucina- 
tions; excitement;  anxiety;  restlessness;  insomnia;  nightmares;  numb- 
ness, tingling,  and  paresthesias  of  the  extremities;  peripheral 
neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration  in 
EEG  patterns;  extrapyramidal  symptoms;  tinnitus;  syndrome  of  inap- 
propriate ADH  (antidiuretic  hormone)  secretion  Anticholinergic . Dry 
mouth;  blurred  vision;  disturbance  of  accommodation;  constipation; 
paralytic  ileus;  urinary  retention;  dilatation  of  urinary  tract.  Allergic: 
Skin  rash;  urticaria;  photosensitization;  edema  of  face  and  tongue 
Hematologic:  Bone  marrow  depression  including  agranulocytosis; 
leukopenia;  eosinophilia;  purpura;  thrombocytopenia  Gastrointes- 
tinal: Nausea;  epigastric  distress;  vomiting;  anorexia;  stomatitis;  pecu- 
liar taste;  diarrhea;  parotid  swelling;  black  tongue.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male;  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  decreased  libido; 
elevated  or  lowered  blood  sugar  levels.  Other:  Dizziness;  weakness; 
fatigue;  headache;  weight  gain  or  loss;  increased  perspiration;  uri- 
nary frequency;  mydriasis;  drowsiness;  jaundice;  alopecia  With- 
drawal Symptoms:  Abrupt  cessation  after  prolonged  administration 
may  produce  nausea,  headache,  and  malaise  These  are  not  indica- 
tive of  addiction 

OVERDOSAGE:  All  patients  suspected  of  having  taken  an  over- 
dosage should  be  admitted  to  a hospital  as  soon  as  possible.  Treat- 
ment is  symptomatic  and  supportive.  However,  the  intravenous 
administration  of  1—3  mg  of  physostigmine  salicylate  is  reported  to 
reverse  the  symptoms  of  tricyclic  antidepressant  poisoning.  Because 
physostigmine  is  rapidly  metabolized,  the  dosage  of  physostigmine 
should  be  repeated  as  required  particularly  if  life-threatening  signs 
such  as  arrhythmias,  convulsions,  and  deep  coma  recur  or  persist 
after  the  initial  dosage  of  physostigmine.  On  this  basis,  in  severe  over- 
dosage with  perphenazine-amitriptyline  combinations,  symptomatic 
treatment  of  central  anticholinergic  effects  with  physostigmine  salicy- 
late should  be  considered 

For  more  detailed  information,  consult  your  MSD 
Representative  or  see  full  Prescribing  Information 
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Famous  Fighters 


NEOSPORIN  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains  Aerosporm"  brand  Polymyxin  B Sulfate  5.000  units;  zinc 
bacitracin  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3 5 mg  neomycin  base) 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx  ) 
foil  packets 

INDICATIONS:  Therapeutically  (as  an  ad|unct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in 
• infected  burns,  skin  grafts  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions  and  other  clean  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML 
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Pleuropulmonary  Manifestations  of  Walden- 
strom Macroglobulinemia  — R.  H.  Winter- 
bauer  et  al  (Virginia  Mason  Hosp,  Seattle 
98101)  Chest  66:368-375  (Oct)  1974. 

A review  of  20  patients  with  Waldenstrom 
macroglobulinemia  revealed  five  with  pul- 
monary involvement.  The  radiographic  ab- 
normalities included  a unilateral  pleural 
effusion  and  multiple  asymmetric  nodular 
infiltrates  in  both  lungs.  Three  patients  had 
no  respiratory  symptoms,  but  cough  and 
dyspnea  were  the  chief  complaints  of  the 
remaining  two.  The  serum  IgM  level  was 
elevated  in  all  patients  with  a mean  of  3.3 
gm/dl.  Four  patients  had  abnormal  chest 
x-ray  pictures  in  the  absence  of  lympha- 
denopathy,  hepatosplenomegaly,  and  ocular 
changes  and  included  two  patients  who  were 
not  anemic.  Pulmonary  biopsy  or  necropsy 
specimens  from  four  patients  showed  an 
infiltration  of  lung,  pleura,  or  hilar  lymph 
nodes  by  lymphocytes  and  plasmacytoid 
forms.  The  infiltrate  tended  to  be  patchy 
with  sheets  of  lymphocytes  replacing  the 
lung  parenchyma.  Substantial  radiographic 
clearing  was  achieved  in  one  to  three  months 
in  three  of  the  four  patients  treated  with 
chlorambucil.  One  patient  died  from  diffuse 
pulmonary  involvement  in  her  eighth  year  of 
chlorambucil  therapy. 

Poppet  Embolization  in  Cloth-Covered  Si- 
lastic Poppet  Valves  — J.  R.  Pluth  (Mayo 
Graduate  School  of  Medicine,  Univ  of 
Minnesota,  Rochester  55901)  and  G.  K. 
Danielson  Mayo  Clin  Proc  49:  811-814 
(Nov)  1974. 

At  the  Mayo  Clinic,  from  February  1971  to 
August  1973,  256  patients  underwent  aortic 
valve  replacement  with  a Braunwald-Cutter 
valve.  Of  these,  two  patients  experienced 
poppet  escape  due  to  excessive  wear  of  the 
Silastic  poppet.  A third  patient  at  reopera- 
tion for  hemolysis,  also  demonstrated 
excessive  poppet  wear  that  was  sufficient  to 
permit  embolization.  Retrospectively,  all 
three  patients  had  a clinical  pattern 
suggestive  of  multiple  episodes  of  acute 
catastrophic  aortic  insufficiency.  The  time 
interval  during  which  these  clinical  symp- 
toms occurred  was  long  enough  to  have 
allowed  reoperation,  if  the  diagnosis  had 
been  suspected. 
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KAY  CIEL®  ELIXIR 

(potassium  chloride)  10% 

DESCRIPTION:  Each  15  ml.  (one  table- 
spoonful) contains  potassium  chloride  1.5 
Gms.,  supplying  20  mEq.  of  elemental  po- 
tassium, and  20  mEq.  of  chloride,  in  a 
cherry-flavored,  palatable  base;  alcohol 
4%.  Contains  no  sugar. 

INDICATIONS:  Treatment  of  potassium 
deficiency  occurring  especially  during 
thiazide  diuretic  or  corticosteroid  therapy, 
digitalis  intoxication,  low  dietary  intake  of 
potassium,  or  as  a result  of  excessive  vom- 
iting and  diarrhea.  Other  causes  of  hypo- 
kalemia are  fistulae,  laxative  abuse,  villous 
adenoma,  familial  periodic  paralysis,  hy- 
perthyroid periodic  paralysis,  insulinoma, 
primary  aldosteronism  or  secondary  aldo- 
steronism, Cushing’s  Disease,  renal  potas- 
sium wasting  conditions  such  as  potassium 
wasting  nephritis,  and  alkalosis. 

CONTRAINDICATIONS:  Impaired  renal 
function,  untreated  Addison’s  Disease,  de- 
hydration, heat  cramps  and  hyperkalemia. 

PRECAUTIONS:  Potassium  chloride 
should  be  administered  with  caution  and 
adjusted  to  the  requirements  of  the  indi- 
vidual patient,  since  the  amount  of  defi- 
ciency and  corresponding  daily  dose  is 
often  not  known.  Excessive  or  even  thera- 
peutic doses  may  result  in  potassium  in- 
toxication. The  patient  should  be  checked 
frequently  and  periodic  ECG  and/or 
plasma  potassium  levels  made.  High 
plasma  concentrations  of  potassium  ion 
may  cause  cardiac  depression,  arrhythmias 
or  arrest.  Use  with  caution  in  patients  with 
cardiac  disease.  In  hypokalemic  states, 
attention  should  be  directed  toward  the 
correction  of  the  frequently  associated  hy- 
pochloremic alkalosis. 

ADVERSE  REACTIONS:Vomiting,  nausea, 
abdominal  discomfort  and  diarrhea  may 
occur.  Symptoms  and  signs  of  potassium 
intoxication  include  listlessness,  mental 
confusion,  paresthesia  of  the  extremities, 
weakness  of  the  legs,  flaccid  paralysis,  fall 
in  blood  pressure,  cardiac  arrhythmias,  and 
heart  block.  When  hyperkalemia  exists,  it 
should  be  promptly  treated  with  the  dis- 
continuance of  potassium  administration 
or  other  steps  to  lower  serum  levels  if  indi- 
cated, since  sudden  shift  in  plasma  levels 
may  induce  potentially  dangerous  cardiac 
arrhythmias. 

DOSAGE  AND  ADMINISTRATION:  One 

tablespoonful  of  15  ml.  (equal  to  20  milli- 
equivalents)  diluted  in  a 4 ounce  glass  of 
water,  tomato  or  orange  juice  twice  daily 
after  meals  will  be  sufficient  to  replete  po- 
tassium losses  in  most  hypokalemia  pa- 
tients. Some  patients  (approximately  30 
percent),  will  require  a dose  of  15  ml.  t.i.d. 
to  reverse  diuretic-induced  hypokalemia 
patients.  However,  these  patients  require 
close  supervision  to  avoid  the  possibility 
of  potassium  intoxication.  Patients  should 
be  cautioned  to  follow  directions  implicitly 
in  regard  to  dilution  of  Kay  Ciel  Elixir  to 
prevent  gastrointestinal  injury. 

CAUTION:  Federal  Law  prohibits  dispens- 
ing without  prescription. 

HOW  SUPPLIED:  16  FL.  OZ.  (473  ml.) 
(ONE  PINT)  and  128  FL.  OZ.  (3785  ml.) 
(ONE  GALLON)  bottles. 
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salt  is  preferable  because  of 
the  participation  of  chloride 
in  the  renal  conservation  of 
potassium.”2 
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KAY  CIEE  Elixir 

(potassium  chloride}  10% 


Replaces  more  than  just  potassium 


1 AMA  Drug  Evaluations,  ed.  2,  Publishing  Sciences 
Group,  Inc.,  Acton,  Mass . 1973,  p.  184. 

2.  Sandstead,  H.,  in  Wintrobe,  M.M.  et  at.  (Eds.): 
Harrison's  Principles  of  Internal  Medicine,  ed  7,  New 


York,  McGraw-Hill  Book  Company,  1974.  p 441 
3.  Welt.  L.G.,  in  Goodman,  L.S..  and  Gilman.  A (Eds  ): 
The  Pharmacological  Basis  of  Therapeutics,  ed  4 
New  York. The  Macmillan  Company,  1970,  pp.  798-799 
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If  Potassium  depletion  is 
accompanied  by  a deficit  of 
chloride,  it  may  be  quite  diffi- 
cult to  correct  that  deficit  and 
dissipate  the  alkalosis  unless 
adequate  quantities  of  chlo- 
ride are  made  available.”3 
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Actinic  Granuloma  — J.  P.  O’Brien  (66  High 

St,  Randwick,  Sydney,  Australia)  Arch 

Dermatol  111:460-466  (April)  1975. 

Ring-shaped  inflammatory  lesions  some- 
times develop  in  the  abnormal,  “elastotic” 
connective  tissues  of  skin  damaged  by  sun 
and  heat.  The  lesions,  which  commence  as 
papules  and  nodules,  enlarge  very  slowly  and 
may  persist  for  years.  Microscopical  sections 
show  that  there  is  an  infiltrate  composed 
mainly  of  foreign-body  giant  cells,  the  cells 
being  engaged  in  digesting  and  absorbing  the 
abnormal  elastic  fibers.  The  disorder,  which 
occurs  on  several  continents,  should  probably 
be  regarded  as  a phenomenon  of  repair 
within  damaged  connective  tissue.  The  name 
“actinic  granuloma”  indicates  its  external  or 
environmental  origin  and  distinguishes  it 
from  other  granulomas  with  which  it  is 
constantly  being  confused.  Actinic  granuloma 
and  granuloma  annulare  appear  to  be 
related.  In  granuloma  annulare,  a productive 
and  resorptive  process  also  occurs,  but  its 
nature  remains  obscure.  Actinic  granuloma 
may  be  misdiagnosed  as  “atypical  necrobiosis 
lipoidica”  or  as  sarcoidosis. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Dir. 

1740  West  92nd  St.,  Kansas  City,  Mo.  64114 
American  Academy  of  Pediatrics 
Robert  G.  Frazier,  M.D.,  Exec.  Dir. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 
American  College  of  Emergency  Physicians 

Headquarters  Office  — 241  East  Saginaw  Street, 
East  Lansing,  Michigan  48823 
American  College  of  Legal  Medicine 

Miss  Betty  Hanna,  Exec.  Sec.,  Suite  1201, 

1340  N.  Astor  St.,  Chicago,  Illinois  60610 
American  College  of  Obstetricians  & Gynecologists 
Office  of  the  Director 
One  E.  Wacker  Dr.,  Suite  2700, 

Chicago,  Illinois  60601 
American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P., 

Exec.  Vice  Pres. 

4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 
American  College  of  Radiology 

William  C.  Stronach,  J.D.,  Exec.  Dir. 

20  North  Wacker  Drive,  Chicago,  Illinois  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 
American  Diabetes  Association,  Inc. 

Ernest  M.  Frost,  Ed.D.,  Exec.  Vice  President 
One  West  48th  St.,  New  York,  New  York  10020 
American  Heart  Association 

Mr.  Wm.  W.  Moore,  Exec.  Vice  President 
44  East  23rd  St.,  New  York,  New  York  10010 
American  Hospital  Association 

Mr.  John  Alexander  McMahon,  Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 


American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hwy.,  Park  Ridge,  Illinois  60068 
American  Society  of  Clinical  Pathologists 
David  L.  Gilcrest,  Executive  Director 
2100  W.  Harrison  St.,  Chicago,  Illinois  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

535  The  Central  Tower  Bldg.,  3rd  at  Market  St., 
San  Francisco,  California  94103 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  No.  Charles  St.,  Baltimore,  Maryland  21201 
The  Arthritis  Foundation 

Mr.  Daniel  E.  Button,  Exec.  Dir. 

1212  Ave.  of  the  Americas,  New  York,  N.Y.  10036 
International  College  of  Surgeons 

Virgil  T.  DeVault,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 
National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 
National  Multiple  Sclerosis  Society 
Miss  Sylvia  Lawry,  Exec.  Dir. 

257  Park  Avenue  South,  New  York,  N.Y.  10010 
National  Rehabilitation  Association 
1522  “K”  St.,  N.W.,  Suite  1120, 

Washington,  D.C.  20005 
Radiological  Society  of  North  America 
Robert  E.  Wise,  M.D.,  Pres. 

One  MONY  Plaza,  15th  Floor, 

Syracuse,  New  York  13202 
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Pain:  a call  I 


□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 

□ oxycodone,  the  principal  ingredient 

of  Percodan,  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 

□ one  tablet  q. 6 h* 


Percodan 

Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI  (Warning: 

May  be  habit  forming).  0.38  mg.  oxycodone  terephthalate  (Warning:  May  ( || 
be  habit  forming),  224  mg.  aspirin.  160  mg.  phenacetin.and  32  mg.  caffeine.  ' — •* 


See  Brief  Summary 

*See  dosage  and  administration  section  of  Brief  Summary 


Whenever  an  APC/narcotic  is  indicated. 


Each  yellow,  scored  tablet  contains  4 50  mg  oxycodone  HCI  (Warning  May 
be  habit  forming).  0 38  mg  oxycodone  terephthalate  (Warning  May  be 
habit  forming).  224  mg  aspirin.  160  mg  phenacetin.  and  32  mg  caffeine. 
INDICATIONS:  For  the  relief  ol  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  oxycodone,  aspirin,  phenac- 
etin or  caffeine 

WARNINGS:  Drug  Dependence  Oxycodone  can  produce  drug  dependence  ol 
the  morphine  type  and.  therefore,  has  the  potential  lor  being  abused  Psychic 
dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated 
administration  of  PERCODAN.  and  it  should  be  prescribed  and  adminis- 
tered with  the  same  degree  of  caution  appropriate  to  the  use  ol  other  oral 
narcotic-containing  medications  Like  other  narcotic-containing  medica- 
tions, PEHC0DAN  is subiect  to  the  Federal  Controlled  Substances  Act 
Usage  in  ambulatory  patients  Oxycodone  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery  The  patient  using  PERCODAN 
should  be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  depressants  Patients  receiving 
other  narcotic  analgesics,  general  anesthetics,  phenothrazines.  other  tran- 
quilizers. sedative-hypnotics  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  PERCODAN  may  exhibit  an  additive  CNS  depression 
When  such  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents 
should  be  reduced 

Usage  in  pregnancy  Sale  use  in  pregnancy  has  not  been  established  relative 
to  possible  adverse  elfects  on  fetal  development  Therelore.  PERCODAN 
should  not  be  used  in  pregnant  women  unless,  in  the  ludgment  of  the  physi- 
cian, the  potential  benefits  outweigh  the  possible  hazards 
Usage  inchildren  PERCODAN  should  not  be  administered  to  children 
Salicylates  should  be  used  with  caution  in  the  presence  of  peptic  ulcer  or 
coagulation  abnormalities 


PRECAUTIONS:  Head  m/ury  and  increased  intracranial  pressure  The  respi- 
ratory depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a pre-existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  ob- 
scure the  cl  inical  course  of  patients  with  head  injuries 
Acute  abdominal  conditions  The  administration  of  PERCODAN  or  other 
narcotics  may  obscure  the  diagnosis  or  clinical  course  in  patients  with 
acute  abdominal  conditions 

Special  risk  patients.  PERCODAN  should  be  given  with  caution  to  certain 
patients  such  as  the  elderly  or  debilitated,  and  those  with  severe  impair- 
ment of  hepatic  or  renal  function,  hypolhyroidism.  Addison's  disease,  and 
prostatic  hypertrophy  or  urethral  stricture 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in  exces- 
sive amounts  for  a long  time. 

ADVERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions 
include  I ight-headedness,  dizziness,  sedation,  nausea  and  vomiting  Some  of 
these  adverse  react  ions  may  be  alleviated  if  the  patient  lies  down 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation  and 
pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according 
to  the  severity  of  the  pain  and  the  response  of  the  patient  It  may  occasion- 
ally be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  of 
more  severe  pain  or  in  those  patients  who  have  become  tolerant  to  the  anal- 
gesic effect  ol  narcotics  The  usual  adult  dose  is  one  tablet  every  six  hours  as 
needed  lor  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of  PERCODAN  may  be 
additive  with  that  of  other  CNS  depressants  See  WARNINGS 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  effect  ol 
uricosuric  agents 


MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symptoms  Serious  over- 
dose with  PERCODAN  is  characterized  by  respiratory  depression,  extreme 
somnolence  progressing  to  stupor  or  coma,  skeletal  muscle  flaccidity.  cold 
and  clammy  skin,  and  sometimes  bradycardia  and  hypotension  In  severe 
overdosage,  apnea,  circulatory  collapse,  cardiac  arrest  and  death  may  occur 
The  ingestion  ol  very  large  amounts  ol  PERCODAN  may,  in  addition,  result 
m acute  salicylate  intoxication 

Treatment  Primary  attention  should  be  given  to  the  reestablishment  ol  ade- 
quate respiratory  exchange  through  provision  ol  a patent  airway  and  the 
institution  of  assisted  or  controlled  ventilation  The  narcotic  antagonists 
naloxone,  nalorphine  or  levallorphan  are  specific  antidotes  against  respira- 
tory depression  which  may  result  from  overdosage  or  unusual  sensitivity  to 
narcotics,  including  oxycodone  Therelore.  an  appropriate  dose  ol  oneol  these 
antagonists  should  be  administered,  preferably  by  the  intravenous  route, 
simultaneously  with  efforts  at  respiratory  resuscitation.  Since  the  duration 
of  act  ion  of  oxycodone  may  exceed  that  ol  the  antagonist,  the  patient  should 
be  kept  under  continued  surveillance  and  repeated  doses  of  the  antagonist 
shouldbe  administered  as  needed  to  maintain  adequate  respiration 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically 
significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive  measures 
shouldbe  employed  as  indicated 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug. 

£jndo  Lxjborotories.lnc. 

Subsidiary  of  E I du  Pont  de  Nemours  & Co  (Inc ) 
Garden  City  New  York  11530 


ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 

Lincoln  Center  Bldg..  Room  217,  Lincoln  68508 
American  Diabetes  Association  — Nebraska  Affiliate 
Beverly  F.  Di  Mauro.  Executive  Director 
921  Dorcas.  Room  221.  Omaha  68108 
American  Lung  Association  of  Nebraska 
Delmar  R Serafy.  Executive  Director 
406  W.O.W.  Building.  Omaha  68102 
American  Red  Cross 

1701  “E"  St..  Lincoln  68508 
The  Arthritis  Foundation,  Nebraska  Chapter.  Inc. 

Timothy  P Keyser.  Executive  Director 
7764  Dodge.  Suite  105.  Omaha  68114 
United  Cerebral  Palsy  of  Greater  Omaha.  Inc. 

Charles  F.  Lemr.  Executive  Director 
5002  Davenport.  Omaha  68132 
Creighton  University  School  of  Medicine 
Joseph  M.  Holthaus.  M.D.,  Dean 
2500  California.  Omaha  68131 
Cystic  Fibrosis  Foundation.  Nebraska  Chapter 
Mark  Dorcey.  Executive  Director 
Teri  Zimmerman.  Associate  Director 
8401  West  Dodge  Road.  Suite  17.  Omaha  68114 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Director 
1047  South  Street.  Lincoln  68502 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D..  Secretary 
634  The  Doctors  Building.  Omaha  68131 
Multiple  Sclerosis  Society.  Lincoln  Chapter 

Mrs.  Harold  R.  Stoehr.  Executive  Secretary 
Lincoln  Center  Bldg.,  Room  317,  Lincoln  68508 
Muscular  Dystrophy  Association  of  America 
Ken  Kontor,  District  Director 
1906  No.  90th  Street.  Omaha  68114 
National  Foundation.  Inc.  [March  of  Dimes] 

Robin  B.  Fraser,  1620  "M"  St..  Lincoln  68508 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

Miss  Rose  Marie  Whiteley,  Executive  Director 
521  W.O.W.  Bldg.,  1319  Farnam  St..  Omaha  68102 
Nebraska  Academy  of  Ophthalmology 

Stanley  M.  Truhlsen,  M.D.,  President 
710  The  Doctors  Bldg..  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
Ray  O.  Gillies.  Jr..  M.D.,  Secretary 
631  Medical  Arts  Bldg..  Omaha  68102 
Nebraska  Association  of  Pathologists 

Donald  A.  Dynek,  M.D.,  Sec’y-Treas. 

5440  South  St.,  Suite  1300,  Lincoln  68506 
Nebraska  Blue  Cross  - Blue  Shield 

Wm.  H.  Heavey.  Executive  Director 
72nd  and  Mercy  Road.  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
William  A.  DeRoin,  M.D..  Secretary-Treasurer 
(Mrs.)  Lee  Trochlil.  Executive  Secretary 
8258  Hascall  St..  Omaha  68124 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
K.  J.  Fijan.  M.D.,  State  Chairman 
630  North  Cotner,  Lincoln  68505 
Charles  G.  Erickson.  M.D.,  Sec’y-Treas. 

4701  Normal  Blvd.,  Lincoln  68506 
Nebraska  Chapter  — American  College  of  Radiology 
William  E.  Lundak,  M.D..  Secretary-Treasurer 
924  Sharp  Building.  Lincoln  68508 
Nebraska  Chapter  — American  College  of  Surgeons 
Herbert  E.  Reese.  M.D.,  Secretary-Treasurer 
5440  South  St.,  Lincoln  68506 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D W Edwards.  D.D.S.,  Secretary 
1220  Lincoln  Benefit  Life  Bldg..  Lincoln  68508 
Nebraska  Dietetic  Association 
Miss  Alice  Lynn.  President 
5056  Grover,  Omaha  68106 
Nebraska  Division  American  Cancer  Society 
Peter  J.  Zwier.  Executive  Vice  President 
Overland  Wolf  Centre,  Suite  210, 

6910  Pacific  Street,  Omaha  68106 
Nebraska  Easter  Seal  Society 

Mrs.  Letitia  Simmons.  Executive  Director 
12177  Pacific  St.,  Omaha  68154 
Nebraska  Epilepsy  League.  Inc. 

7171  Mercy  Road.  Suite  129.  Omaha  68106 


Nebraska  Health  Care  Association 

Eugene  J.  Thompson,  Executive  Director 
Box  30247,  3100  ‘‘O"  Street,  Suite  5,  Lincoln  68510 
Nebraska  Heart  Association 

Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
Nebraska  Hospital  Association 

Stuart  Mount.  Executive  Director 
Box  94833,  1335  "L”  St..  Lincoln  68509 
Nebraska  League  for  Nursing 

Mrs.  Mary  McCarl,  Executive  Secretary 
8501  West  Dodge  Road,  Omaha  68114 
NEBRASKA  MASTER  POISON  INFORMATION  CENTER 
Childrens  Memorial  Hospital 
502  South  44th  Avenue,  Omaha  68105 
Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording.  Executive  Director 
Suite  26.  10730  Pacific  St..  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 
521  The  Doctors  Bldg..  Omaha  68131 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs.  Executive  Secretary 
1001  Anderson  Building.  Lincoln  68508 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Ms.  Shane  McCleod,  President 
Omaha-Douglas  County  Health  Department 
1201  South  42nd  St.,  Omaha  68105 
Nebraska  Region  — American  College  of  Physicians 
John  D.  Hartigan,  M.D.,  Governor  for  Nebraska 
427  Medical  Arts  Bldg..  Omaha  68102 
Nebraska  Regional  Medical  Program 

530  South  13th  Street,  Lincoln  68508 
Nebraska  Rehabilitation  Services  Division 

Garry  D.  Cartwright,  Asst.  Commissioner-Director 
Dept,  of  Education 
233  South  10th  Street,  Lincoln  68508 
Nebraska  Rheumatism  Association 

Arthur  L.  Weaver,  M.D.,  President 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Society  for  Internal  Medicine 
Dan  A.  Nye,  M.D..  President 
17  W’est  31st  St..  P.O.  Box  K,  Kearney  68847 
Nebraska  Society  for  Medical  Technologists 
Carol  McGahn.  President 
511  So.  Plum  Rd.,  Grand  Island  68801 
Nebraska  Society  for  the  Prevention  of  Blindness,  Inc. 

An  Affiliate  of  the  National  Society  for  the  Prevention 
of  Blindness,  Inc.,  120  South  42nd  St.,  Lincoln  68510 
Nebraska  Society  of  Anesthesiologists 
John  L.  Gordon,  M.D.,  President 
10730  Pacific  St.,  Suite  234,  Omaha  68114 
Nebraska  Society  of  Radiologic  Technologists 
John  E.  Sonnenfield,  R.T.,  President 
611  South  84th  St.,  Omaha  68114 
Nebraska-South  Dakota,  District  Branch  of  the  American 
Psychiatric  Association  [Sioux  Psychiatric  Society] 

Emmet  M.  Kenny,  M.D.,  President 
20  Swanson  Professional  Center, 

8601  Wrest  Dodge  Rd..  Omaha  68114 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
Lincoln  Building.  1003  “O”  Street,  Lincoln  68508 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers.  M.D.,  Secretary-Treasurer 
8552  Cass.  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Wilma  R.  Rabb.  President 
1515  South  126th  St.,  Omaha  68144 
Mrs.  Gwen  Hurlburt,  Corresponding  Secretary 
4808  No.  47th  St..  Omaha  68104 
Nebraska  State  Veterinary  Medical  Association 
Bob  Garey.  Executive  Secretary 
Ninth  and  Minnesota,  Hastings  68901 
Nebraska  Urological  Association 

C.  Thomas  Frank.  M.D.,  Secretary-Treasurer 
44th  and  Farnam.  Omaha  68131 
Omaha  Midwest  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary 
1040  Medical  Arts  Building.  Omaha  68102 
University  of  Nebraska  Medical  Center 
Robert  D.  Sparks.  M.D.,  Chancellor 
42nd  and  Dewey  Avenue,  Omaha  68105 
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“I  hardly  think  you  being  a farmer  is  the  reason  for 
you  having  planters  warts.” 


For  Practice  Management 
Information  Systems... 

Call  The  Specialists 
Call  Systemedics 

* FOR  improved  cash  flow  and 

financial  control 

• FOR  automatic  processing  of 

patient  statements  and 
insurance  information 


• FOR  continuing  service  and 
management  assistance 

SYSTEMEDICS/AMS 
OF  NEBRASKA 


Mr.  Larry  Christensen 
P.O.  Box  75 

Gothenburg,  Ne.  69138 
308-537-2438 

Regional  Offices  Nationwide 


Councilor  Districts  and  Counties 


NEBRASKA  MEDICAL  ASSOCIATION 


First  District:  Councilor:  Carlyle  E. 

Wilson,  Jr.,  Omaha.  Counties:  Doug- 
las, Sarpy. 

Second  District:  Councilor:  Louis  J. 

Gogela,  Lincoln.  Counties:  Lancaster, 
Otoe,  Cass. 

Third  District:  Councilor:  H.  C.  Stewart, 
Pawnee  City.  Counties:  Gage,  John- 
son, Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  James  G. 
Carlson,  Verdigre.  Counties:  Knox, 

Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stanton, 
Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert  M. 
Sorensen,  Fremont.  Counties:  Burt, 
Washington,  Dodge,  Platte,  Colfax, 
Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz  G. 

Steenburg,  Aurora.  Counties:  Saun- 
ders, Butler,  Polk,  Seward,  York, 
Hamilton. 

Seventh  District:  Councilor:  Lyle  R 
Nelson,  Crete.  Counties:  Saline,  Clay, 
Fillmore,  Nuckolls,  Thayer,  Jefferson. 

Eighth  District:  Councilor:  A.  Dean 

Gilg,  Bassett.  Counties:  Cherry,  Key- 
apana,  Brown,  Rock,  Holt,  Sheridan, 
Boyd. 

Ninth  District:  Councilor:  Hiram  R. 

Walker,  Kearney.  Counties:  Hall, 

Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

Tenth  District:  Councilor:  Fred  J.  Rutt, 
Hastings.  Counties:  Gosper,  Phelps, 
Adams.  Furnas,  Harlan,  Webster, 
Kearney,  Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Berl  W. 
Spencer,  Ogallala.  Counties:  Lincoln, 
Perkins,  Keith,  McPherson,  Garden, 
Arthur,  Logan,  Deuel. 

Twelfth  District:  Councilor:  Calvin  M. 
Oba,  Scottsbluff.  Counties:  Scotts 

Bluff,  Banner,  Box  Butte,  Morrill, 
Kimball,  Cheyene,  Sioux,  Dawes. 


Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  SOCIETIES 


COUNTY 

Adams 

Antelope- Pierce 

Boone 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five  County 

Four  County 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

N.W.  Nebraska 

Omaha  Medical 

Otoe 

Per  kins- Chase 
Phelps 

Platte-Loup  Valley 
Saline 
Saunders 
Scotts  Bluff 
Seward 

South  Central  Nebraska 
S.E.  Nebraska 
S.W.  Nebraska 
Was  hington- Bur  t 
York- Polk 


PRESIDENT 
Earl  J.  Dean,  Hastings 
R.  E.  Kopp,  Plainview 

Raymond  H.  Olson,  Alliance 
Ron  D.  Scott,  Kearney 
Joseph  R.  Byers,  David  City 
R.  J.  Dietz,  Plattsmouth 

C.  J.  Cornelius,  Jr.,  Sidney 
Leonard  J.  Chadek,  West  Point 
M.  L.  Chaloupka,  Broken  Bow 

B.  W.  Pyle,  Gothenburg 
Roger  A.  Dilley,  Fremont 
Henry  J.  Billerbeck,  Randolph 
Morris  D.  Mathews,  St.  Paul 
Patrick  C.  Gillespie,  Beatrice 
Charles  D.  McGrath,  Gr.  Island 
Houtz  G.  Steenburg,  Aurora 
Robert  W.  Waters,  O'Neill 

R . G.  Hanisch,  St.  Paul 
Gordon  O.  Johnson,  Fairbury 
Douglas  M.  Laflan,  Creighton 
Herbert  E.  Reese,  Lincoln 
Miles  E.  Foster,  North  Platte 
R.  E.  Klaas,  Norfolk 
James  F.  Panzer,  Gordon 
Clarence  A.  McWhorter,  Omaha 

C.  R.  Williams,  Syracuse 
L.  C.  Potts,  Grant 

Frank  A.  Brewster,  II.  Holdrege 
Ronald  C.  Anderson.  Columbus 
Robert  E.  Quick,  Crete 
E.  J.  Hinrichs,  Wahoo 
Jerome  A.  Fuhrman,  Gering 
.Van  E.  Vahle,  Seward 
Vincent  S.  Lynn,  Geneva 
Paul  M.  Scott,  Auburn 
James  E.  Monaghan,  Benkelman 
H.  Neal  Sievers,  Blair 
James  D.  Bell,  York 


SECRETARY-TREASURER 
Clyde  L.  Kleager,  Hastings 

D.  F.  Johnson,  Jr.,  Osmond 
Charles  L.  Sweet,  Albion 

F.  P.  Sucgang,  Alliance 
William  M.  Vosik,  Kearney 
Gerald  W.  Luckey,  David  City 
Glen  D.  Knosp,  Elmwood 

C.  J.  Cornelius,  Jr.,  Sidney 
Eugene  L.  Sucha,  West  Point 
Loren  H.  Jacobsen,  Broken  Bow 
John  H.  Worthman,  Cozad 
William  B.  Eaton,  Fremont 
Charles  G.  Muffley,  Pender 
Richard  M.  Fruehling,  St.  Paul 
Klemens  E.  Gustafson,  Beatrice 
Gordon  D.  Francis,  Gr.  Island 
Richard  O.  Forsman,  Aurora 
Don  D.  Bailey,  O'Neill 

E.  C.  Hanisch,  Sr.,  St.  Paul 
R.  A.  Blatny,  Fairbury 

D.  J.  Nagengast,  Bloomfield 

J.  Thomas  McGreer,  III,  Lincoln 
Lewis  B.  Harden,  North  Platte 

F.  Martin,  Norfolk 
Richard  A.  Savage,  Chadron 
Donald  J.  Pavelka,  Omaha 
Gary  L.  Rademacher,  Nebr.  City 
Paul  F.  Bottom,  Grant 

Rex  J.  Kelly,  Holdrege 

A.  H.  Liebentritt,  Columbus 
Lyle  H.  Nelson,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
R.  Dan  Clark.  Gering 
David  C.  Krohn,  Seward 
Chas.  F.  Ashby,  Geneva 
Theo.  C.  Kiekhafer,  Falls  City 
Thomas  A.  Johnson,  Jr..  McCook 
Hans  Rath.  Omaha 

B.  N.  Greenberg,  York 
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Nebraska  Medical  Association  Officers  and  Committees 

OFFICERS 

Warren  G.  Bosley.  Grand  Island  President 

Harlan  L.  Papenfuss.  Lincoln  President-Elect 

Russell  L.  Gorthey.  Lincoln  Secretary-Treasurer 

Frank  Cole,  Lincoln  Editor 

Kenneth  E.  Neff.  Lincoln  Executive  Secretary 

AMA  Delegates  — C.  J.  Cornelius.  Jr.,  Sidney;  John  R.  Schenken.  Omaha 
AMA  Alternates  — John  D.  Coe.  Omaha;  Louis  J.  Gogela,  Lincoln 


POLICY  COMMITTEE 

Warren  G.  Bosley,  Chm. 

Harlan  L.  Papenhiss 
James  H.  Dunlap 
John  D.  Coe 
Frank  P.  Stone 


Grand  Island 
Lincoln 
Norfolk 
Omaha 
Lincoln 


BOARD  OF  DIRECTORS 

Charles  F.  Ashby 
Robert  B.  Benthack 
Dwight  W.  Burney,  Jr. 

Russell  L.  Gorthey 
Robert  J.  Morgan 


Geneva 

Wayne 

Omaha 

Lincoln 

Alliance 


ADVISORY  TO  AUXILIARY 


V Scott  Moore,  Chm. 

Lincoln 

Warren  G.  Bosley 

Grand  Island 

James  G.  Carlson 

Verdigre 

John  D.  Coe 

Omaha 

J Wrhitney  Kelley 

Omaha 

Kenneth  T McGinnis 

Lincoln 

ALLIED  PROFESSIONS 

Warren  Q Bradley 

Lincoln 

Muriel  N.  Frank 

Omaha 

Loren  H.  Jacobsen 

Broken  Bow 

David  L.  Kutsch 

Lincoln 

John  K Worthman 

Cozad 

CANCER 

F.  William  Karrer,  Chm. 

Omaha 

John  B.  Davis 

Omaha 

William  T.  Griffin 

Lincoln 

Henry  M.  Lemon 

Omaha 

Frank  H.  Tanner 

Lincoln 

Wallace  J.  Vnuk 

Kearney 

CONSTITUTION  AND  BY-LAWS 

J P.  Schlichtemier,  Chm. 

Omaha 

R.  L.  Cassel 

Fairbury 

Earl  J.  Dean 

Hastings 

John  T McGreer,  III 

Lincoln 

Harold  M.  Nordlund 

York 

Robert  D.  Sidner 

Kearney 

EMERGENCY  MEDICAL  SERVICE 

Harris  B.  Graves,  Chm. 

Waterloo 

Stephen  W.  Carveth 

Lincoln 

V Franklin  Colon 

Friend 

William  H.  Gondring 

Lincoln 

Dean  A.  McGee 

Omaha 

Richard  B.  Svehla 

Omaha 

GERIATRICS 

Vernon  G.  Ward,  Chm. 

Omaha 

Douglass  A Decker.  Jr 

Lincoln 

Dwight  M.  Frost 

Omaha 

Clyde  A Medlar 

Columbus 

Frederick  F.  Paustian 

Omaha 

HEALTH  EDUCATION  IN 
SCHOOLS  AND  COLLEGES 


S.  I.  Fuenning,  Chm. 

Lincoln 

Frank  0.  Hayworth 

Omaha 

Clyde  L.  Kleager 

Hastings 

H.  V.  Smith 

Kearney 

Robert  M.  Sorensen 

Fremont 

Interim: 

Mrs.  Kenneth  T.  McGinnis 

Lincoln 

HEALTH  PLANNING 

F H.  Hathaway.  Chm. 

Lincoln 

Stuart  D Campbell 

Scottsbluff 

James  G.  Carlson 

Verdigre 

C.  J.  Cornelius.  Jr 

Sidney 

James  E.  Ramsay 

Atkinson 

Stanley  M.  Truhlsen 

Omaha 

HOSPITAL  AND  PROFESSIONAL 
RELATIONS 

Gordon  D Adams 

Norfolk 

Muriel  N.  Frank 

Omaha 

Arthur  L.  Larsen 

Omaha 

Leonard  R.  Lee 

Lincoln 

Kenneth  D.  Peters 

Plainview 

Jerald  R.  Schenken 

Omaha 

A Eugene  Van  Wie 

Grand  Island 

INSURANCE  AND  PREPAYMENT 


MEDICAL  CARE 


A.  L.  Smith,  Jr.,  Chm. 

Lincoln 

Harold  D Dahlheim 

Norfolk 

Russell  J Mclntire 

Hastings 

Frederick  F.  Paustian 

Omaha 

Blaine  Y Roffman 

Omaha 

Paul  M.  Scott 

Auburn 

Stanley  M.  Truhlsen 

Omaha 

Hiram  R.  Walker 

Kearney 

MATERNAL  AND  CHILD  HEALTH 

W'arren  G.  Bosley,  Co-Chm. 

Grand  Island 

William  L.  Rumbolz,  Co-Chm. 

Omaha 

Dale  W Ebers 

Lincoln 

Charles  A.  Field 

Omaha 

Hodsen  A.  Hansen 

Lincoln 

L.  Palmer  Johnson 

Lincoln 

Bernie  D.  Taylor 

North  Platte 

MEDICAL  EDUCATION 

John  W.  Smith,  Chm. 

Omaha 

James  E.  Bridges 

Fremont 

Wendell  L.  Fairbanks 

Auburn 

Randolph  M.  Ferlic 

Omaha 

R.  C.  Rosenlof 

Kearney 

Fred  J.  Rutt 

Hastings 

Robert  J.  Stein 

Lincoln 

Interim: 

Joseph  M.  Holthaus 

Omaha 

Perry  G.  Rigby 

Omaha 

MEDICAL  SERVICE 

Robert  F.  Shapiro.  Chm. 

Lincoln 

William  A Doering 

Franklin 

Thomas  G.  Erickson 

Fremont 

Herbert  D.  Feidler 

Norfolk 

Donald  F Prince 

Minden 

Frank  H.  Tanner 

Lincoln 

Eugene  M.  Zweiback 

Omaha 

MEDICINE  AND  RELIGION 

John  C.  Goldner,  Chm. 

Omaha 

Kenneth  C Bagbv 

Blair 

W.  Ray  Hill 

Lincoln 

T.  C.  Kiekhaefer 

Falls  City 

John  J.  Ruffing,  Jr. 

Hemingford 

Merle  E.  Sjogren 

Omaha 

MEDICOLEGAL  ADVICE 
John  P.  Gilligan,  Chm.  Nebraska  City 

W 0.  Brown  Scottsbluff 

Paul  Goetowski  Lincoln 

William  L.  Rumbolz  Omaha 


MENTAL  HEALTH  AND 
MENTAL  RETARDATION 


Charles  W.  Landgraf,  Jr.,  Chm. 

Hastings 

John  D Baldwin 

Lincoln 

Harry  C.  Henderson 

Omaha 

J.  Whitney  Kelley 

Omaha 

Thomas  B.  Murray 

Kearney 

Robert  G.  Osborne 

Lincoln 

Interim: 

E.  Jack  Trembath 

Omaha 

STATE  PEER  REVIEW 

Milton  Simons,  Chm. 

Omaha 

K.  Don  Arrasmith 

Omaha 

John  D Baldwin 

Lincoln 

Dwight  W.  Burney,  Jr. 

Omaha 

John  C.  Denker 

Valley 

Henry  Kammandel 

Omaha 

Harold  W Keenan 

Ogallala 

Kenneth  T Kimball 

Kearney 

Kenneth  T.  McGinnis 

Lincoln 

J P Schlichtemier 

Omaha 

Richard  L.  Tollefson 

Wausa 

Hobart  E.  Wallace 

Lincoln 

Dean  C Watland 

Omaha 

Raymond  J.  Wyrens 

Omaha 

PUBLIC  HEALTH 

Richard  F.  Brouillette.  Chm. 

York 

M.  D Bechtel 

Omaha 

Stanley  T.  Mountford 

Omaha 

Henry  D.  Smith 

Lincoln 

F.  Thomas  Waring 

Fremont 

PUBLIC  RELATIONS 

William  T.  Griffin,  Chm. 

Lincoln 

Richard  D.  Gentry 

Falls  City 

Donald  Matthews 

Lincoln 

G.  P.  McArdle 

Omaha 

Dale  E.  Michels 

Lincoln 

John  C.  Sage 

Omaha 

RELATIVE  VALUE  STUDY 

Orin  R Hayes,  Chm 

Lincoln 

John  A.  Haggstrom 

Omaha 

Bernard  L.  Kratochvil 

Omaha 

Lyle  H Nelson 

Crete 

Donald  F Purvis 

Lincoln 

Carlyle  E.  Wilson,  Jr 

Omaha 

RURAL  MEDICAL  SERVICE 

John  R.  Finkner 

Minden 

Michael  J Haller 

Omaha 

R.  L.  Tollefson 

Wausa 

John  H.  Worthman 

Cozad 

Interim : 

Paul  R.  Young 

Omaha 

SCIENTIFIC  SESSIONS 


Joel  T.  Johnson,  Chm. 

Kearney 

Richard  A.  Cottingham 

McCook 

Randolph  M.  Ferlic 

Omaha 

Russell  L.  Gorthey 

Lincoln 

Y.  Scott  Moore 

Lincoln 

Jerry  A.  Reed 

Lincoln 

Robert  M.  Stryker 

Omaha 

SUBCOMMITTEE  ON  ATHLETIC  INJURIES 

John  E.  Murphy,  Chm. 

Aurora 

Stanley  M.  Bach 

Omaha 

Robert  B.  Benthack 

Wayne 

Patrick  E.  Clare 

Lincoln 

S.  I.  Fuenning 

Lincoln 

Paul  Goetowski 

Lincoln 

Jack  K.  Lewis 

Omaha 

Otis  W.  Miller 

Ord 

Charles  W.  Newman 

Lincoln 

George  Sullivan,  R.P.T. 

Lincoln 

Wayne  Wagner.  A.T. 

Omaha 

John  G.  Yost 

Hastings 

AD-HOC  DRUG  ABUSE  EDUCATION 

Marvin  E.  Holsclaw,  Chm. 

Lincoln 

Klemens  E.  Gustafson 

Beatrice 

Jack  K Lewis 

Omaha 

James  I.  Wax 

Omaha 

AD-HOC  COMMITTEE  ON  HOUSE 

ACTIONS 

Harold  S.  Morgan,  Chm. 

Lincoln 

R E.  Garlinghouse 

Lincoln 

Frank  H.  Tanner 

Lincoln 

W D Wright 

Omaha 

AD-HOC  COMMITTEE  ON  NATIONAL 

HEALTH  INSURANCE 

Jerald  R.  Schenken.  Chm 

Omaha 

William  H.  Berrick 

Madison 

Louis  J.  Gogela 

Lincoln 

Arnold  W.  Lempka 

Omaha 

Robert  J.  Morgan 

Alliance 

Donald  F.  Prince 

Minden 

A.  L.  Smith.  Jr. 

Lincoln 

Student  Member: 

Patrick  S.  Dunlap 

Omaha 

AD-HOC  COMMITTEE  ON  PSRO 

Houtz  G.  Steenburg,  Chm. 

Aurora 

John  H.  Bancroft 

Kearney 

W'arren  G.  Bosley 

Grand  Island 

James  H.  Dunlap 

Norfolk 

Allan  C.  Landers 

Scottsbluff 

Harlan  L.  Papenfuss 

Lincoln 

Donald  J.  Pavelka 

Omaha 

Frank  P.  Stone 

Lincoln 

Carlyle  E.  Wilson,  Jr. 

Omaha 

AD-HOC  STEERING  COMMITTEE 
ON  PROFESSIONAL  LIABILITY 
James  H.  Dunlap.  Chm.  Norfolk 

John  P.  Gilligan  Nebraska  City 

William  T.  Griffin  Lincoln 

Robert  F Shapiro  Lincoln 

A.  L.  Smith,  Jr.  Lincoln 

John  W.  Smith  Omaha 


SUBCOMMITTEE  ON  LEGISLATION 


Herbert  E.  Reese,  Chm.  Lincoln 

V.  Franklin  Colon  Friend 

Muriel  N.  Frank  Omaha 

Phillip  E.  Getscher  Lincoln 

Blaine  Y.  Roffman  Omaha 

SUBCOMMITTEE  ON  PROFESSIONAL 
EDUCATION 

Randolph  M.  Ferlic,  Chm.  Omaha 

Frederick  F.  Paustian  Omaha 

John  F.  Porterfield  Lincoln 

Hiram  R.  Walker  Kearney 

SUBCOMMITTEE  ON  ALTERNATIVES 

A.  L.  Smith,  Jr.,  Chm.  Lincoln 

C.  J.  Cornelius,  Jr.  Sidney 

Roger  D Mason  Omaha 

Clarence  A.  McWhorter  Omaha 

Robert  J Morgan  Alliance 


SUBCOMMITTEE  ON  PUBLIC 
EDUCATION 

Public  Relations  Committee 
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She’s  a graduate  of  Columbia  with  a Masters 
in  literature. 

She’s  a vice  president  of  a publishing  company. 

She’s  watched  television  programs  and  read 
dozens  of  pamphlets  and  articles  about  early 
cancer  detection. 

She  has  relatives  and  close,  personal  friends 
who  have  had  mastectomies. 

She’s  about  as  aware  of  the  need  for  breast  self- 
examination  as  any  intelligent  woman  could  be. 

Yet  she  does  not  get  regular  checkups  nor 
does  she  even  examine  her  own  breasts. 

Why?  Because  her  doctor  never  told  her  to. 


But  92%  of  the  women  who  receive  personal  instruction 
from  their  doctors  do  regularly  practice  BSE.* 

You  don’t  have  to  be  told  how  important  early  detection  is. 
But  maybe  you  need  this  reminder  that  a few  personal 
words  from  you  can  often  mean  more  than  the  millions  of 
words  that  go  into  publicity  and  television  programs. 

'Based  on  a Gallup  study  conducted  for  the  American  Cancer  Society 


american 

cancer 

society 


Photo  Roy  Solowintki 


Pediatric  Drops 


100  mg. /ml. 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Shy 


EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


WHATEVER  HAPPENED 
TO  THE  AUTOPSY? 

The  autopsy  percentage  used  to  be  a 
jealously  guarded  number,  and  I think  you 
were  required  to  keep  it  above  a preset 
healthy  figure,  if  autopsy  rates  can  be  called 
healthy.  We  once  had  a hundred  percent 
going  into  the  last  hours  of  the  final  days  of 
a month,  with  a seriously  ill  patient  and  a 
hospital  promise  of  a dinner  for  the  house 
officers  if  we  kept  the  record  intact.  We  all 
left  the  place  with  the  intern  on  duty  who 
was  carefully  instructed  to  get  the  consent 
for  the  post  if  the  patient  died,  or  better 
still,  to  keep  him  alive,  at  least  until 
midnight,  but  it  was  not  to  be. 

I seem  to  have  read  that  autopsy  is  not 
performed  as  often  as  it  has  been  done,  and 
that  there  is  no  longer  an  autopsy 
requirement  rate;  it  was  once  20  percent  and 
may  have  even  been  higher.  Rates  of  20 
percent  for  community  hospitals  and  25 
percent  for  teaching  hospitals  are  considered 
appropriate.  The  autopsy  is  believed  to  be 
important  in  research,  continuing  medical 
education,  teaching,  and  evaluation  of  care 
quality. 

A sample  of  over  4 thousand  short-term 
general  hospitals  in  the  U.S.  showed  an 
overall  average  autopsy  rate  of  39  percent 
early  in  1974,  but  the  rate  has  declined  since 
1965. 

Who  pays  for  it?  Everybody,  all  the  live 
patients  who  have  laboratory  work  done; 
there  may  be  no  charge  to  the  family,  but 
there  usually  is  one  to  the  county  attorney 
or  the  insurance  company. 

Is  it  valuable  in  all  cases?  Yes,  it 
contributes  to  scientific  knowledge,  and  it 
may  reveal  a preclinical  stage  of  disease  or 
an  undiagnosed  one.  Pathologists  recommend 
it,  although  it  is  a great  deal  of  work  and 
may  not  be  the  pleasantest  of  their  tasks. 

When  should  it  be  done,  and  how  many 
are  needed?  It  should  be  performed 
whenever  it  can  contribute  to  knowledge, 
teaching,  or  quality  of  care.  It  should 
probably  be  done  often,  it  ought  to  be  done 
whenever  the  issue  is  in  doubt,  it  is 


sometimes  required  by  law,  and  it  is 
probably  never  a waste  of  time  even  when  it 
is  neither  compulsory  nor  considered  to  be 
specifically  indicated. 

The  living  learn  from  the  dead. 

— F.C. 

ON  LIFE,  DYING,  AND  EXPERTS 

Someone  who  has  probably  watched  very 
sick  people  is  supposed  to  have  said  that 
there  is  an  afterlife,  because  some  of  these 
patients  seemed  to  die  and  were  revived, 
whereupon  they  said  that  there  was  indeed  a 
life  after  death,  and  it  was  all  very  nice. 

I am  weary  of  experts  who  do  not  really 
know.  One  government  official  said  Russia 
was  our  friend,  and  after  his  mind  had  been 
changed,  he  said,  yes,  I was  wrong  before, 
but  listen  to  me  now.  Another  said  we  must 
fight  our  next  war  with  England,  and  soon, 
and  see  how  wrong  he  was. 

Then  there  are  the  we-are-not-alone  and 
there-must-be-life-elsewhere  experts.  There 
are  billions  of  stars,  and  our  sun  is  one  of 
them.  There  are  nine  known  planets  in  our 
system,  but  do  other  stars  have  planets?  We 
do  not  know.  If  life  is  formed  from  amino 
acids  and  you  find  amino  acids,  you  have  not 
found  life.  If  you  consider  it  unthinkable  that 
life  does  not  exist  elsewhere,  you  have 
proved  nothing.  We  receive  no  signals  from 
space  and  find  no  evidence  of  life  on  the 
moon  or  on  others  of  our  planets. 

Now  nobody  who  seems  to  have  died  and 
is  brought  back  to  life  has  really  died.  A 
patient  who  has  been  resuscitated  has  not 
died.  When  you're  dead,  you’re  dead;  you 
stay  dead,  and  nobody  knows  what  dying  is 
like  or  what  death  is  like  or  how  you  feel  a 
few  minutes  after  you  have  died. 

If  you  observe  terminally  ill  patients,  you 
may  learn  what  dying  people  look  like,  you 
may  have  only  the  faintest  of  notions  of  what 
they  think,  and  you  will  learn  nothing  about 
life  after  death. 

When  they  are  dead,  they  can’t  tell  you. 

-F.C. 
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WHY  SETTLE? 

An  anesthesiologist  just  out  of  training 
may  possibly  have  injured  a tooth  every  so 
slightly  while  intubating;  he  told  the  patient 
and  she  said  forget  it,  it  was  a peg  tooth, 
whatever  that  is,  and  it  had  happened 
before.  But  a friend  said,  sue,  They  asked  for 
S30  (that  was  his  fee,  and  this  was  some  time 
ago),  and  the  insurance  company  said  to  the 
young  doctor,  if  we  go  to  court,  you  will 
surely  win,  but  it  isn’t  worth  our  while, 
please  let  us  pay  it. 

A friend  of  mine  was  in  an  automobile 
accident,  and  he  did  not  think  he  was  at 
fault.  The  other  side  wanted  $200,  and  the 
insurance  company  said  to  my  friend,  you 
were  probably  not  at  fault,  but  plead  guilty 
and  let  us  pay  it.  But  he  was  wiser,  and  he 
maintained  his  innocence,  and  he  won. 

I was  in  an  accident  many  years  ago,  and 
the  employer  of  the  driver  of  the  other  car 
said  it  was  his  fault,  and  then  he  added,  you 
sue  me  and  111  sue  you.  Why  will  you  sue 
me,  I asked  innocently.  That’s  how  these 
things  are  done,  he  said.  Insurance 
companies  don’t  like  to  go  to  court,  they 
always  settle. 

That’s  why  settlements  and  premiums  are 
so  high.  That,  and  the  contingent  fee.  You 
would  think  insurance  companies  would  have 
learned  their  lesson  by  now,  and  they  still 
seem  to  do  it.  In  Canada,  where  the  rates 
are  extremely  low,  they  fight  all  claims,  and 
while  all  means  all,  they  particularly  resist 


nuisance  claims,  where  the  suit  is  brought 
because  it  is  felt  that  the  insurance  company 
will  find  it  cheaper  to  pay,  even  though  the 
doctor  is  right,  than  to  go  to  court. 

Not  in  the  long  run.  My  feeling  is  this:  if 
you  are  right,  say  so,  and  keep  saying  so. 

— F.C. 


NAUSEA  AND  VOMITING 
Medical  school  was  fun,  but  it  was  hard 
work,  too.  There  were  short  cuts,  though, 
that  made  the  work  more  like  fun  than 
drudgery.  I noticed  that  the  incubation 
period  of  children  virus  diseases  was  always 
two  weeks,  so  that  I did  not  need  to 
remember  12  days  for  one  and  15  for 
another;  and  I learned  to  write  N & V for 
nausea  and  vomiting,  since,  in  company  with 
the  commonness  of  two  weeks  for  viruses, 
this  kind  of  sickness  was  a frequent 
manifestation  or  forerunner  of  diseases  we 
had  to  know  all  about. 


By  why  nausea  and  vomiting,  why  both? 
For  if  a poor  fellow  has  vomiting,  does  he 
not  have  nausea?  There  is  no  V without  the 
N,  and  we  do  not  need  both.  I suggest  that  if 
there  are  diseases  with  nausea  only,  we 
write  N ; and  that  where  there  is  vomiting, 
we  put  down  V ; and  that  we  stop  writing 
nausea  and  vomiting  entirely. 


Come  to  think  of  it,  it  makes  a lot  of  sense, 
but  then  I suggested  it. 


-F.C. 
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ORIGINAL  ARTICLES 


Early  Diagnosis  and  Mis-Diagnosis 
of  Congenital  Dislocated  Hip 


TREATMENT  of  congenital  dis- 
located hip  (CDH)  in  a child 
older  than  1 year  of  age  is 
inadequate  to  insure  normal  hip  function  in 
adulthood.  Long  term  follow-up 1 indicates 
that  the  vast  majority  of  patients  treated 
after  one  year  of  age  will  develop 
unsatisfactory,  painful  arthritic  hips  in  their 
forties  and  fifties,  despite  apparently 
adequate  reduction  of  the  childhood  disloca- 
tion. The  only  glimmering  chance  of 
improving  this  prognostic  darkness  is  early 
detection.  Over  the  past  10  years,  methods 
of  early  diagnosis  have  been  evaluated  in 
long-term  population  studies, 2-3- 4 illustrating 
the  reliability,  as  well  as  the  deficiencies,  of 
present  diagnostic  screening  methods  for 
CDH.  The  purpose  of  this  communication  is 
to  review7  reliable  techniques  of  diagnosis 
and  illustrate  factors  that  we  have  observed 
delaying  early  detection  and  treatment  of  the 
deformity. 


Classification  of  Congenital  Hip  Instability 

Congenital  hip  dislocation  is  not  an  “all  or 
none"  phenomenon  that  is  either  present  or 
absent  at  birth.  Rather,  the  instability  may 
develop  after,  as  well  as  before  birth. 
Congenital  deformity  of  the  hip  may  be 
either  a luxation,  a subluxation  or  a 
dysplasia  depending  on  the  relationship  of 
the  femoral  head  to  the  acetabulum  (Fig.  1). 
Postnatal  factors,  especially  hip  positioning, 
can  cause  the  dysplastic  or  subluxated  hip  to 
become  either  dislocated  or  normal.  These 
varying  degrees  of  hip  instability  following 
birth  mean  that  examinations  must  be  done 
repeatedly  in  the  first  3 to  6 months  of  life  to 
detect  hip  dislocation.  Infants  with  statistic- 
ally higher  risk  of  developing  the  deformity, 
including  first-born  breeches,  girl  babies  with 
family  histories  of  CDH  or  babies  with  other 
musculoskeletal  abnormalities,  especially  club 
feet  5 or  torticollis, 6 should  be  carefully 
follow'ed  with  repeated  physical  and  appro- 
priate x-ray  examinations. 


JOHN  F.  CONNOLLY,  M.D.* 


Initial  Diagnosis 

Physical  tests  of  hip  instability  are  the 
most  diagnostic  in  the  newborn  period.  A 
palpable  sensation  of  the  hip  first  dislocating 
in  adduction  and  flexion  and  then  relocating 
during  abduction,  i.e.,  the  Ortolani  and 
Barlow  maneuvers,  tells  the  examiner  that 
treatment  is  warranted  (Fig.  2).  The  other 
finding  that  should  cause  suspicion  is 
stiffness.  Ordinarily  the  newborn’s  hip  can  be 
passively  abducted  to  lie  flat  on  the 
examining  table.  Asymmetric  limitation  of 
abduction  indicates  unilateral  CDH.  However 
a significant  percentage  (approximately  40%  ) 
of  congenital  hip  instability  may  be  bilateral, 
so  that  any  limitation  of  abduction  to  less 
than  50°  - 60°  should  be  considered 

abnormal.  Roentgenograms  of  the  newborn’s 
hip  are  completely  unreliable  for  diagnostic 
purposes  (Fig.  3)  and  the  initial  diagnosis 
must  be  based  on  physical  impression. 

Despite  routine  perinatal  evaluation,  on 
the  average,  CDH  is  detected  in  only  30  to 
40%  of  initial  examinations.5  The  majority  of 
initial  diagnoses  are  still  made  by  the  mother 
or  grandmother.  The  parent’s  suspicion  is 
usually  aroused  by  a previous  history  of 
CDH  in  a relative  or  by  the  observation  that 
the  hip  became  stiff  at  around  three  months 
of  age  as  a result  of  adductor  muscle 
contraction  limiting  abduction.  Limp  in  early 
childhood  is  also  still  a frequent  initial 
manifestation  of  CDH.  Nevertheless,  the  only 
possibility  for  improved  long-term  prognosis 
is  for  the  diagnosis  to  be  made  by  medical 
examination  before  the  deformity  becomes 
obvious  even  to  family  members. 

Roentgenographic  Examination 

Since  roentgenograms  of  the  hips  are 

*From  the  department  of  Orthopedic  Surgery  and  Rehabilitation, 
University  of  Nebraska  Medical  Center,  42nd  & Dewey  Avenue,  Omaha. 
Nebraska  68105. 
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unreliable  in  the  newborn  period  (Fig.  3) 
routine  x-ray  screening  for  CDH  is  not 
justified.  Roentgenograms  at  3 months  of  age 
can  be  useful  diagnostically  when  cartila- 
ginous structures  have  become  sufficiently 
ossified  to  indicate  joint  development. 
Individuals  with  a statistically  higher  risk  of 
congenital  hip  deformity  should  be  x-rayed 
routinely  at  3 to  4 months  to  verify  the 
relationships  of  the  femoral  head  to  the 
acetabulum. 

Problems  of  diagnosis  and  causes  of 
delayed  diagnosis  and  treatment  are  exemp- 
lified by  the  following  cases: 


Case  1: 

A girl  product  of  a breech  delivery  was  ex- 
amined in  the  newborn  nursery.  Two 
maternal  cousins  had  a history  of  CDH  and 
the  examining  physician  was  suspicious  of  in- 
stability in  the  left  hip.  X-rays  were  taken 
and  interpreted  as  normal  (Fig.  3A). 
Orthopedic  consultation  recommended  that 
the  instability  should  be  treated  and  the  par- 
ents were  advised  to  keep  the  child  in  triple 
diapers.  Because  of  parental  conflicts  and 
eventual  divorce,  follow-up  was  sporadic  and 
when  the  child  began  to  walk  at  fourteen 
months  a limp  was  noted.  X-rays  (Fig.  3B)  at 
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that  time  demonstrated  dislocation  of  the  left 
hip  which  required  operative  treatment  for 
reduction. 

Case  2. 

A visiting  nurse  performing  a well-baby 
checkup  on  a healthy  two  month  old  girl 
product  of  a normal  delivery  felt  stiffness  in 
the  infant’s  right  hip  and  suspected  a 
dislocation.  When  the  child  was  brought  to 
her  family  physician  he  advised  that  x-rays 


would  not  be  helpful  until  after  six  months 
and  that  it  would  be  best  to  wait  until  the 
child  was  older  in  order  to  determine  the 
radiographic  status  of  the  hip.  When  x-rays 
were  finally  taken  the  hip  was  indeed 
dislocated  but  treatment  had  been  delayed 
inappropriately  until  the  child  was  nine 
months  old.  The  dislocation  eventually 
required  open  reduction  and  pelvic  osteot- 
omy for  stability. 


EXAMINATION  FOR  CONGENITAL  DISLOCATED  HIP 


1.  Test  all  babies  at  birth,  repeat 
at  3 and  6 month  check  up 

2.  Look  for  instability  and/or  stiffness 

3.  Be  sure  baby  is  on  a firm  surface 
and  not  crying 


TO  EXAMINE  FOR  INSTABILITY: 

( Figures  A & B ) 

Fix  pelvis  between  thumb  and  fingers 
of  left  hand.  Flex  hips  and  bring  to 
midabduction.  Press  thumb  on  lesser 
trochanter  to  cause  femoral  head  to 
move  out  over  acetabulum.  Release  of 
thumb  pressure  causes  femoral  head 
to  slide  back  into  acetabulum. 

( Figure  C ) 

Unilateral  or  bilateral  limitation  of 
hip  abduction  to  less  than  50°  is 
indicative  of  C.D.  H.  and  warrants 
treatment. 


UNIVERSITY  OF  NEBRASKA  ORTHOPEDIC  CLINIC 

Figure  2 — Illustration  of  physical  examination  for  CDH  as  utilized  in  the  newborn  nursery  and  the  well-baby  clinic. 
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Figure  3 — Case  1 - initial  roentgenogram  in  the  newborn  nursery  was  interpreted  as  normal. 


Figure  3A  — Roentgenograms  at  14  months  demonstrated  dislocation  of  the  left  hip. 
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Comment 

CDH  must  be  considered  a physical,  not  a 
radiographic  diagnosis,  if  treatment  is  to  be 
instituted  early  enough  to  improve  long-term 
prognosis.  This  concept  allows  prompt 
therapy  when  the  hips  are  readily  reducible 
and  avoids  unnecessary  therapeutic  delays 
resulting  from  traditional  reliance  on  x-ray 
diagnosis.  Follow-up  evaluation  of  hip 
stability  and  stiffness  at  two  to  three  months 
of  age  should  be  a routine  adjunct  to 
thorough  examination  in  the  newborn 
nursery.  Any  suspicion  of  instability  or 
stiffness  in  the  newborn  or  neonate’s  hip 
warrants  treatment  by  positioning  in  the 
fetal  or  human  position  of  flexion  and  slight 
abduction.  By  using  devices  such  as  the 
Pavlik  harness  (Fig.  4)  we  have  been  able  to 
maintain  the  hip  in  the  fetal  position 
necessary  to  induce  normal  development  of 
the  joint  structure.  Triple  diaper  therapy 
should  not  be  recommended  for  the  unstable 
hip  since  it  does  not  achieve  the  desired 
degree  of  flexion,  turns  out  to  be  more 
expensive  than  is  the  harness,  and  tends  to 
de-emphasize  the  importance  of  proper  hip 


positioning  during  the  critical  few  months 
after  birth.  Parental  failure  to  follow  through 
with  triple  diaper  therapy  is  fairly  common, 
as  Case  1 illustrates. 

The  incidence  of  CDH  ranges  from 
4-15/1000  live  births,  approximately  the 
same  incidence  as  congenital  heart  disease.3 
Congenital  heart  problems,  like  congenital 
hip  deformity  may  not  be  detected  on  initial 
examination  but  repeated  auscultation  during 
well-baby  checkups  results  in  a better  than 
90%  detection  rate  for  CHD  by  the  age  of  6 
months.7  The  early  detection  rate  for  CDH  is 
not  nearly  as  admirable.  Yet,  early  detection 
and  treatment  is  as  significant  for  the 
congenital  hip  as  it  is  for  the  congenital 
heart.  Planned  screening  and  follow-up  evalu- 
ation for  congenital  hip  deformity  are 
essential  components  of  effective  preventive 
care  which  should  ultimately  be  our  primary 
professional  objective. 

Summary 

Early  detection  of  CDH  offers  our  best 
chance  to  insure  normal  hip  function  in 
adulthood.  Hip  instability  in  the  newborn  is 


Figure  3B  — After  reduction,  this  roentgenogram  at  18  months  showed  ossification  of  the  femoral 
epiphysis.  The  prognosis  for  normal  hip  function  through  adulthood  is  poor  due  to  delay  in  treatment. 
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detected  by  the  Ortolani  or  Barlow 
maneuvers.  Hip  instability  may  evolve  after 
birth  and  repeat  hip  exam  for  adduction 
contraction  at  each  well-baby  checkup  is 
essential  to  detect  hip  deformity  not  evident 
in  the  newborn.  Roentgenographic  screening 
is  not  helpful  until  3 to  4 months  of  age.  Any 
suspicion  of  hip  instability  or  stiffness 
warrants  positioning  in  flexion  and  abduction 
until  roentgenograms  demonstrate  normal 
osseous  development. 
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Figure  4 — The  Pavlik  harness  is  utilized  to  maintain  the  unstable  hip  in  flexion  and  slight 
abduction.  The  mother  can  change  diapers  without  removing  the  harness.  For  purposes  of 
illustration,  this  infant  is  shirtless  and  diaperless  but  to  avoid  skin  irritation,  the  harness  should  go 
outside  clothing. 
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A Tale  of  Tuberous  Sclerosis 


THIS  8 year  old  white  male  had 
initially  been  examined  at  the 
age  of  2 on  December  14,  1966. 
The  patient  at  that  time  was  reported  as 
having  had  experienced  an  episode  of 
jerking  in  his  upper  extremities  at  the  age  of 
13  months.  At  that  time,  he  had  a fever  of 
102  degrees  and  evidence  of  a respiratory  in- 
fection. The  patient  remained  unconscious  for 
approximately  20  minutes  following  the 
episode,  and  after  the  attack  he  was  groggy 
and  unresponsive  for  a period  of  2 minutes. 
At  the  age  of  14  months  he  fell  and  fractured 
his  clavicle.  There  were  no  episodes  of  un- 
consciousness associated  with  this.  Approx- 
imately 4 or  5 months  prior  to  his  examina- 
tion of  December  14,  1966,  it  was  noted  that 
he  would  fall  frequently  and  associated  with 
this  he  would  have  jerking  of  his  left  upper 
extremity.  The  movements  would  last  for 
approximately  one  minute  and  recur  as  fre- 
quently as  three  times  a day.  Following  the 
abnormal  movements  of  his  left  upper 
extremity,  the  patient  would  tend  to  carry 
his  left  arm  “as  a dead  weight.”  During  this 
time  he  was  placed  on  elixir  of  phenobarbital 
5 ml  qid.  The  patient's  neurological  examina- 
tion at  that  time  revealed  evidence  of  inco- 
ordination of  his  left  upper  extremity.  His 
electroencephalogram  showed  slow  3 per 
second  high  voltage  waves  in  the  right 
temporal  area.  The  patient  was  admitted  to 
the  hospital,  and  a pneumoencephalogram 
was  performed  on  December  27,  1966,  which 
was  entirely  normal.  The  patient  was 
released  from  the  hospital  at  which  time  he 
was  given  a prescription  for  elixir  of  pheno- 
barbital 5ml  qid,  diphenylhydantoin  sodium 
suspension  30  mgm  tid.  The  patient’s  electro- 
encephalogram continued  to  remain  abnormal 
although  his  seizure  activity  was  under 
adequate  control  with  his  medication. 

He  was  readmitted  to  the  hospital  on 
August  13,  1969.  On  August  12,  1969,  the 
patient’s  mother  noted  that  he  was 
extremely  ataxic  and  would  tend  to  squint 
when  looking  about  the  room.  The  patient’s 
neurological  examination  showed  evidence  of 
extreme  ataxia,  particularly  with  heel-to- 
knee  test  and  with  tandem  gait.  In  addition 
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to  this,  he  had  marked  difficulty  when 
attempting  to  perform  fine  and  rapid  move- 
ments of  his  upper  extremities.  It  was  felt 
that  the  patient  was  showing  evidence  of 
toxic  reaction  to  his  medication  and  his 
medication  was  subsequently  changed  to 
phenobarbital  15  mgm  tid  and  diphenyl- 
hydantoin sodium  25  mg  tid.  Prior  to  his 
admission  to  the  hospital  at  that  time  he  had 
been  taking  an  increased  amount  of 
diphenylhydantoin  sodium.  The  toxic  reaction 
was  felt  to  be  related  to  his  diphenylhydan- 
toin sodium.  The  patient’s  electroencephalo- 
gram was  recorded  on  August  17,  1970,  at 
which  time  a normal  sleep  record  was 
obtained.  The  patient  had  continued  to  ex- 
perience seizures  of  rare  occasion  and  during 
this  time  diphenylhydantoin  sodium  was 
changed  to  50  mg  on  arising  and  25  mg  at  4 
p.m.,  and  his  phenobarbital  to  15  mg  tid. 
Following  this,  the  patient  had  adequate 
control  of  his  major  attacks.  He  did, 
however,  return  on  April  10,  1972,  and  his 
mother  reported  that  he  had  been  showing 
some  evidence  of  difficulty  with  his  hearing 
and  would  tend  to  misinterpret  words  as 
they  were  spoken  to  him.  He  was  also  having 
trouble  in  adjusting  at  school.  The  patient 
continued  to  have  episodes  of  abnormal 
feeling  involving  his  left  upper  extremity. 
However,  there  was  no  abnormal  motor 
activity  associated  with  the  episodes. 
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PH:  The  patient’s  past  history  — The 
patient’s  birth  was  uneventful.  He  sat  at  6 or 
7 months,  walked  at  1 year,  was  able  to  talk 
at  the  time  of  his  examination  at  the  age  of 
2.  The  patient  had  been  examined  on  August 
16,  1970,  and  at  the  time  it  was  noted  that 
he  had  a minor  eruption  on  his  face.  The 
eruption  continued  to  show  evidence  of 
further  progression  and  was  felt  to  be  that  of 
adenoma  sebaceum.  The  patient  as  noted 
above  was  having  difficulty  with  his  hearing 
and  was  re-examined  on  April  10,  1972. 

The  patient’s  neurological  examination  re- 
vealed a thin  white  male  whose  blood 
pressure  was  92/60. 

Cranial  Nerves  — The  funduscopic  examin- 
ation revealed  presence  of  bilateral  papil- 
ledema. VI  — the  patient’s  right  eye  was 
rotated  medially  and  there  was  limited 
lateral  rotation  of  this  orbit.  VII  — there 
was  a slight  droop  of  the  right  corner  of 
his  mouth. 

Motor  Strength  — Was  normal  throughout. 

Sensation  — Was  intact  to  all  modalities  of 
testing. 

Testing  — Coordination  tests  were  per- 
formed slowly  but  adequately. 

Reflexes  — The  deep  tendon  reflexes  were 
present  and  equal  as  were  the  abdominal 
reflexes.  Positive  Babinski  and  Chaddock 
reflexes  were  elicited  bilaterally. 

The  patient  had  a cracked  pot  sound  when 
tapping  his  skull  and  there  was  evidence  of 
increased  size  of  the  frontal  veins  of  his 
scalp. 

His  electroencephalogram  was  abnormal 
showing  slower  5 to  6 per  second  waves  in 
the  left  temporal  area. 

The  patient’s  hospital  course:  Skull  x-rays 
showed  evidence  of  separation  of  the 
sutures.  The  patient’s  brain  scan  was  ab- 
normal with  increased  activity  just  above  the 
sella  tursica  suggestive  of  neoplasm  in  this 
area.  The  patient  had  a ventricular  study 
which  showed  evidence  of  a mass  involving 
the  intraventricular  area.  It  was  felt  that  the 
mass  was  in  the  midline  projecting  upward 
into  the  intraventricular  area  in  the  region  of 
the  thalamus.  Bilateral  shunts  were  per- 
formed in  order  to  give  adequate  relief  of  his 


increased  intracranial  pressure.  The  patient 
also  received  Cobalt  therapy  during  this 
time.  While  receiving  Cobalt  therapy,  the 
patient  became  unresponsive  for  a period  of 
time  and  showed  evidence  of  weakness  of  all 
four  extremities.  However,  as  the  edema 
associated  with  his  cobalt  therapy  was 
treated  with  steroids  he  gradually  regained 
consciousness,  and  was  able  to  be  discharged 
from  the  hospital  to  his  home.  During  this 
time  he  continued  to  receive  his  anticon- 
vulsant therapy  and  his  seizures  were 
controlled  adequately  with  medication.  The 
patient  was  subsequently  admitted  to  the 
hospital  on  August  23,  1973,  with  the 

complaint  of  nausea  and  vomiting  associated 
with  his  considerable  weakness  involving  all 
four  extremities.  His  medications  were 
phenobarbital  15  mg  qid  and  diphenylhydan- 
toin  sodium  50  mg  qid. 

Neurological  Examination 

The  patient  is  a slender  white  male  whose 
blood  pressure  was  110/90. 

Cranial  Nerves  — The  funduscopic 
examination  showed  evidence  of  palor  of 
the  optic  disks  bilaterally.  The  pallor  was 
greater  on  the  right.  His  visual  field  was 
markedly  constricted  in  the  right  eye  with 
a small  amount  of  vision  remaining  lateral 
to  the  central  point  of  fixation.  The  re- 
mainder of  the  cranial  nerves  were  intact. 

Motor  Strength  — Motor  strength  was 
normal  throughout. 

Sensation  — Sensation  was  intact  to  all 
modalities  of  testing. 

Coordination  — The  patient’s  tests  were 
performed  slowly.  When  he  attempted  the 
finger-to-nose  and  heel-to-knee  tests,  his 
gait  was  ataxic  and  he  had  difficulty  when 
attempting  to  walk  in  tandem. 

Reflexes  — The  deep  tendon  reflexes  were 
present  and  equal.  The  right  abdominal  re- 
flexes were  absent.  There  were  no  patho- 
logical toe  signs  elicited. 

Miscellaneous  — Adenoma  sebaceum  were 
noted  on  the  facial  areas. 

The  patient’s  surgical  scars  for  his  ventri- 
culo-atrial shunts  were  well  healed  and  the 
shunts  were  functioning  adequately. 

The  only  other  abnormal  findings  were 
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evidence  of  an  Australian  fold  on  the  palmer 
surface  of  his  left  hand  and  hypertrophy  of 
the  gingiva. 

An  electroencephalogram  was  reported  as 
abnormal,  showing  slowing  of  S2  diffusely.  A 
brain  scan  was  done  with  TC99M.  This  re- 
vealed an  area  of  increased  activity  in  the 
left  hemisphere  near  the  midline  and  above 
the  posterior  portion  of  the  anterior  cranial 
fossa.  It  appeard  typical  of  neoplasm.  The 
patient’s  chemistry  profiles  were  within 
normal  limits.  Urinalysis  and  CBC  on  ad- 
mission were  within  normal  limits.  The  chest 
x-ray  revealed  the  tip  of  the  ventricular- 
atrial  shunt  in  the  upper  portion  of  the  right 
atrium  in  good  position.  The  lung  fields  were 
clear.  Skull  x-rays  showed  no  evidence  of 
fracture.  There  was  no  evidence  of  bilateral 
ventricular  shunt.  Early  in  his  stay  in  the 
hospital,  the  patient  did  well.  He  remained 
slightly  unsteady  on  his  feet  and  he  received 
intravenous  fluids  composed  of  2.5%  glucose 
and  .5%  of  Ringers  lactate  solution  along 
with  prochlorperazine  dimaleate  10  mg  and 
oral  feedings.  On  9-28-73  he  developed 
tremors  in  the  left  arm  while  resting  in  bed. 
Later  these  seemed  to  involve  the  other 
extremities.  On  8-30-73  he  developed  pro- 
jectile vomiting  and  the  tremors  became 
worse  with  stimulation  or  excitement.  At 
this  time  he  had  increased  drowsiness  and 
ataxia.  His  response  to  verbal  questioning 
was  delayed  and  he  appeared  to  have  lapses 
of  memory.  The  child  became  more  irritable 
and  the  vomiting  increased  in  frequency.  His 
appetite  became  poor  and  he  had  increased 
episodes  of  nausea.  Emesis  increased  to 
almost  every  medication  or  feeding.  On 
9-7-73  he  was  taken  to  surgery  where  the 
patency  of  his  shunts  was  examined,  and  all 
found  to  be  functioning  well.  He  left  the 
operating  room  in  good  condition.  On  9-11-73 
he  was  slow  to  arouse.  His  right  hand  had  a 
weak  grasp.  He  became  quite  depressed  and 
complained  of  pain  all  over.  He  began  to 
make  inappropriate  statements.  He  became 
unresponsive  to  verbal  stimuli  and  only 
slightly  responsive  to  painful  stimuli.  His 
extremities  became  flaccid,  and  the  vital 
signs  showed  a blood  pressure  of  130/86, 
pulse  96,  and  respirations  of  20.  His 
temperature  remained  about  99°  F.  He  be- 
came incontinent  of  urine.  The  pupils  became 


dilated  but  did  react  equally.  His  blood 
pressure  became  elevated  to  172/100.  He 
developed  labored  respirations,  circumoral 
and  nail  bed  cyanosis,  and  finally  expired  at 
7:23  p.m.  on  9-12-73. 

Autopsy  Findings 

The  pertinent  autopsy  findings  were 
limited  to  the  brain,  skin,  kidneys,  and 
thyroid.  The  body  was  that  of  a well 
developed,  well  nourished  white  male  child  of 
8 years  of  age  measuring  48  inches  in  length. 
A 4 cm  incision  above  the  right  ear  was 
present.  The  skin  over  the  nose  and  around 
the  ala  nasi  showed  small  minute  nodules 
measuring  up  to  1 mm  in  diameter.  The 
gingiva  of  both  the  upper  and  lower  jaws 
was  greatly  thickened  and  tended  to  grow 
down  over  the  teeth.  The  kidneys  each 
weighed  70  grams.  The  capsules  stripped 
with  ease,  and  both  kidneys  showed  their 
surfaces  to  be  studded  with  white  nodules 
measuring  up  to  1 cm  in  diameter  (Figure  1). 
These  were  moderately  firm  and  the  cut 
surfaces  also  contained  similar  nodules.  The 
examination  of  the  cranial  cavity  revealed 
ventricular  shunts  in  place  which  joined  and 
entered  the  superior  vena  cava  on  the  right. 
The  brain  itself  weighed  1320  grams.  The 
ventricular  shunts  entered  each  lateral 
ventricle.  The  outer  surface  of  the  brain 
showed  some  gyri  to  be  broad  and  pale  as 
compared  to  adjacent  gyri  (Figure  2).  These 
were  flattened,  and  the  sulci  were  somewhat 


Figure  1 — Multiple  myoangiolipomas  of  the  kidneys. 
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shallow.  On  palpation,  these  gyri  were  con- 
siderably more  firm  than  adjacent  gyri.  On 
opening  the  brain  through  the  midline,  both 
lateral  ventricles  were  found  to  be  greatly 
dilated.  A tumor  was  seen  projecting  up 
from  the  floor  just  to  the  left  of  the  midline 
near  the  anterior  horn  of  the  left  ventricle 
(Figure  3).  It  appeared  to  arise  in  the 
thalamic  area.  It  measured  3.5  x 3.5  x 3 cm. 
The  tumor  was  soft,  reddish-pink  in  color, 
friable,  and  easily  detached  from  the  under- 
lying brain  structures.  The  linings  of  both 
lateral  ventricles  contained  firm  nodules 
measuring  from  4 mm  to  1.5  cm  in  diameter. 
They  were  white  to  yellow  in  color  and 
round  to  ovoid  in  shape.  On  sectioning 
through  the  firm  areas  of  the  cortex,  these 
lesions  tended  to  obliterate  the  demarcation 
of  the  gray  and  white  matter.  Microscop- 
ically, the  lesions  in  the  kidneys  varied  some- 
what in  composition.  Some  were  composed  of 
plump  smooth  muscle  cells  which  were  inter- 
mixed with  single  and  large  clusters  of  fat 
cells  (Figure  4).  In  other  lesions,  blood 
vessels  were  the  predominant  feature  and  in 
all  lesions  there  was  an  admixture  of  fibrous 
tissue  cells.  Multiple  sections  of  cerebral 
cortex  showed  areas  in  which  large  giant 
cells  were  seen.  Some  of  these  had  single 
large  nuclei.  Others  had  double  nuclei.  The 
cytoplasm  was  acidophilic  and  homogenous. 
A few  had  long  fibrillary  cell  processes 
while  others  contained  none  (Figure  5).  Some 
of  the  giant  cells  appeared  astrocytic  in 


Figure  2 — Broad,  pale,  flattened  cortical  tuber. 


nature  while  others  to  be  of  neuronal  type. 
Sections  of  the  subapendimal  nodules  show 
glial  tissue  containing  large  spidery  astro- 
cytic cells  with  multiple  nuclei.  Focally,  large 
aggregates  of  calcium  spherules  were  seen. 
Sections  of  the  tumor  mass  from  the 
thalamic  area  showed  large  plump  gemisto- 
cytic  astrocytes,  many  of  which  were 
binucleated.  Iron  deposits  were  found  both 
in  the  tumor  and  in  the  walls  of  the  blood 
vessels  here.  A routine  section  of  the  thyroid 
gland  showed  a small  circumscribed  lesion 
with  a fibrous  capsule.  Microscopically,  it 
was  composed  of  intertwining  trabeculae. 
These  trabeculae  were  composed  of  columnar 
cells  that  were  quite  uniform  in  appearance. 
They  had  basal  nuclei  and  the  cytoplasm  was 
pink  and  the  cytoplasmic  borders  somewhat 
indistinct. 


Final  Diagnosis 

Tuberous  sclerosis  complex  including 
tubers  of  brain,  sebaceous  adenomas  of  the 
skin  of  the  face,  and  myoangiolipomas  of  the 
kidneys. 

Hydrocephalus. 

Gemistocytic  astrocytoma  of  the  thalamus. 

Embryonal  (Trabecular)  adenoma  of  the 

thyroid. 

Diphenylhydantoin  sodium  hyperplasia  of 

the  gingiva. 


Figure  3 — Gemistocytic  astrocytoma  arising  from  the  thalamic  area. 
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Figure  4 — Myoangiolipoma  of  the  kidney  showing  smooth  muscle  and  fat  cells.  X40  Hematoxylin  and  Eosin. 


Figure  5 — Giant  neurons  in  cerebral  cortex.  X100  Hematoxylin  and  Eosin. 
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Comment 

Tuberous  sclerosis  is  often  thought  as  a 
triad  adenoma  sebaceum,  epilepsy,  and 
mental  deficiency.  However,  it  is  probably 
more  correctly  thought  of  as  the  tuberous 
sclerosis  complex  as  suggested  by  Moulton  in 
1942. 1 Multiple  organs  may  be  involved  in 
this  disease  when  it  is  fully  developed,  and 
these  include  the  brain,  kidneys,  skin,  lungs, 
heart,  and  bones.  The  disease  is  generally 
considered  to  be  inherited  as  an  autosomal 
dominant  condition.2  In  addition  to  sebaceous 
adenomas  appearing  over  the  butterfly  area 
of  the  face,  Manson  3 stressed  the  finding  of 
depigmented  areas  or  macules  on  the  skin 
best  detected  with  ultraviolet  light.  That 
epilepsy  and  mental  deficiency  need  not 
necessarily  occur  is  attested  to  by  the  case 
report  of  a 40  year  old  white  man  lacking 
mental  deficiency  or  epilepsy  but  who 
exhibited  retinal  phakoma,  sebaceous  aden- 
oma, shagreen  patch,  periungual  and 
subungual  fibromata,  and  white  leaf  shaped 
macules  on  the  abdomen  with  histopathology 
confirming  the  diagnosis  of  tuberous  sclero- 
sis.4 On  the  other  extreme,  the  disease  may 
occur  in  a newborn  infant.5  Rhabdomyoma  of 
the  heart,  either  isolated  or  multiple,  is 
probably  the  most  frequent  cardiac  lesion. 
However,  membranous  subvalvular  aortic 
stenosis  was  reported  for  the  second  time  in 
1972. 6 Multiple  orthopedic  anomalies  were 
described  in  several  of  the  patients  with 
tuberous  sclerosis  including  periungual  fib- 
romas, contracted  toes,  and  cystic  areas  of 
the  phalanges.7 

Palmar  dermatoglyphic  studies  in  tuberous 
sclerosis  have  been  carried  out  but  it  was 
concluded  in  this  study  that  the  disease  does 


not  appear  to  be  associated  with  any  specific 
palmar  dermatoglyphic  feature.8 

Out  patient,  while  lacking  the  complete 
spectrum  of  pathologic  manifestations  of 
tuberous  sclerosis,  nonetheless,  certainly  in- 
dicates a forme  fruste  of  the  disease.  The 
association  of  brain  tumors  with  the  disease 
is  a rather  well  recognized  complication  9-  10 
and  this  child  demonstrated  a well  dif- 
ferentiated gemistocytic  astrocytoma  arising 
in  the  thalamic  area  and  causing  obstruction 
to  cerebral  spinal  fluid  flow  with  hydro- 
cephalus. 

References 

1.  Moulton  SL:  Hamartial  nature  of  the  tuberous 

sclerosis  complex  and  its  bearing  on  the  tumor 
problem.  Arch  Intern  Med  69:589,  1942. 

2.  Eleven  NC  and  Perce  WG:  Diagnostic  and 

genetical  aspect  of  tuberous  sclerosis.  J Med  Genetics 
5:273,  280,  1968. 

3.  Manson  JI:  Tuberous  sclerosis  in  childhood. 

Proct  Aust  Assoc  Neurol  9:57-61,  1973. 

4.  Prompitak  MD,  Marberley  AL.  MD  and  Shea 

MB:  An  abortive  case  of  tuberous  sclerosis  without 

mental  deficiency  or  epilepsy  in  an  adult.  Amer  J 
Opthamol  6:255-259,  August  1973. 

5.  Kepes  JJ:  Case  #2,  tuberous  sclerosis  in  a 

newborn  infant.  Missouri  Med  69:5,  p.  5-8,  May  1973. 

6.  Abyanthava  AV,  MBBS:  Price  EC,  MD,  Miller 

GD,  MD  and  Anderson  GD.  MD:  Membranous  sub- 

valvular aortic  stenosis  in  tuberous  sclerosis.  Chest 
61:4,  p.  407-408,  April,  1972. 

7.  Feinstein  M,  HPDM:  Foot  pathology  associated 

with  tuberous  sclerosis  and  neurofibromatosis.  J Amer 
Podiatry  Assoc  62  p.  336-350,  September  1972. 

8.  David  TJ:  Palmar  dermatoglyphics  in  tuberous 

sclerosis.  J Med  Genetics,  9:443-447,  December  1972. 

9.  Blackwood  W,  McMenemey  WH,  Meyer  A,  et  al: 
The  tuberous  sclerosis  complex  (Bourneville’s  disease). 
Greenfield’s  Neuropathology.  London.  Edward  Arnold 
Limited,  p.  373,  1963. 

10.  Rubenstein  LJ:  Tumors  of  the  central  nervous 

system;  atlas  of  tumor  pathology.  Second  series, 
Fascicle  6:  Armed  Forces  Institute  of  Pathology, 

Washington,  D.C.  p.  302,  1972. 


482 


Nebraska  M.  J. 


The  Hemiblocks:  Diagnosis 
and  Clinical  Significance 


THE  term  “hemiblock”  has  been 
used  to  describe  conduction 
defects  in  the  main  sub- 
divisions of  the  left  bundle  branch  (LBB) 
since  1968. 1 As  early  as  1917,  the  effects  of 
dividing  the  divisions  of  the  LBB  on  an 
oro-esophageal  lead  in  dogs  were  described.2 
In  1952,  Grant3  found  evidence  that  the  LBB 
divided  into  two  branches  early  in  its  course 
and  that  either  of  these  branches  could  be 
blocked  independently.  Pryor  and  Blount4  in 
1966  described  block  in  the  superior  division 
of  the  LBB  as  the  cause  of  true  left  axis 
deviation.  The  concept  of  divisional  blocks 
did  not  come  into  widespread  usage, 
however,  until  after  Rosenbaum  described 
the  anatomy  of  the  LBB  and  its  two  divisions 
and  the  pathophysiology  of  blocks  in  these 
divisions  and  set  forth  definite  criteria  for 
their  diagnosis.1 5 The  purpose  of  this  paper 
is  to  review  the  diagnostic  criteria  and 
clinical  significance  of  the  hemiblocks. 

Left  Anterior  Hemiblock 

Since  the  anterior  division  of  the  LBB 
activates  the  anterior  half  of  the  left 
ventricle  and  the  posterior  division  the 
posterior  half,  the  term  “hemiblock"  was 
coined  to  describe  block  in  one  of  these 
divisions.1-5  The  term  “fascicular  block”  has 
been  preferred  by  others.  Left  anterior 
hemiblock  (LAHB)  and  left  posterior  hemi- 
block (LPHB)  are,  however,  firmly  ingrained 
in  the  vocabularies  of  most  electocardio- 
graphers. 

The  frontal  plane  vectorcardiogram  (VCG) 
in  LAHB  shows  small  forces  in  the  initial 
0.02  seconds  of  the  QRS  loop  pointing 
interiorly  and  to  the  right  and  representing 
early  activation  of  the  unblocked  inferior 
aspect  of  the  left  ventricle.  The  main  QRS 
forces  are  directed  superiorly  and  to  the  left 
— toward  the  normal  areas  in  the  anterior 
portion  of  the  left  ventricle  beyond  the  block 
in  the  anterior  division  of  the  LBB. 

The  electrocardiographic  (ECG)  effects  of 
LAHB  follow  readily  from  the  VCG 
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abnormalities:  There  are  small  q waves  in 
leads  I and  aVL  and  small  r waves  in  leads 
II  and  III.  Deep  S waves  appear  in  leads  II, 
III,  and  aVF  and  the  mean  QRS  axis 
(AQRS)  is  typically  -60°.  The  QRS  complex 
is  widened  not  more  than  about  0.02  seconds. 
Leads  V4  through  V6  can  have  deep  S waves 
and  loss  of  normal  septal  Q waves  although 
Medrano  and  his  colleagues'1  feel  that  these 
Q waves  are  not  altered.  The  pattern  in  the 
chest  leads  suggests  counterclockwise  rota- 
tion of  the  heart  on  its  longitudinal  axis 
while  the  Q1S3  pattern  in  the  limb  leads 
suggests  clockwise  rotation.  The  seeming 
contradiction  is  resolved  by  an  appreciation 
of  the  effects  of  LAHB. 

The  criteria  for  diagnosis  of  LAHB  as  set 
forth  by  Rosenbaum 5 are  as  follows:  1) 
AQRS  of  -45°  to  -60°.  2)  QRS  duration  of 
less  than  0.10  seconds.  3)  A Q1S3  pattern  in 
the  limb  leads. 

With  regard  to  the  axis  in  LAHB, 
Rosenbaum  and  his  colleagues  feel  that  the 
arbitrary  choice  of  -45°  separates  the 
greatest  number  of  cases  of  LAHB  from  the 
greatest  number  of  cases  of  left  axis 
deviation  due  to  other  causes,  e.g.,  LBBB, 
left  ventricular  hypertrophy,  horizontal- 
ization  and/or  clockwise  rotation  of  the 
heart,  and  inferior  myocardial  infarction. 
There  are,  however,  progressive  degrees  of 
LAHB  starting  from  a normal  axis;  but  these 
cannot  be  diagnosed  except  possibly  with 
serial  ECGs  showing  progressive  leftward 
shift  of  the  AQRS.  LAHB  probably  does  not 
cause  the  AQRS  to  shift  leftward  beyond 
about  -60°.  Further  degrees  of  LAHB  are 


December,  1975 


483 


then  indicated  by  deeper  S waves  in  leads 
II  and  III.  When  the  AQRS  does  go  beyond 
-60°  with  LAHB,  there  is  probably  an 
additional  conduction  defect,  e.g.,  RBBB. 5 

Other  investigators,  including  Pryor  and 
Blount4  and  Castellanos  and  Lemberg,7  feel 
that  the  axis  in  LAHB  can  range  from  -30° 
to  -90°.  They,  however,  would  take  pains  to 
exclude  other  causes  of  left  axis  deviation, 
such  as  emphysema,  hyperkalemia,  right 
ventricular  pacing,  and  Wolf-Parkinson- 
White  syndrome.  Castellanos  and  Lemberg 
make  the  point  that  these  diagnoses  can  be 
excluded  by  a normal  PR  interval,  and 
normal  to  high  QRS  voltage.  Inferior 
myocardial  infarction  can  also  cause  left  axis 
deviation  but  Castellanos  and  Lemberg  are 
of  the  opinion  that  LAHB  can  still  be 
diagnosed  in  the  presence  of  inferior  myo- 
cardial infarction.  They  state  that  an  inferior 
myocardial  infarction  that  causes  left  axis 
deviation  bv  itself  creates  a QS  pattern  in 
leads  III  and  aVF  and  a Qr  pattern  in  lead 
II,  whereas,  when  an  inferior  myocardial  in- 
farction is  present  in  addition  to  LAHB,  a QS 
pattern  is  created  in  leads  II,  III,  and  aVF.  It 
is  also  possible  to  diagnose  these  two  entities 
in  association  with  each  other  with  a VCG.8 
With  an  even  more  liberal  viewpoint, 
Trevino  and  Beller 9 assert  that  LAHB 
usually  but  not  always  shifts  the  AQRS  to 
the  left  of  -30°. 

According  to  Rosenbaum,5  the  QRS 
duration  in  LAHB  is  less  than  0.10  seconds 
and  can  be  as  short  as  0.06  seconds.  A QRS 
duration  of  0.10  seconds  or  longer  is 
probably  secondary  to  associated  conditions, 
e.g.,  infarction  blocks  and  left  ventricular 
hypertrophy.  Others10  have  asserted  that 
temporary  LAHB  and  LPHB  can  occur 
during  injection  into  the  left  and  right 
coronary  arteries  respectively  during  coro- 
nary arteriography.  Using  this  technique 
they  demonstrated  that  LAHB  and  LPHB 
alone  could  cause  QRS  prolongation  to  0.12 
seconds.  Rosenbaum  and  his  co-workers 11 
later  demonstrated  that  coronary  arteri- 
ography creates  blocks  in  the  distal 
myocardium  and  does  not  cause  true 
hemiblock.  Trevino  and  Beller, 12  Pryor  and 
Blount,4  and  Castellanos  and  Lemberg7 
simply  state  that  the  QRS  duration  in  LAHB 
and  LPHB  is  normal  to  slightly  prolonged. 


A Q1S3  pattern  is  essential  in  the 
diagnosis  of  LAHB  according  to  Rosenbaum 
although  the  small  q in  lead  I can  be  missing 
in  the  vertical  heart  resulting  from 
emphysema  because  of  the  generally  low 
voltage  noted  in  these  electrocardiograms 
and  can  also  be  missing  in  the  horizontal 
heart.  Others  10  have  claimed  that  the 
change  in  the  initial  0.02  second  QRS  vector 
is  not  necessary  for  the  diagnosis  of 
hemiblock  and  that  the  terminal  0.04  second 
vector  is  probably  more  important  than  the 
initial  0.04  second  vector  in  diagnosing  both 
left  anterior  and  left  posterior  hemiblock.  In 
their  reply  to  this  contention  Rosenbaum  11 
described  a patient  in  whom  transient  LAHB 
was  created  during  left  ventricular  catheter- 
ization while  the  catheter  tip  was  in  the  out- 
flow tract.  The  typical  Q1S3  pattern  was 
observed  while  LAHB  was  present.  Presum- 
ably the  catheter  tip  had  traumatized  the 
anterior  fascicle  of  the  left  bundle  branch  to 
create  this  pattern.  Most  authors  do  list  the 
Q wave  in  lead  I as  one  of  their  criteria  for 
LAHB  and  the  Q in  lead  III  [vide  infra]  for 
LPHB. 

Medrano6  feels  that  in  addition  to  the 
above  listed  criteria  a delay  of  45  msec  or 
more  in  the  intrisicoid  deflection  is  necessary 
for  diagnosis  of  LAHB.  He  also  points  to 
slurring  in  the  downstroke  of  the  R wave  in 
aVL  as  a consistent  feature  of  LAHB. 

Left  anterior  hemiblock  is  clinically 
significant  due  to  the  underlying  defect 
which  causes  it.  Simply  put,  LAHB  is 
indicative  of  left  ventricular  disease.  Demou- 
lin  and  Kulbertus 13  studied  the  histopath- 
ology  of  the  conduction  system  in  ten 
patients  with  ECG  evidence  of  isolated 
LAHB.  In  most  of  these  hearts  they  found 
involvement  of  the  left  ventricular  conduc- 
tion system  at  places  other  than  in  the 
anterior  fascicle  and  concluded  that  LAHB 
represents  left  bundle  branch  disease. 

The  most  common  cause  of  LAHB  is 
fibrosis  of  the  left  anterior  fascicle  due  to 
coronary  artery  disease.  Other  causes 
include  hypertension,  diabetes  mellitus, 
obesity,  aortic  valve  disease,  and  cardio- 
myopathies. Lev's  disease,14  i.e.,  the  fibrosis 
and  calcification  that  occur  with  age  in 
structures  of  the  cardiac  skeleton  — the 
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mitral  annulus,  the  central  fibrous  body,  the 
pars  membranacea,  and  the  summit  of  the 
muscular  septum  — is  another  common  cause 
of  LAHB. 

Rosenbaum  and  coworkers5  have  made  the 
statement  that  LAHB  should  be  assigned  the 
significance  previously  ascribed  to  LBBB. 
The  Coronary  Drug  Project  Research 
Group,15  however,  has  noted  a 30%  three 
year  mortality  rate  in  survivors  of  myocar- 
dial infarction  who  develop  LBBB.  So  far 
isolated  LAHB  has  not  been  associated  with 
such  a grave  prognosis  in  any  group  of 
patients;  and  it  is,  therefore,  difficult  to 
ascribe  to  it  the  same  significance  as  LBBB 
— at  least  in  the  postmyocardial  infarction 
setting. 

Left  Posterior  Hemiblock 

Left  posterior  hemiblock  (LPHB)  is  rare  as 
an  isolated  finding  since  its  presence  in 
coronary  artery  disease  implies  involvement 
of  both  right  and  left  coronary  arteries.  Its 
QRS  frontal  plane  VCG  loop  is  the  mirror 
image  of  LAHB.  The  initial  0.02  second 
forces  are  directed  to  the  left  and  superiorly 
and  the  main  and  terminal  forces  point 
inferiorly  and  to  the  right.  The  loop  rotates 
in  a clockwise  fashion.  The  ECG,  therefore, 
demonstrates  a small  r wave  in  lead  I and 
small  q waves  in  leads  II  and  III.  In  addition 
there  is  an  S wave  in  lead  I and  a tall  R wave 
in  leads  II  and  III. 

The  criteria  for  diagnosis  of  LPHB 
according  to  Rosenbaum5  are  as  follows:  1) 
AQRS  of  about  + 120°.  2)  A normal  QRS 

duration.  3)  An  S1Q3  pattern  in  the  limb 
leads.  4)  Absence  of  right  ventricular 
hypertrophy  (RVH)  or  a vertical  heart. 

Incomplete  degrees  of  LPHB  with  axes  of 
less  than  + 120°  do  exist  but  according  to 
Rosenbaum  they  are  impossible  to  diagnose. 
Castellanos  and  Lemberg7  use  + 90°  to 
+ 130°  as  the  range  of  AQRS  found  in 
LPHB.  Pryor 16  feels  that  the  terminal  QRS 
vector  is  more  important  in  the  diagnosis 
and  that  it  should  fall  between  + 90°  and 
+ 110°. 

Although  the  QRS  duration  in  LPHB  is 
generally  less  than  0.10  seconds,  Fernandez  10 
and  Watt  and  Pruitt17  among  others  are  of 


the  opinion  that  LPHB  can  cause  slight  pro- 
longation of  the  QRS  interval. 

The  S1Q3  pattern  as  a criterion  for 
diagnosis  of  LPHB  has  only  been  seriously 
challenged  by  Fernandez  and  his  cowork- 
ers.10  All  other  authorities  list  this  as  a 
constant  finding. 

The  requirement  for  excluding  RVH  and  a 
vertical  heart  points  out  that  LPHB  is  a 
clinical  as  well  as  an  ECG  diagnosis.  Other 
situations  that  can  cause  right  axis  deviation 
and  that  should  be  excluded  are  a large 
lateral  myocardial  infarction,  chronic  obstruc- 
tive airway  disease,  and  pulmonary  embol- 
sim.  One  should  also  be  aware  that  normal 
young  people  can  have  right  axis  deviation 
with  a pattern  similar  to  LPHB. 

Watt  and  Pruitt17  feel  that  in  addition  to 
the  above  criteria  a delay  in  the  intrinsicoid 
deflection  of  greater  than  40  msec  should  be 
present  for  the  diagnosis  of  LPHB. 

Clinically  LPHB  has  a more  serious 
prognosis  than  LAHB  since  it  represents 
disease  in  both  right  and  left  coronary 
arteries.  Its  causes  are  much  the  same  as 
those  of  LAHB  except  that  cardiomyopathies 
are  probably  a much  more  common  cause  of 
LPHB  than  coronary  artery  disease. 

Left  Anterior  Hemiblock  and 
Right  Bundle  Branch  Block 

As  one  would  expect  the  VCG  and  ECG 
characteristics  of  the  combination  of  RBBB 
and  LAHB  represent  a hybrid  of  these  two 
conduction  disturbances.  In  the  frontal  plane 
VCG  loop,  LAHB  causes  the  initial  0.02 
second  QRS  forces  to  be  directed  inferiorly 
and  to  the  right  at  about  + 120°  and  the 
subsequent  0.04  second  forces  superiorly  and 
to  the  left  at  about  -60°.  The  effects  of  the 
RBBB  then  appear  causing  the  terminal 
forces  to  be  directed  rightward  at  approxi- 
mately 180°.  The  AQRS,  therefore,  is  about 
-85°.  The  limb  leads  in  the  ECG  demonstrate 
a small  q wave  in  lead  I and  S waves  in  leads 
II  and  III.  RBBB  increases  the  QRS  duration 
and  sometimes  the  amplitude  of  the  S waves. 
In  the  chest  leads  small  q waves  are  seen  in 
V2  and  V3  which  can  sometimes  cause 
difficulty  in  ruling  out  a septal  myocardial 
infarction.  The  RSR’  pattern  in  VI  and  V2 
and  the  broad  terminal  S wave  in  V6  of 
RBBB  are  also  present. 
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The  criteria  as  established  by  Rosenbaum5 
for  diagnosing  LAHB  in  combination  with 
RBBB  are  as  follows:  1)  The  presence  of  the 
typical  ECG  pattern  of  RBBB.  2)  An  AQRS 
of  between  -60°  and  -120°.  3)  The  Q1S3 
pattern  of  LAHB  in  the  limb  leads.  Further 
evidence  helpful  in  making  this  diagnosis 
includes  the  following:  1)  The  first  half  of 
the  QRS  forces  pointing  at  -60°.  2)  A very 
small  r/S  ratio  in  lead  II. 

Trevino  and  Beller 12  would  modify  the 
AQRS  criterion  to  include  axes  of  -30°.  Ac- 
cording to  Castellanos  and  Lemberg,"  when 
the  “major”  QRS  axis  is  used  instead  of  the 
AQRS  all  the  criteria  listed  previously  for 
diagnosing  isolated  LAHB  will  apply  in 
making  the  diagnosis  of  this  defect  in  the 
presence  of  RBBB.  The  “major”  QRS  axis  is 
simply  the  mean  axis  calculated  using  only 
the  amplitude  of  the  QRS  deflections  without 
regard  to  the  area  under  the  curve. 
Castellanos  and  Lemberg  also  find  this 
concept  helpful  in  diagnosing  LPHB  with 
RBBB. 

The  combination  of  LAHB  and  RBBB 
represents  the  commonest  type  of  bifas- 
cicular  block  or  bilateral  bundle  branch  block 
(BBBB).  Only  the  left  posterior  division  re- 
mains to  activate  both  ventricles.  Coronary 
artery  disease  and  hypertension  together 
have  been  considered  the  commonest  cause 
of  LAHB  with  RBBB.  Pryor, 16  however, 
points  out  that  the  single  most  common 
cause  of  BBBB  is  fibrocalcific  degenerative 
involvement  of  the  ventricular  conduction 
system  — Lenegre's  disease.  18  Patients  with 
Lenegre’s  disease,  which  is  a steadily  pro- 
gressive process,  commonly  develop  high 
grade  AV  block  and  Stokes  Adams  seizures. 
These  patients  are  generally  between  the 
ages  of  forty  and  sixty  years  when  first  seen. 
RBBB  with  LAHB,  therefore,  portends  the 
greatest  risk  of  complete  heart  block  in 
patients  in  this  age  group. 

Other  causes  of  LAHB  with  RBBB  include 
Lev’s  disease  in  people  over  65,  aortic  valve 
disease,  cardiomyopathies,  ventricular  septal 
defect  repair,  and  tricuspid  valve  replace- 
ment. 

The  prognosis  associated  with  this  type  of 
bilateral  bundle  branch  block  depends  upon 
the  setting  in  which  it  is  found.  This  is  just 


another  way  of  saying  that  the  significance 
of  LAHB  with  RBBB  is  that  of  the  under- 
lying pathology  which  it  probably  reflects. 
For  convenience,  prognosis  can  be  deter- 
mined according  to  the  two  situations  in 
which  this  combination  of  defects  can  be 
seen:  1)  acute  myocardial  infarction  and  2) 
chronic  block. 

LAHB  and  RBBB  developing  in  the  setting 
of  an  acute  myocardial  infarction  signifies  a 
rather  large  infarction  — usually  antero- 
lateral — and  therefore  a poor  prognosis. 
The  incidence  of  complete  heart  block  in 
these  patients  is  significant  and  they  should 
be  managed  with  temporary  transvenous 
pacemakers.  Scanlon 19  points  out  that  in 
hospital  mortality  of  patients  with  BBBB  at 
their  institution  is  36%  and  that  of  patients 
with  complete  heart  block  is  33% . Lich- 
stein 20  reported  that  five  of  ten  patients 
studied  with  LAHB  and  RBBB  in  association 
with  acute  myocardial  infarction  died  despite 
prophylactic  pacing. 

The  situation  of  patients  with  “chronic” 
LAHB  and  RBBB  is  less  clear.  The  incidence 
of  complete  heart  block  developing  in  these 
patients  varies  between  5%  and  21%  over 
variable  follow-up  periods  in  the  series  thus 
far  reported.  Kulbertus  and  Qualifie21  re- 
ported a 21%  incidence  of  complete  heart 
block  in  38  patients  followed  for  an  average 
of  4.8  years.  From  these  figures  they  cal- 
culated the  risk  of  developing  complete  heart 
block  as  6%  per  year  of  follow-up.  The 
period  of  time  before  onset  of  complete  heart 
block  varies  considerably  among  the  in- 
dividual cases  reported  with  some  patients 
going  more  than  ten  years  before  developing 
complete  heart  block.  Therefore,  it  is  recom- 
mended that  patients  with  chronic  LAHB 
and  RBBB  should  not  receive  an  artificial 
pacemaker  until  such  time  as  symptoms  of 
advanced  AV  block  develop,  i.e.,  Stokes 
Adams  seizures,  syncope  or  congestive  heart 
failure. 

Left  Posterior  Hemiblock  and 
Right  Bundle  Branch  Block 

Like  RBBB  with  LAHB,  the  combination  of 
RBBB  and  LPHB  produces  VCG  and  ECG 
changes  which  represent  a composite  of 
those  changes  induced  by  each  alone.  In  the 
frontal  loop  VCG,  LPHB  causes  the  initial 
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0.02  second  QRS  forces  to  point  to  about  -45° 
and  the  middle  0.02  to  0.08  second  forces  to 
about  + 120°.  RBBB  then  exerts  its  effect  to 
direct  the  terminal  0.04  to  0.06  second  forces 
between  + 150°  and  + 180°.  The  resultant 
clockwise  rotated  loop  has  an  AQRS  of  about 
+ 120°.  The  ECG  reflects  the  VCG  changes 
with  small  q waves  and  tall  R waves  in  leads 
II  and  III  and  a small  r wave  in  lead  I.  The 
typical  RSR’  pattern  of  RBBB  is  evident  in 
lead  VI. 

The  diagnostic  criteria  for  the  combination 
of  RBBB  and  LPHB  as  established  by  Rosen- 
baum 5 are  as  follows:  1)  The  presence  of 
the  typical  ECG  pattern  of  RBBB.  2)  An 
AQRS  of  about  + 120°.  3)  The  presence  of 
an  S1Q3  pattern  in  the  limb  leads.  4)  Ab- 
sence of  right  ventricular  hypertrophy, 
vertical  heart,  and  a large  lateral  myocardial 
infarction.  5)  The  direction  of  the  first  half  of 
the  QRS  forces  toward  4-  120°.  The  last 
criterion  excludes  the  situation  in  which  an 
initial  AQRS  of  + 30°  to  + 60°  is  moved  to 
the  right  by  RBBB  alone.  Other  evidence 
that  lends  support  to  the  ECG  diagnosis  of 
RBBB  with  LPHB  includes  AV  conduction 
disturbances  and  tall  R waves  in  leads  II  and 
III,  which  are  not  seen  in  right  ventricular 
hypertrophy. 

According  to  Rosenbaum  and  his  col- 
leagues5 RBBB  with  LPHB  should  clinically 
be  considered  a trifascicular  and  not  simply  a 
bifascicular  block.  They  base  this  assertion 
on  their  observation  that  the  posterior 
division  of  the  left  bundle  is  the  most  in- 
vulnerable portion  of  the  conduction  system 
and  it  would  be  hard  to  imagine  a lesion  so 
extensive  as  to  involve  both  it  and  the  right 
bundle  branch  without  affecting  the  anterior 
division  of  the  left  bundle  branch.  This 
combination  of  conduction  defects  should, 
therefore,  be  considered  a forerunner  of 
complete  heart  block,  especially  in  the 
setting  of  acute  myocardial  infarction. 

The  prognosis  of  patients  with  RBBB  and 
LPHB  again  depends  upon  the  situation  in 
which  these  conduction  defects  are  noted  and 
hence  the  probable  etiology  of  the  abnorm- 
ality. In  the  setting  of  acute  myocardial 
infarction,  this  combination  of  blocks  in- 
dicates disease  in  both  right  and  left 
coronary  arteries  and  consequently  a large 


infarction  with  a poor  prognosis.  The  inci- 
dence of  complete  heart  block  developing  in 
these  patients  is  much  higher  than  in  patients 
with  RBBB  and  LAHB;  and  they  should, 
therefore,  all  receive  artificial  pacing.  Castel- 
lanos22 reported  9 patients  who  developed 
LPHB  and  RBBB  in  the  course  of  an  acute 
myocardial  infarction.  Eight  developed  a 
Mobitz  type  II  AV  block.  Lichstein20  noted 
that  4 of  5 of  the  patients  observed  with  the 
combination  of  these  two  defects  during  the 
course  of  an  acute  myocardial  infarction  died 
despite  artificial  pacing. 

When  RBBB  with  LPHB  is  found  in  a 
patient  without  an  acute  myocardial  infarc- 
tion, the  situation  can  be  considered  one  of  a 
"chronic”  form  of  block.  There  is  some  con- 
troversy over  the  management  of  patients 
with  this  form  of  block.  Rosenbaum5  found 
that  24  of  29  patients  with  this  type  of  block 
developed  AV  conduction  disturbances.  He  is 
of  the  opinion  that  all  patients  with  RBBB 
and  LPHB  should  receive  artificial  pacing. 
Scanlon19  noted  a 21%  incidence  of  complete 
heart  block  in  his  patients  followed  for  2 
days  to  12  years  (average  18.9  months). 
Varriale  and  Kennedy23  reported  that  none 
of  their  12  patients  between  ages  64  and  85 
went  into  complete  heart  block  during  a 
follow-up  period  of  from  1 to  9.7  years 
(average  2.7  years).  It  is,  therefore,  recom- 
mended that  patients  with  the  “chronic” 
form  of  RBBB  and  LPHB  be  monitored 
closely  and  receive  artificial  pacing  at  the 
earliest  signs  of  impending  complete  heart 
block. 

Left  axis  deviation  in  association  with 
complete  LBBB  presents  an  interesting 
situation  in  that  it  can  indicate  the  presence 
of  a conduction  defect  in  the  left  anterior 
fascicle,  i.e.,  LAHB,  in  addition  to  the  defect 
in  the  main  left  bundle.  Pryor  and  Blount4 
first  described  such  a patient  who  had 
sarcoidosis  involving  both  the  main  left 
bundle  and  left  anterior  fascicle.  Rosenbaum5 
reported  20  cases  of  transient  LBBB  with  an 
AQRS  of  greater  than  -45°  of  which  6 had 
LAHB  when  the  LBBB  disappeared.  As 
Castellanos  and  Lemberg7  point  out,  how- 
ever, this  combination  of  conduction  defects 
can  be  diagnosed  only  with  serial  ECGs. 

Several  investigators  1324  have  noted  yet 
a third  radiation  that  eminates  from  the 
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main  left  bundle  branch,  covers  the  mid- 
septal  surface  of  the  left  ventricle,  and 
extends  toward  the  apex.  Investigations  of 
the  clinical  significance  of  this  third  fascicle 
are  underway  and  may  yet  add  a new 
dimension  to  our  understanding  of  intra- 
ventricular conduction  delays. 
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Physicians'  Awareness  and  Attitudes 
Toward  the  Retarded 


PART  I 
Prologue 

In  the  January,  1975  issue  of  this  Journal, 
in  a review  of  Beyond  the  Limits:  Innova- 
tions in  Services  for  the  Severly  and  Pro- 
foundly Retarded,  the  editor  reiterated  that 
book’s  view  that  custodial  care  in  large 
congregate  care  institutions  is  not  the  best 
means  of  habilitation  for  the  retarded.  He 
added  that  . . most  can  now  live  at  home  if 
adequate  developmental  and  social  services 
exist  within  the  community.”  That  may  not 
be  the  case  in  Omaha.  As  the  following 
article  illustrates,  many  old  attitudes  and 
practices  regarding  mental  retardation  per- 
sist among  some  Omaha-area  physicians  in 
spite  of  the  innovative  programming  avail- 
able through  the  Eastern  Nebraska  Com- 
munity Office  of  Retardation  (ENCOR). 

Introduction 

NUMEROUS  articles  have  been 
written  about  the  changes  in 
the  field  of  mental  retardation 
that  have  taken  place  during  the  last  decade 
as  a result  of  the  expansion  of  community- 
based  services  as  an  alternative  to  institu- 
tional care.  The  principle  of  normalization 
(i.e.,  attempt  to  make  the  service  patterns 
and  conditions  of  everyday  life  for  the 
mentally  retarded  follow  as  closely  as 
possible  the  norms  and  patterns  of  the  main- 
stream of  society)  and  its  many  implications 
have  been  fully  discussed  at  conferences  and 
in  numerous  journals.  Public  attitudinal 
change  toward  viewing  the  retarded  as 
worthwhile  human  beings  with  the  right  to 
develop  to  their  full  potentials  has  been  a 
major  goal  of  the  National  Association  for 
Retarded  Citizens.  The  efforts  of  this  organ- 
ization have  met  with  appreciable  success, 
since  greater  numbers  of  retarded  citizens 
are  remaining  in  the  community. 

Coincident  with  the  above  changes,  the 
family  physician  has  expanded  his  role  as  a 
counselor  and  source  of  referral  to  local  re- 
sources.1 For  many  parents,  the  family 
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physician  is  the  primary  source  of  informa- 
tion and  care.  Yet,  while  the  American 
Academy  of  Pediatrics2  has  acknowledged 
that  physicians  should  be  aware  of  com- 
munity resources  and  services,3  little  atten- 
tion has  been  given  to  determining  what 
choice  — institutionalization  or  community- 
based  services  — is  given  to  parents  of  the 
retarded  by  physicians. 

To  fill  this  need,  a study  was  conducted  in 
Omaha  in  the  fall  of  1973  to  determine 
whether  Omaha-area  pediatricians  and  gen- 
eral practitioners  were  aware  of  local 
services  for  the  retarded,  and  if  they  were 
referring  these  services  to  parents.  Another 
aim  of  the  study  was  to  determine  what  ad- 
vice physicians  were  imparting  about  in- 
stitutionalization for  their  retarded  patients. 

Background  for  the  Study 

Omaha  was  an  appropriate  site  for  the 
study  as  local  agencies  provide  excellent  and 
varied  programs  for  the  retarded  of  all  ages 
and  severity  of  handicap.  The  Eastern 
Nebraska  Community  Office  of  Retardation 
(ENCOR)  provides: 

(1)  educational-developmental  programs 
at  five  centers; 

(2)  training  in  vocational  and  social  skills 
at  five  workshops; 

(3)  a wide  variety  of  residential  facilities; 

(4)  foster  homes; 
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Pediatricians'  and  General  Practitioners 1 Responses  to 
Question  on  Local  Agencies  for  the  Retarded 
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GOARC  - Local  Parent  Association 
ENCOR  - Regional  System  of  MR  Services 
VNA  - Visiting  Nurses  Association 
MCRI  - Developmental  Center 
NPI  Psychiatric  Institute 


(5)  a crisis  assistance  home  for  short- 
term care  during  family  emergencies; 

(6)  guidance  services,  and 

(7)  recreational  programs  for  retarded 
citizens  and  their  families. 

Omaha  also  has  a very  active  parent’s 
advocate,  the  Greater  Omaha  Association  for 
Retarded  Citizens  (GOARC),  which  has  been 
a forerunner  in  establishing  such  programs 
as  Citizen  Advocacy  (which  selects,  trains, 
and  guides  volunteers  to  become  advocates 
for  the  retarded  on  a one-to-one  basis)  and 
Pilot  Parents  (which  provides  trained 
parents  of  retarded  children  to  counsel  and 
advise  new  parents  of  the  retarded).  In 
addition,  Omaha  has  facilities  such  as 
Meyer’s  Children  Rehabilitation  Institute 
(MCRI),  the  Nebraska  Psychiatric  Institute 
(NPI),  the  Creighton  Medical  Center,  the 
University  of  Nebraska  Medical  Center,  and 
a variety  of  social  family  services  all  of  which 
offer  assistance  in  evaluation,  therapy,  and 
counseling.  Further,  the  Visiting  Nurse 
Association  (VNA)  provides  both  educational 
and  medical  services  in  the  home  for  the 
retarded  and  their  families. 

With  these  extensive  community-based 
programs  and  services,  many  local  people 
assumed  that  area  physicians  were  an  active 


part  of  the  team  of  professionals  and, 
perhaps,  one  of  the  initiators  of  treatment 
approaches.  According  to  Solomons  and 
Menolascino,4  the  primary  physician  should 
be  the  coordinator  or  community  and  medical 
service  in  his  role  as  the  initial  counselor  to 
parents  of  retarded  children.  To  determine 
the  true  situation  in  Omaha,  questionnaires 
were  sent  to  a randomized  sample  of  thirty- 
seven  general  practitioners  and  twenty-three 
pediatricians  in  private  practice,  to  ascertain 
if  area  physicians  in  private  practice  acted  in 
that  role.  Questionnaires  were  also  sent  to 
one  hundred  and  seventy-five  parents  of 
children  who  attended  ENCOR  development- 
al centers  in  the  area.  Seventy-four  percent 
of  the  pediatricians,  61  percent  of  the 
general  practitioners,  and  71  percent  of  the 
parents  responded. 

Results 

To  discover  their  awareness  of,  and 
referral  to,  services,  physicians  were  asked 
to  answer  questions  about  each  major  local 
agency.  The  results,  (Table  1)  revealed  that 
physicians  were  least  familiar  with  ENCOR 
(38%  ) and  GOARC  (56%  ),  yet  these  are  the 
two  agencies  which  exclusively  serve  the  re- 
tarded. Also  these  agencies  were  least 
recommended  to  parents  of  retarded  child- 
ren; only  12%  of  the  physicians  advocated 


TABLE  2 


Pediatricians'  and  General  Practioners'  Responses  to  Question 
"Under  What  Circumstances  Do  You  Recommend  Institutionalization?" 


Answers 

N.  of  Indiv. 
Responses 

% of  Total 
Responses 

Ped. 

G.P. 

Total 

Ped. 

G.P. 

Total 

a. 

If  the  child  is 
profoundly  or 
severely  retarded 

9 

11 

20 

60% 

55% 

57% 

b. 

If  the  family  is 
unable  to  cope  with 
child  at  home 

14 

18 

32 

93% 

90% 

91% 

c. 

If  the  child  is  mul- 
tiply handicapped 

3 

3 

6 

20% 

15% 

17% 

d. 

If  a parent  will  not 
accept  the  child 

9 

14 

23 

60% 

70% 

66% 

e. 

Other 

4 

0 

4 

27% 

0 

11% 

December,  1975 


491 


GOARC  to  50%  or  more  of  the  parents, 
while  only  15%  recommended  ENCOR. 

An  analysis  of  the  parents’  responses  re- 
vealed that  over  half  of  the  parents  had 
never  received  a referral  to  any  agency  by 
their  doctor,  in  spite  of  contrary  information 
from  the  physicians.  For  example  81%  of  the 
physicians  surveyed  stated  that  they 
referred  some  or  all  parents  to  the  Visiting 
Nurse  Association,  yet  only  3%  of  the 
parents  said  that  they  had  been  referred  to 
the  VNA  by  their  physician.  This  disparity, 
although  in  lesser  percentages,  occurred  for 
all  the  local  agencies. 

The  second  purpose  of  the  study  was  the 
determination  of  physicians’  counseling 
practices  about  institutionalization.  The 
results  indicate  that  81%  of  the  pediatricians 
and  79%  of  the  general  practitioners  recom- 
mend institutionalization  for  moderately 
retarded  patients.  Of  the  parents  who 
responded,  40%  had  been  advised  by  their 
physician  to  institutionalize  their  child;  86% 
of  these  parents  had  been  advised  to  do  so 
immediately  or  within  one  year  after 
diagnosis.  It  is  significant  to  note  that  not 


one  of  these  children  is  presently  residing  in 
an  institution. 

When  asked  under  what  circumstances 
they  recommended  institutionalization,  phy- 
sicians checked  several  reasons  (Table  2). 
Most  physicians  recommended  institutional- 
ization when  they  felt  the  family  would  not 
accept  the  child  as  a member  of  the  family. 
Only  one  physician  commented  that  the 
decision  was  one  that  must  be  made  by 
parents  without  the  influence  from  a doctor 
one  way  or  the  other. 

Additional  information  was  gleaned  from 
the  questionnaires:  although  71%  of  the 
physicians  stated  that  they  gave  material 
about  retardation  to  some  or  all  of  the 
parents  of  their  retarded  patients,  only  10% 
of  the  parents  said  that  they  received  such 
material  from  their  physician.  An  analysis  of 
parental  responses  to  questions  soliciting 
opinions  of  their  physicians’  t/eatment  and 
attitude  toward  the  retarded  child  demon- 
strated that  68%  were  satisfied  with  the 
medical  advice  and  treatment  given,  while 
only  43%  of  the  parents  were  satisfied  with 
the  attitude  of  the  physician  toward  their 
child. 


492 


Nebraska  M.  J. 


Hepatic  Coma:  Theory  and  Therapy* 


PART  I 

Biochemical  Mechanisms 

THE  neurological  and  mental 
changes  which  accompany  ad- 
vanced liver  disease  have  been 
of  interest  to  clinicians  since  1860.  Encepha- 
lopathy which  is  held  to  be  the  terminal 
event  in  advanced  liver  failure  was  regarded 
as  just  another  of  the  mysteries  of  medical 
practice  until  1936  when  Kirk1  described  an 
elevated  blood  ammonia  level  in  patients 
with  hepatic  coma.  Since  that  time,  ammonia, 
a product  of  protein  metabolism,  has  been 
implicated  in  the  etiology  of  hepatic  coma.  It 
has  been  traditionally  taught  that  elevated 
blood  ammonia  is  the  consequence  of 
disrupted  ammonia  detoxification  mech- 
anisms in  the  liver,  such  as  the  Krebs- 
Henseleit  urea  cycle  or  the  glutamate-gluta- 
mine system,  and  that  ammonia  is  the  direct 
agent  precipitating  hepatic  encephalopathy.2  4 
This  belief  has  been  strengthened  in  the  past 
by  the  fact  that  infusion  of  ammonia  into  the 
blood  streams  of  animals  produces  an  intox- 
ication with  some  characteristics  of  that  seen 
in  human  coma  .5  When  ammonium  ion  is  in 
aqueous  solution  it  is  in  equilibrium  with 
physically  dissolved  gaseous  ammonia  accord- 
ing to  the  following  equation: 

NH4+  + 0H~  X H0  0 + NH3  + 

At  the  pH  of  blood  only  about  2%  of  the 
total  ammonia  exists  as  a gas  but  yet  this  is 
the  form  in  which  ammonia  is  believed  to 
cross  the  blood-brain  barrier  because  of  its 
lipid  solubility.  From  the  equation  it  is 
obvious  that  an  increase  in  pH  may  favor 
diffusion  into  brain  and  a decrease  may  favor 
the  non-diffusable  NH4+  form. 

On  the  assumption  that  the  above  is  the 
mechanism  whereby  ammonia  crosses  the 
blood-brain  barrier,  several  investigators  6-8 
through  the  years  have  speculated  on  how 
elevated  amounts  of  ammonia  crossing  the 
barrier  may  adversely  affect  cerebral 
function.  It  has  been  postulated  that 
ammonia  may  bring  about  a depression  of 
cerebral  glucose  oxidation  via  the  Krebs 
citric  acid  cycle  and  interfere  with  the 
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production  of  energy  by  the  brain.  Such  a 
decrease  in  available  energy  (ATP)  might 
lead  to  neuronal  damage  and  metabolic  ab- 
normalities resulting  in  a cloudy  sensorium. 

Several  sites  of  ammonia  toxicity  in  the 
brain  have  been  suggested  by  various  work- 
ers569 but  the  two  most  popular  or  best 
accepted  involve  reactions  which  under 
normal  circumstances  detoxify  ammonia  in 
the  brain  and/or  synthesize  compounds 
essential  in  the  cerebral  structure  or 
function.  Acting  at  position  I (Fig.  1)  ex- 
cessive ammonia  may  deplete  the  citric  acid 
cycle  of  a-ketoglutarate  by  shunting  it  into 
glutamic  acid.  This  would  not  only  impede 
the  action  of  the  citric  acid  cycle  but  would 
also  decrease  stores  of  mitochondrial  NADH 
and  impair  function  of  the  electron  transport 
chain.  Excessive  ammonia  may  also  act  in 
conjunction  with  the  enzyme  glutamine 
synthetase  at  position  II  to  convert  glutamic 
acid  to  glutamine.  In  this  reaction  ATP  is 
also  utilized  contributing  to  the  ATP  de- 
pletion resulting  from  citric  acid  cycle  and 
electron  transport  chain  impairment. 

Research  within  the  last  few  years  has 
demonstrated  that  ammonia  very  likely  is 
not  the  sole  toxin  in  the  induction  of  coma. 
Evidence  cited  as  against  an  exclusive  role  of 
ammonia  in  this  disorder  include  the  observa- 
tion that  some  patients  in  hepatic  coma  have 
normal  blood  ammonia  levels  while  elevated 
ammonia  levels  have  been  observed  in  cir- 
rhotic patients  without  hepatic  encophalo- 

* Veterans  Administration  Project  #0804-04. 
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Development  Award  #AM  70316  from  the  National  Institute  of  Arthritis 
and  Digestive  Diseases. 
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pathy.  That  the  ammonia  theory  may  be  too 
simplistic  and  that  other  toxins  may  be 
involoved  in  the  etiology  of  hepatic  coma  has 
been  supported  recently  by  the  finding  of 
Zieve  and  his  coworkers.10  They  have 
demonstrated  that  short  chain  fatty  acids 
such  as  butyrate,  valerate  and  octanoate  can 
act  synergistically  with  ammonia  to  produce 
coma  in  animals  and  that  these  substances  in 
large  doses  can  produce  an  obtunded 
condition  in  animals  which  resembles  human 
hepatic  coma.  These  authors  have  also  shown 
that  short  chain  fatty  acids  are  high  in  the 
blood  and  spinal  fluid  of  patients  with  liver 
disease  and  are  exceedingly  high  in  patients 
in  encephalopathy.  Exactly  how  the  short 
chain  fatty  acids  function  to  potentiate 
ammonia-induced  hepatic  coma  has  not  been 
determined  at  the  present.  Both  the 
presence  of  toxic  substances  and  the  lack  of 
essential  substrates  are  likely  to  be 
important  in  the  pathogenesis  of  human 
hepatic  coma  since  the  underlying  metabolic 


abnormalities  and  adjustments  that  finally 
lead  to  encephalopathy  are  usually  present 
for  some  time. 

Recent  studies  attempting  to  clarify  the 
origin  of  hepatic  coma  have  demonstrated 
that  ammonia  toxicity  may  be  related  to  the 
detoxication  of  ammonia  and  not  to  cerebral 
concentrations  of  ammonia  per  se.  Recently 
Warren  and  Schenker 11  have  demonstrated 
that  if  glutamine  synthetase  activity  in  brain 
is  inhibited  with  the  agent  methionine 
sulfoximine,  experimental  animals  are  pro- 
tected to  a greater  extent  against  ammonia 
toxicity  than  are  control  animals  despite  a 
significant  increase  in  brain  ammonia  levels. 
Realizing  that  glutamine  was  non-toxic  to 
brain  cells,  Vergara  et  al12  postulated  that 
the  toxicity  of  glutamine  metabolism  may 
rest  in  a metabolite  of  glutamine.  These 
authors  demonstrated  that  if  glutamine  is 
transaminated  as  in  Fig.  2,  a product,  a-keto- 
glutaramate  (KGM),  is  formed  which  may  be 
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Fig.  1 Possible  Sites  of  Ammonia  Toxicity  in  Brain. 
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further  metabolized  to  a-ketoglutarate. 
These  authors  were  the  first  to  demonstrate 
KGM  as  a component  of  biological  tissues 
and  they  found  it  in  elevated  concentrations 
in  the  cerebrospinal  fluid  and  blood  of 
patients  in  hepatic  coma.  When  KGM  was  in- 
fused intraventricularly  into  rats  it  produced 
unusual  behavior  in  the  rat  such  as  running 
in  circles  and  truncal  myoclonus.  From  these 
studies  we  see  the  possibility  that  ammonia 
may  express  its  toxicity  by  way  of  a detox- 
ification product,  whose  concentration  in 
spinal  fluid  may  be  commensurate  with  the 
amount  of  ammonia  crossing  the  blood-brain 
barrier. 


Staging  of  Coma 

As  a prelude  to  treatment,  accurate 
criteria  for  the  clinical  staging  of  hepatic 
coma  are  necessary.  Acceptance  of  these 
standard  criteria  allow  comparison  of 
treatment  results  between  different  groups 
of  investigators  and  aid  in  clarifying  the 
natural  history  of  hepatic  coma.  In  turn, 
accurate  staging  is  helpful  in  making 
therapeutic  decisions  in  the  individual 
patient.  In  our  practice,  the  classification  of 


'Trey  et  al 13  utilized  in  the  Fulminant 
Hepatic  Failure  Study  has  been  quite  useful. 


STAGE  I Euphoria,  confusion,  mental 
slowness  and  slurred  speech. 
Asterixix  ± , 


STAGE  II  Accentuation  of  Stage  I plus 
inappropriate  behavior.  As- 
terixis  present. 

STAGE  III  Sleeps  most  of  the  time  but 
rousable.  Speech  incoherent. 
Marked  confusion.  Asterixis 
present. 

STAGE  IV  Not  rousable.  May  or  may 
not  respond  to  painful  stimuli. 
Asterixis  usually  absent. 


Treatment  of  Coma 

The  treatment  of  hepatic  coma  is  relatively 
standard  and  can  be  compartmentalized  into 
several  broad  categories:  avoidance  of  pre- 
cipitating agents  or  conditions,  reduction  in 
the  production  and  absorption  of  toxic  nitro- 
genous products  from  the  gut,  general  sup- 
portive measures  and  heroic  measures. 
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Our  Medical  Schools 

Creighton  appoints. 

James  R.  Dunlap,  M.D.,  has  been  named 
Chief  of  the  Subdivision  of  Mental  Health  at 
St.  Joseph  Hospital.  Dr.  Dunlap’s  appoint- 
ment was  announced  by  James  M.  Ensign, 
president  of  the  Creighton  Omaha  Regional 
Health  Care  Corporation.  The  Corporation 
operates  Saint  Joseph  Hospital  and  is 
currently  constructing  the  new  medical 
center  at  30th  and  California  in  Omaha. 

Dr.  Dunlap  is  a graduate  of  Creighton’s 
School  of  Medicine  and  served  his  psychiatric 
residency  at  Veterans  Administration  Hos- 
pital in  Omaha. 

Dr.  Dunlap  was  Chief  of  Neuropsychiatric 
Service  at  Mitchell  Air  Force  Base  Hospital 
in  Long  Island,  N.Y. 

The  new  $65-million  medical  center  being 
constructed  by  the  Creighton  Omaha 
Regional  Health  Care  Corporation  is  to  be  in 
operation  by  1978.  The  new  facility  will 
provide  a totally  new  concept  in  health  care 
delivery  in  the  Midlands. 

In  addition  to  the  403  beds  for  inpatient 
care,  the  facility  will  house  outpatient 
services,  a complete  life  support  area  and  a 
health  professions  center. 


Grant  to  Creighton  Pharmacy. 

The  School  of  Pharmacy  at  Creighton 
University  is  the  recipient  of  a Special 
Projects  Grant  from  the  Department  of 
Health,  Education  and  Welfare. 

The  two-year,  $107,889  grant  will  enable 
the  Pharmacy  School  to  expand  its  modular 
teaching  program.  Second-year  students 
began  learning  under  a modular  system  last 
year,  making  Creighton  the  first  pharmacy 
school  in  the  nation  to  modularize  an  entire 
year’s  curriculum.  Under  the  modular  system, 
the  curriculum  is  divided  into  subject  blocks 
or  modules.  After  each  module  is  completed, 
students  are  tested  and  must  achieve  a 
grade  of  85%  or  better  to  pass.  If  necessary, 
the  test  may  be  repeated. 
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IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  after  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  for  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nalline ® (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  alter  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  special  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2to  12years  old.  Forages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  V2  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 
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Diarrhea  can  hook  anyone.  When  it  does, 
physicians  and  patients  both  want  prompt 
control  of  diarrheal  symptoms.  Lomotil  will 
usually  control  diarrhea  promptly. 

This  rapid  action  can  halt  the  emergency 
aspect  of  diarrhea  and  is  comforting  and 
reassuring  to  the  patient.  Electrolyte  and 


fluid  losses  can  be  corrected  while  the  spe- 
cific cause  of  the  diarrhea  is  being  deter- 
mined. If  an  infective  agent  is  the  cause, 
appropriate  specific  therapy  should  be 
given  along  with  Lomotil. 

Lomotil  is  contraindicated  in  children 
less  than  2 years  old. 


Lomotil  a „ 

Each  tablet  and  each  5 ml  of  liquid  contain  diphenoxylate  hydrochloride  2 5 mg  (Warning  May  be  habit  forming),  atropine  sulfate  0 025  mg 

holds  the  line 
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Should  a 

specially  prepared 
package  insert 
be  made  available  to 
patients? 


Dr.  James  H.  Sammons 
Executive  Vice  President 
of  the  American 
Medical  Association 


Dialogue 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a long  time.  Many  physicians  alread; 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  And 
some  physicians  give  verbal  instruc- 
tions; but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  ar 
extension  of  drug  labeling. 


The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hand 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressec 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 


Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  “this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,"  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A.  and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don't  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 
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□ Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

□ Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HQ)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

□ Antivert/25  (meclizine  HC1)  25  mg.  Chewable  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 
BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


'INDICATIONS  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vominng  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


Antivert  25 

(meclizine  HC1)  25  mg.Tablets 

for  vertigo* 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  F1C1)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have  showm  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or  operating 
dangerous  machinery. 

Usage  m Children  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group 

Usage  in  Pregnancy:  See  “Contraindications" 

ADYTRSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported.  QAAniP 

More  detailed  professional  information  available  on  nwwMlvi 
request.  A division  of  Pfizer  Pharmaceuticals 
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The  Clinical  Spectrum  of  Adult 
Immunologic  Thrombocytopenia  * 


Thrombocytopenia  is  ob- 
served in  approximately  5%  of 
blood  smears  selected  at  ran- 
dom in  a general  hospital  population.1  Near- 
ly half  of  the  patients  with  decreased  platelet 
counts  have  underlying  malignancy  or 
infection,  and  the  remainder  will  have  a 
variety  of  clinical  problems.  Thrombocyto- 
penia is  associated  with  the  syndrome  of 
idiopathic  thrombocytopenic  purpura  (ITP)  in 
only  about  4%  of  patients  with  low  platelet 
counts,  with  a prevalence  of  1 in  every  500 
general  hospital  admissions1  Although 
immune  thrombocytopenias  are  relatively  un- 
common, a correct  initial  diagnosis  is  of  great 
importance  in  relation  to  the  exclusion  of 
other  thrombocytopenic  disorders.  Thus  the 
diagnostic  considerations,  clinical  features, 
potential  problems,  and  management  of 
adults  with  the  syndrome  of  immune  throm- 
bocytopenia observed  by  us  during  a 4 year 
period  have  been  reviewed  in  this  report. 

Clinical  Observations 

An  initial  diagnosis  of  immune  throm- 
bocytopenia was  made  in  19  patients.  The 
clinical  details  related  to  these  patients  are 
summarized  in  Table  1.  Eighteen  of  the 
patients  were  women;  the  age  range  of  all 
patients  was  from  18-69  years,  with  the 
median  age  being  42  years.  Patients  less 
than  16  years  of  age  were  not  evaluated  in 
this  study.  The  diagnosis  in  one  patient  (CK) 
was  made  in  childhood,  however.  Excluding 
that  patient  the  duration  of  illness  (time 
from  diagnosis  to  partial  or  complete  remis- 
sion of  disease)  was  from  7 days  to  8 years. 

The  most  common  presenting  complaint 
was  petechiae  or  bruising;  menorrhagia  and 
epistaxis  also  were  intial  manifestations. 
Platelet  counts  were  decreased  in  all  patients 
at  the  time  they  were  seen  initially,  with  the 
count  being  20,000  or  less  in  42%  of  patients. 
A bone  marrow  was  done  in  18  patients  and 
the  initial  findings  were  consistent  with  auto- 
immune thrombocytopenia  in  each  case. 
Megakaryocytes  were  increased  in  9 patients 
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and  were  adequate  in  the  remaining  9.  One 
patient  who  was  believed  to  have  had  drug 
related  thrombocytopenia  recovered  before  a 
bone  marrow  was  performed. 

Chromium51  platelet  life  spans  were 
performed  in  3 patients,  in  whom  more 
definitive  data  concerning  platelet  kinetics 
was  sought.  The  platelet  half  lives  (normal, 

4.2  days)  in  those  patients  were  3.7  days,  2.3 
days,  0.54  days. 

The  management  of  these  patients  in- 
cluded corticosteroids,  splenectomy,  alkalat- 
ing  agents,  and  when  appropriate,  drug  with- 
drawal or  environmental  alteration.  Platelet 
transfusions,  which  are  almost  never 
indicated  in  the  management  of  these 
patients,  were  given  only  to  one  patient  who 
had  life  threatening  hemorrhage,  prior  to 
remission  (CH).  Of  14  patients  who  had  a 
trial  of  steroids,  3 had  a remission,  but  one 
eventually  required  splenectomy.  Steroids 
were  not  used  in  5 patients.  In  one  patient 
(W.F.)  accelerated  platelet  destruction  (T  1/2 

2.3  days)  was  compensated  by  adequate 
platelet  production.  In  another  (JN)  steroids 
were  withheld  because  thrombocytopenia 
was  not  severe  and  the  patient  had  diabetes 
mellitus.  In  2 others,  spontaneous  recovery 
occurred,  and  one  patient  (AM)  had  a 
splenectomy  elsewhere  following  the  initial 
diagnosis. 

One  patient  (VSc)  had  a rise  in  the  platelet 
count  and  amelioration  of  symptoms  while 
taking  steroids,  but  eventually  had  a splenec- 
tomy because  of  steroid  induced  diabetes 
mellitus.  Ten  of  14  patients  given  steroids 
failed  to  respond  to  steroids  alone,  but  some 
of  those  are  presently  being  managed 
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successfully  with  low  dose  prednisone  after 
splenectomy. 

Thirteen  patients  underwent  splenectomy, 
and  11  of  these  had  a complete  or  partial 
recovery,  with  freedom  from  symptoms,  but 
mild  thrombocytopenia,  or  a continued  re- 
quirement for  low  dose  steroid  maintenance 
therapy.  Two  patients  were  given  Imuran 
(azathioprine).  One  failed  to  respond  but  the 
second  patient  (CL)  had  received  azathio- 
prine for  1 year  and  remained  in  remission  4 
months  after  stopping  treatment.  That 
patient  also  delivered  a normal,  nonthrom- 
bocytopenic infant  after  azathioprine  was 
stopped.  Two  patients  were  given  cyclo- 
phosphamide. One  patient  failed  to  respond, 
and  the  other  developed  an  urticarial  rash. 
That  patient  (HP)  will  be  discussed  in 
greater  detail  below. 


Certain  patients  are  of  particular  interest, 
in  relation  to  special  clinical  problems  related 
to  the  syndrome  of  immune  thrombocyto- 
penia and  these  patients  therefore,  are 
presented  in  greater  detail. 

RK  had  taken  Aldactazide,  levothyroxine, 
and  Dorbane  (dihydroxyanthraquinone)  for 
several  weeks  when  she  developed  ecchymo- 
ses  and  petechiae.  The  bone  marrow  showed 
adequate  numbers  of  megakaryocytes,  and  a 
drug  related  thrombocytopenia  was  sus- 
pected. All  medications  were  discontinued, 
and  the  patient  had  the  prompt  remission  of 
thrombocytopenia. 

NH  received  a sulfa  preparation  (Gantanol) 
for  12  days  prior  to  the  development  of 
petechiae.  She  presented  with  a platelet 
count  of  less  than  5,000  but  when  admitted 
to  hospital  her  platelet  count  had  risen  and 


TABLE  I 

Clinical  and  Laboratory  Features  of  Patients  with  the  Clinical  Syndrome  of  Immune  Thrombopenia 


Initial  Platelet 


Pt. 

Aqe 

Presenting  Complaint 

Duration 

Count 

ANA 

LE  Bone  Meqakaryocytes 

Response  to  Treatment 

R.K. 

67 

Bruises  and  Petechiae 

1 month 

<10,000 

- 

adequate 

See  text 

N.H. 

27 

Petechiae 

5 days 

< 5,000 

- 

not  done 

See  text 

C.H. 

22 

Bruises  and  Petechiae 

5 months 

< 5,000 

- 

i ncreased 

RSP 

F.H. 

52 

Bruises  and  Petechiae 

1 year 

51,000 

- 

adequate 

FST,  FSP  (See  text) 

N.S. 

29 

Bruises  and  Petechiae 

2 years 

10,000 

- 

adequate 

See  text 

H.P. 

65 

Bruises  and  Petechiae 

1 .5  years 

16,000 

- 

adequate 

See  text 

W.F.-t 

69 

Hematoma  and  Rectal  Bleeding 

6 years 

112,000 

_ 

adequate 

No  treatment  required  (see 

text) 

C.L. 

18 

Menorrhagia 

2 years 

< 5,000 

+ 

increased 

FST,  FSP,  Remission  immuran 

G.B. 

23 

Petechiae 

2 months 

34,000 

- 

increased 

RST 

V.Sw. 

27 

Vaginal  Bleeding 

4 months 

36,000 

- 

increased 

FST,  RSP  (partial) 

C.K. 

33 

Epistaxis  and  Petechiae 

30  years 

10,000 

- 

increased 

FST,  RSP  (partial) 

V.D. 

35 

Epistaxis  and  Menorrhagia 

10  months 

20,000 

- 

adequate 

FST,  RSP 

P.C. 

41 

Bruises  and  Petechiae 

1 .7  years 

30,000 

- 

increased 

RST 

D.H. 

42 

Bruises  and  Petechiae 

8 years 

31,000 

- 

increased 

FST,  RSP 

A.M. 

46 

Bruises  and  Petechiae 

8 years 

50,000 

+ 

increased 

RSP  (partial) 

V.  Sc. 

* 48 

Epistaxis  and  Menorrhagia 

4 months 

- 

adequate 

FST,  RSP 

J.N. 

50 

Bruises  and  Petechiae 

1 year 

53,000 

_ 

adequate 

Drug  withdrawal  only  (See 

text) 

D.L. 

58 

Bruises  and  Petechiae 

1 year 

27,000 

- 

adequate 

RST,  RSP  with  steroid 

H.B. 

65 

Epistaxis 

1 year 

40,000 

- 

increased 

FST,  RSP 

t Male  RST  = Recovery  after  steroids 

* Splenomegaly  present  FST  = Failure  after  steroids 

RSP  = Recovery  after  splenectomy 
FSP  = Failure  after  splenectomy 
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was  normal  3 days  after  admission.  Platelet 
aggregation  studies,  however,  failed  to 
demonstrate  the  presence  of  an  antiplatelet 
antibody  related  to  the  sulfa  preparation. 

In  contrast,  CH,  who  presented  with  a 
history  of  having  had  a splenectomy  and  a 
quinine  related  antiplatelet  antibody,  pre- 
sented with  severe  thrombocytopenia,  ab- 
dominal pain  and  hematuria  as  well  as  con- 
junctival and  retinal  hemorrhages.  Because 
of  the  gravity  of  her  illness,  steroids  and 
platelet  transfusions  were  given.  CH  had  a 
history  of  psychiatric  problems,  was  ob- 
served to  ingest  medications  from  her  purse 
while  hospitalized,  and  left  the  hospital 
against  advice.  A quinine  related  antiplatelet 
antibody  was  demonstrated  by  platelet  ag- 
gregometry  (Fig.  1).  After  steroids  were 
given  she  developed  normal  platelet  counts. 
After  being  asymptomatic  for  6 months  she 
again  became  thrombopenic  and  at  laparo- 
tomy accessory  spleens  were  removed.  Pred- 
nisone then  was  effective  in  maintaining 
normal  platelet  counts.  The  precise  etiology 
of  the  repeated  episodes  of  thrombopenia  in 
this  patient  is  difficult  to  document;  clearly 
she  had  immune  thrombocytopenia,  but 
whether  due  only  to  drug  related  antiplatelet 
antibodies  or  idiopathic  thrombocytopenic 
purpura,  or  both,  remains  unanswered. 


FH  had  thrombocytopenia  related  to 
chemical  exposure.  She  repeatedly  denied 
toxic  exposure,  and  when  steroids  did  not 
elevate  the  platelet  count,  splenectomy  was 
performed  with  a transient  response. 
Because  of  lack  of  response  to  steroids,  the 
patient  was  given  Immuran,  and  later 
Cytoxan,  with  no  success.  Two  months  after 
Cytoxan  was  stopped,  but  while  taking 
prednisone,  the  patient  developed  slurred 
speech,  transient  right  hemiparesis,  and  was 
hospitalized  with  a platelet  count  of  27,000. 
Spinal  fluid  showed  slight  xanthochromia  and 
26  RBC/cu  mm.  The  dose  of  prednisone  was 
increased,  and  the  patient  recovered  normal 
neurologic  function.  Questioning  on  this 
occasion  disclosed  that  she  used  spray  paint 
daily  as  a hobby.  Cessation  of  exposure  to 
paint  resulted  in  a return  of  platelet  counts 
to  normal,  and  steroids  were  withdrawn. 
This  patient  emphasizes  the  problem  in 
making  a diagnosis  of  ITP  by  exclusion, 
without  a readily  available  test  to  detect 
antiplatelet  antibodies.  Only  when  this 
patient  developed  a life  threatening  complica- 
tion was  the  information  forthcoming  which 
led  to  recovery. 

Two  patients,  in  whom  an  initial  diagnosis 
of  autoimmune  thrombocytopenic  purpura 
was  made,  are  of  particular  interest.  These 


Figure  1. 

Drug  (quinine)  related  antiplatelet  antibody  as  demonstrated  by  platelet  aggregometry  in 
C.H.  There  is  no  evidence  of  platelet  aggregation  in  samples  of  normal  platelet  rich  plasma 
and 

1 ) normal  sera  ( top  left) 

2)  patient  sera  (2nd  left) 

3)  patient  sera  and  valium  (3rd  left) 

4)  patient  sera  and  premarin  (bottom  left) 

5)  normal  sera  and  quinine  (top  right) 

Aggregation  is  present  with  normal  platelet  rich  plasma,  patient  sera,  and  quinine. 
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patients  both  had  an  extensive  initial  evalua- 
tion which  failed  to  disclose  the  eventual  out- 
come of  the  immunologic  problem,  a 
lymphoma  in  one  case  and  acute  leukemia  in 
the  other. 

NS  noted  the  onset  of  bruising  and 
petechiae  following  the  use  of  varnish  in 
1971.  A bone  marrow  showed  no  abnormal- 
ities, and  megakaryocytes  wTere  judged  to  be 
adequate.  Steroids  were  given  and  the 
platelet  count  rose  to  normal  levels.  Steroids 
subsequently  were  discontinued,  and  the 
patient  had  no  hemorrhagic  problems  for  ap- 
proximately 12  months.  She  then  used  an 
insect  repellent  and  soon  noted  petechiae. 
She  also  had  a history  of  exposure  to  window 
cleaner,  and  to  hair  spray.  At  the  time  of  the 
second  hospitalization  the  platelet  count  was 
5,000  and  physical  examination  was  un- 
remarkable. The  platelet  count  rose  to 
normal  after  the  administration  of  intra- 
venous hydrocortisone.  A bone  marrow  again 
showed  normal  cellularity  with  adequate 
megakaryocytes.  Splenectomy  was  done 
elsewhere.  The  spleen  weighed  129  grams; 
the  architecture  was  unremarkable,  the 
follicles  were  intact,  and  lipid  containing 
histiocytes  were  noted.  The  patient's  platelet 
count  rose  to  normal  levels  after  splen- 
ectomy and  remained  normal  for  approx- 
imately 6 months.  She  then  noted  the 
presence  of  a mass  beneath  the  right  jaw, 
and  cervical  lymphadenopathy.  A histologic 
diagnosis  of  malignant  lymphoma  with 
lymphocyte  predominance  was  made  on  node 
biopsy.  Approximately  2 weeks  after 
operation  the  patient  noted  the  onset  of 
petechiae  and  her  platelet  count  was  found 
to  be  10,000.  Prednisone  was  given  and  the 
petechiae  faded  but  the  platelet  count  did 
not  rise  to  normal  levels. 

The  precise  etiology  of  thrombocytopenia 
which  developed  in  1971  and  recurred  18 
months  later,  before  the  diagnosis  of 
lymphoma  was  made,  is  conjectural.  Lym- 
phoproliferative  disorders  are  known  to  be 
associated  with  autoimmune  thrombocyto- 
penia,2 and  it  is  possible  that  thrombocyto- 
penia was  a presenting  manifestation  of  the 
malignancy  which  eventually  appeared  in 
this  patient.  Conversely,  she  had  had  ex- 
posure to  several  toxic  agents,  and  had  no 


histologic  evidence  of  lymphoma  in  the  re- 
sected spleen. 

HP  was  a more  definitive  example  of 
hematologic  malignancy  masquerading  as 
autoimmune  thrombocytopenia.  She  noted 
petechiae  and  bruisability  appearing  in  the 
fall  of  1971,  and  was  hospitalized  elsewhere 
in  1972  with  large  numbers  of  ecchymoses  and 
petechiae.  Examination  was  otherwise  un- 
remarkable. The  bone  marrow  was  un- 
remarkable, and  megakaryocytes  were  pre- 
sent in  adequate  numbers.  Prednisone  ad- 
ministration was  associated  with  a transient 
rise  in  the  platelet  count.  Splenectomy  sub- 
sequently was  done  elsewhere.  The  spleen 
weighed  180  grams,  and  was  unremarkable, 
except  for  mild  hemosiderosis.  A second 
bone  marrow  was  unremarkable.  Because  of 
hemorrhagic  phenomena  and  continued 
thrombopenia,  the  patient  was  given  cytoxan 
for  2 months,  when  an  erythematous  rash 
developed,  and  cytoxan  was  stopped.  The 
platelet  count  rose  after  cytoxan  therapy  and 
remained  at  levels  between  50-100,000  for 
approximately  6 months.  During  that  time 
prednisone  was  given,  however,  in  February 
1973,  a change  in  the  differential  white  count 
in  the  peripheral  blood  was  noted,  with  30% 
blasts  being  present  with  a white  count  of 
22,000.  A bone  marrow  showed  marked 
hypercellularitv,  with  greater  than  15%  blast 
cells.  Because  she  was  a member  of  a 
religious  sect  which  refused  to  accept  blood 
transfusions,  she  was  begun  on  conservative 
management  with  6-Mercaptopurine,  100 
mgs/dav.  The  patient  was  continued  on  6-MP 
during  which  time  she  remained  throm- 
bocytopenic but  had  a remarkable  reduction 
in  the  ecchymoses  on  her  extremities  and 
trunk.  On  the  final  admission,  5 months  after 
initiation  of  6-Mercaptopurine  the  white 
blood  count  was  3,400  with  58%  segmented 
neutrophils,  6%  bands,  34%  lymphocytes, 
and  2%  monocytes.  The  bone  marrow  during 
the  final  admission  showed  markedly  de- 
creased megakaryocytes,  and  no  increase  in 
blast  cells.  The  hemoglobin  had  fallen  to  5 
grams.  The  patient  died  quietly  of  diffuse 
bronchopneumonia,  hepatic  and  cerebral 
abscesses  and  intracerebral  hemorrhage. 

This  patient  began  to  note  bruisability  8 
years  prior  to  her  demise  but  only  bled 
markedly  shortly  before  acute  granulocytic 
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leukemia  was  observed  in  the  marrow.  The 
patient  had  had  2 marrow  aspirations  and 
splenectomy  with  no  evidence  of  leukemia 
being  detected.  It  is  likely,  however,  that  the 
hematologic  malignancy  which  eventually 
manifested  itself  presented  initially  with  a 
syndrome  of  autoimmune  thrombocytopenia, 
an  impression  supported  by  the  response  of 
the  patient  to  cytoxan  therapy.  This  patient 
(HP),  and  patient  NS  are  unusual  examples 
of  progression  in  hematologic  disease  but 
they  emphasize  the  dictum  that  the 
prognosis  of  patients  who  present  with 
thrombocytopenic  purpura  must  be  guarded. 

WF,  a 69  year  old  white  male,  had  throm- 
bocytopenia for  6 years  prior  to  admission. 
He  had  continued  to  work  and  had  no  history 
of  toxic  exposure.  Physical  examination  was 
unremarkable,  except  for  mild  purpura.  The 
antinuclear  antibody  and  Coombs  test  were 
negative.  A bone  marrow  disclosed  normal 
cellularity,  and  a mild  increase  in  normo- 
blasts; megakaryocytes  were  not  remark- 
able. Haptoglobin  was  slightly  reduced.  This 
patient  had  a platelet  life  span  to  define 
whether  marrow  megakaryocytes  were 
functional  or  whether  thrombocytopenia  was 
related  to  ineffective  platelet  production  by 
the  megakaryocytes.  The  autologous  chrom- 
ium51 platelet  life  span  showed  a short  (2.3 
day)  half  life  suggesting  that  thrombocyto- 
penia was  in  part  related  to  accelerated 
platelet  destruction.  Because  of  increased 
erythropoietic  activity  in  the  marrow,  and  a 
marginal  haptoglobin  it  is  also  likely  that  he 
had  a moderate  increase  in  red  cell 
destruction,  which  has  been  noted  in  auto- 
immune thrombocytopenic  purpura. 

Discussion 

The  clinical  and  laboratory  diagnosis  of 
autoimmune  thrombocytopenia  is  one  of  ex- 
clusion, thus  suitable  measures  must  be 
employed  for  proper  patient  evaluation. 
These  steps  relate  to  the  etiology  of  throm- 
bocytopenia (Table  II),  and  include:  1)  A 
bone  marrow  to  determine  the  adequacy  of 
megakaryocyte  numbers,  and  the  exclusion 
of  hematologic  disorders  (asplastic  anemia, 
leukemia,  myeloma,  etc.)  involving  the 
marrow.  2)  Elimination  of  potential  causes  of 
ineffective  thrombopoiesis.  Evaluation  of  the 
platelet  life  span  may  be  of  assistance  at  this 
stage,  since  autoimmune  disorders  have  by 


definition,  a shortened  life  span.  3)  Exclusion 
of  non-immune  causes  of  accelerated  platelet 
destruction  (e.g.  intravascular  coagulation). 
4)  Determination  of  the  variety  of  immune 
thrombopenia,  i.e.  whether  related  to  trans- 
fusions, drugs,  virus  infections,  or  truly 
“idiopathic.” 

Unfortunately,  although  a wide  variety  of 
laboratory  tests  have  been  suggested  for  the 
detection  of  antibodies  in  idiopathic  throm- 
bocytopenic purpura  (ITP)3-45  none  has 
gained  wide  clinical  acceptance.5  At  present 
the  clinician  may  be  forced  to  rely  on  the 
non-specific  and  variable  presence  of  large 
platelets  in  disorders  associated  with  ac- 
celerated platelet  destruction.6  A wide 
variety  of  tests  for  the  detection  of  immune 
thrombocytopenias  secondary  to  antiplatelet 
isoantibodies  or  drug  ingestion  have  been 
reported  as  being  highly  sensitive,  and  the 
antibody  in  these  patients  is  often  present  in 
serum  in  high  titer.  One  such  test,  utilizing 
platelet  aggregometry 7 was  helpful  in  docu- 
menting the  presence  of  a quinine  related 
antiplatelet  anibody  in  patient  CL  (Fig.  1), 
and  has  helped  to  exclude  drug  related  prob- 
lems in  many  patients  not  reported  here. 

If  thrombocytopenia  is  deemed  not  to  be 
secondary,  and  thus  is  “idiopathic,”  what 
guidelines  pertain  for  treatment?  First 
corticosteroids  (prednisone  60-80  mgm/day  in 


TABLE  II 

Etiology  of  Thrombocytopenia 

1)  Decreased  Production 

A.  Marrow  Hypoplasia  - (x-ray,  drugs, 
chemicals) 

B.  Marrow  Replacement  - (tumor,  hemato- 
logic malignancy) 

C.  Ineffective  Thrombopoiesis  - (alcoholism, 
B 12 . folate  deficiency,  azotemia,  PNH  etc. 

2)  Accelerated  Destruction 

A.  Isoimmune  - (transfusion,  neonatal) 

B.  Autoimmune 

1.  Primary  - ITP 

2.  Secondary  (lupus  erythema tosis, 
lymphocytic  leukemia,  lymphomas, 
drugs,  viral  illness) 

C.  Nonimmune  Consumption  - (Intravascular 
coagulation,  Artificial  heart  valves) 

3)  Distribution  Problems  (splenomegaly) 

4)  Miscellaneous  (familial,  spurious12) 
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the  adult)  should  be  given.  As  noted  in  our 
series,  2/3  of  adults  will  fail  with  this 
therapy,  although  we  have  observed  patients 
who  attained  long  lasting  remission  after  use 
of  steroids  alone.  In  contrast,  most  patients 
(85%  ) with  acute  ITP  are  children  and  in 
children  the  majority  will  have  a spontaneous 
remission. 8 

If  the  increase  in  platelet  count  is  main- 
tained for  4-6  weeks,  then  the  steroid  dose  is 
tapered  gradually.  If  purpura  or  throm- 
bocytopenia recurs,  the  steroid  amount  is  in- 
creased, and  continued  for  several  additional 
weeks  before  reducing  the  dose  again.  If 
steroids  do  not  increase  the  platelet  count 
and  alleviate  symptoms  within  2-4  months, 
are  contraindicated,  if  large  doses  are 
required,  or  if  side  effects  ensue  with  the 
doses  required  for  remission,  (Patient  V.Sc), 
then  splenectomy  is  considered.  Splenectomy 
is  associated  with  remission  in  approximately 
2/3  of  adults  with  ITP;2  an  additional  1/5 
may  require  steroids  after  splenectomy  for 
control  of  the  problem  and  a few  refractory 
patients  may  respond  to  immune  suppression 
(patient  CL),89  after  other  measures  fail. 
Patients  who  respond  well  to  steroids 
initially  also  seem  to  have  an  improved 
prognosis,  if  splenectomy  is  required,  regard- 
less of  the  duration  of  thrombocytopenia 
prior  to  treatment. 10  Even  though  steroids 
fail  to  cause  a rise  in  the  platelet  count 
splenectomy  may  be  associated  with  sus- 
tained remission  in  more  than  1/2  of 
patients. 10  A final  note  of  caution  should 
prevail  in  the  pregnant  patient  with  ITP. 
Although  the  rate  of  spontaneous  abortion  is 
substantially  increased  in  patients  with  ITP, 


the  risk  for  the  mother  from  ITP  is  not  in- 
creased unless  splenectomy  is  unwisely  per- 
formed. In  that  event,  premature  labor, 
maternal  death,  and  fetal  death  in  utero  all 
occur  with  increased  frequency.11 
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Among  the  many  ill-advised  laws  to  come 
out  of  Washington,  surely  none  is  so  full  of 
threats  and  implications  as  that  which  sets 
up  health  service  areas  across  the  country.  It 
is  confusing,  to  be  sure,  and  has  been 
compared  to  something  like  a plate  of 
scrambled  eggs  or  a patch-work  quilt. 
However,  this  quilt  has  all  the  comfort  of  the 
ancient  bed  of  Procrustes,  who  shortened  or 
lengthened  his  guests  to  fit  it.  Like  its  older 
brother,  PSRO,  this  law  is  intended  to  serve 
only  one  purpose:  to  control  and  limit  the 
costs  of  programs  passed  by  a Congress  that 
has  discovered  how  tight  is  the  corner  into 
which  it  has  painted  itself.  The  Congress  and 
its  regulation  writers,  the  Department  of 
HEW,  know  they  cannot  generate  much 
more  money  to  pay  for  these  programs,  so 
they  seem  intent  on  pointing  the  finger  at 
the  “health  care  providers,”  who  they  say 
are  gouging  the  citizens  of  this  country. 

However  much  we  dislike  and  oppose 
these  laws,  they  are  indeed  laws.  If  we 
believe  in  law,  and  I believe  we  all  do,  we 
are  required  by  conscience  to  obey  them. 
This  is  not  to  say  that  we  should  let 
ourselves  lie  quietly  in  this  maelstrom,  to  be 
moved  up  and  down  as  the  currents  change, 
but  I believe  it  does  mean  that  we  must 
make  ourselves  as  much  a part  of  the 
planning  of  these  programs  as  we  can.  Only 
in  this  way  can  we  effectively  control,  or  at 
least  modify,  what  effect  they  will  have  on 
our  work  and  our  patients. 

I believe  that  all  of  us  are  uncomfortable 
about  what  we  should  be  doing  with  PSRO. 
We  resent  this  intrusion,  we  know  we  are 
doing  a good  job  in  peer  review,  we  feel  that 
our  patients  are  getting  good  and  con- 
siderate care,  and  we  are  angered  by  the 
implication  that  we  are  not  doing  these 
things.  Be  that  as  it  may,  we  must  become 
involved.  The  Nebraska  Medical  Association 
can  fall  naturally  into  a leadership  position  in 
these  programs,  and  I believe  Nebraska 
citizens  look  to  us  for  this  leadership  and 
direction.  Our  influence  can  be  pervasive  and 
valuable,  to  our  patients  and  to  our  work. 
But  we  must  exert  it  where  it  can  be 


effective  — in  advisory  councils,  in  planning 
committees,  and  in  the  community  generally. 

The  health  service  area  law  is  supposed  to 
strengthen  and  make  more  efficient  the 
planning  which  we  have  seen  in  other  health 
planning  programs.  It  includes  those  of 
Hill-Burton,  comprehensive  health  planning, 
and  regional  medical  programs,  all  in  one 
great,  tangled  Gordian  knot.  As  you  know, 
the  HSA’s  in  Nebraska  include  Omaha  and  a 
few  Iowa  counties,  the  southeast  corner  of 
Nebraska,  and  the  71  remaining  counties. 
The  advisory  councils  in  these  areas  will 
have  almost  total  management  of  the 
planning  of  health  facilities  and  services 
within  the  area,  relating  directly  to  HEW, 
with  a very  vague  and  ill-defined  relationship 
to  any  state  organization.  One  of  the  most 
disturbing  things  is  the  recurring  reference 
to  “rate  review.”  It  takes  little  imagination 
to  read  this  as  fee  setting,  and  to  see  how 
easily  medicine  and  medical  care  can  be 
defined  as  a public  utility,  and  so  regulated 
and  controlled. 

Until  we  can  change  these  laws,  and  I 
believe  we  can  through  proper  legal 
processes,  we  should  become  involved  at 
whatever  level  we  can.  Our  input  must  be 
firm  and  logical.  We  must  insist  on  doing 
things  which  will  indeed  continue  to  enhance 
the  present  high  level  of  medical  care  in 
Nebraska.  As  I have  said  in  other 
President’s  Pages,  we  must  never  under- 
estimate how  effective  we  can  be  in  the 
political  arena.  Our  detractors  would 
minimize  our  position,  but  most  of  our 
patients  still  look  to  us  for  advice  and 
guidance,  outside  as  well  as  inside  our  offices 
and  hospitals.  We  must  sit  down  with  them 
in  the  councils  and  committees  and  in  so 
doing  develop  whatever  good  things  may  be 
in  this  program,  at  the  same  time  working 
through  the  legislative  processes  to  over- 
come their  many  and  varied  defects.  I 
believe  we  must  become  more  involved  in 
government  and  what  it  does  to  the  people. 
After  all,  the  only  money  it  has  to  spend  and 
waste  is  ours. 

Warren  Bosley,  M.D. 
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The  Auxiliary 

THE  1975  LEADERSHIP  CONFERENCE 

The  1975  Leadership  Conference  of  the 
American  Medical  Association  Auxiliary  was 
held  October  12-15  at  the  Drake  Hotel  in 
Chicago.  Nebraska’s  representatives  were 
Patsy  Moore  (Mrs.  Y.  Scott),  State 
President,  Harriette  Francis  (Mrs.  Gordon), 
State  President  Elect,  County  President 
Elects  Norma  Carveth  (Mrs.  Steve),  Lan- 
caster County,  Jane  Dunlap  (Mrs.  James) 
Northeast  Counties,  Pam  Hoesing  (Mrs. 
John)  Omaha  County  and  North  Central 
Regional  Legislative  Chairperson,  Dorothy 
Olson  (Mrs.  Leland)  of  Omaha. 

Many  items  of  interest  were  presented  at 
the  convention.  Each  of  the  representatives 
have  prepared  a short  article  to  share  with 
you  in  which  your  County  Medical  Auxiliary 
may  be  interested. 

MEMBERSHIP  — Pam  Hoesing 

The  membership  seminar  was  conducted 
by  four  members  of  the  national  membership 
committee  and  each  of  these  women 
represented  a region. 

County  membership  power  can  be  com- 
pared with  the  base  of  a pryamid  — the 
stronger  and  broader  the  base,  the  stronger 
the  sides,  or  state  and  national  membership. 
Three  basic  “R's”  to  be  taken  into 
consideration  when  dealing  with  county 
membership  are:  Recruit  new  members; 

Retain  old  members;  Retrieve  dropout 
members. 

A few  of  the  basic  ideas  that  counties 
throughout  the  nation  have  found  effective 
are: 


1.  The  county  treasurer  should  be  an 
integral  part  of  membership.  It  is  ideal  if  a 
person  would  serve  as  membership  chairman 
for  two  years  and  then  move  on  to  serve  as 
treasurer  for  two  years. 

2.  Every  three  years  poll  all  paid  members 
and  ask  them  why  they  have  not  attended 
meetings  and  what  their  interests  are,  etc. 

3.  A computer  sheet  for  billing  the 
husbands,  with  auxiliary  dues  added  right  in 
has,  in  some  counties,  tripled  membership. 

4.  Don’t  forget  the  widows  — many  of 
them  are  very  interested. 

CHILD  ABUSE  - Jane  Dunlap 

During  the  Child  Abuse  seminar  a film 
was  shown  depicting  how  a common 
everyday  conflict  such  as  how  hubby  likes 
his  eggs  cooked  can  explode  into  using  a 
child  as  a “whipping  boy"  and  thence 
physical  abuse. 

Youth  Officer  Marita  Dwyer  of  the 
Chicago  police  force  spoke  of  cases  from  her 
files  and  showed  slides  of  actual  cases  she 
has  handled.  To  me  the  most  startling  thing 
she  pointed  out  was  that,  although  the 
abusers  in  most  child  abuse  cases  are 
counselled,  most  abused  children  are  not 
counselled  in  any  way  — an  area  that 
obviously  merits  more  thoughtful  attention. 

In  the  next  issue  of  the  Nebraska  Medical 
Journal  we  will  have  thoughts  on  Emergency 
Medical  Services,  The  Impaired  Physician, 
and  a Legislative  Update. 

Mrs.  Y.  Scott  Moore  (Patsy) 
State  President 
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Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 

€?oMor 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  lie’s 
suffering  from  the  same  irritat- 


ing symptoms  of  cl  rip,  congestion 
and  stuffiness.  Try  DlMETAPP 
Extentabs1'.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


Attergyf 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  relieve  stuffiness,  drip  and  congestion.* 


INDICATIONS 

Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences  — 
National  Research  Council  and/or 
other  information,  FDA  has  classified 
the  following  indications  as  lacking 
substantial  evidence  of  effectiveness 
as  a fixed  combination:  Dimetapp 
Extentabs  are  indicated  for  symptom- 
atic relief  of  allergic  manifestations  of 
upper  respiratory  illnesses,  such  as  the 
common  cold,  seasonal  allergies, 
sinusitis,  rhinitis,  conjunctivitis  and 
otitis.  In  these  cases  it  quickly  reduces 
inflammatory  edema,  nasal  congestion 
and  excessive  upper  respiratory  secre- 
tions, thereby  affording  relief  from 
nasal  stuffiness  and  postnasal  drip. 


CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 


respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 

EtUitfabs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


mines  should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 
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m iien  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  !A  grain  of  phenobarbital 
to  take  the  nervous  'euge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 

with  Codeine 


Phenaphen  with  Codeine  No  2.  3.  or  4 contains'  Phenobarbital  (%  gr),  16  2 mg.  (warning: 
may  be  habit  forming!:  Aspirin  (2V2  gr ),  162.0  mg  Phenacetin  (3  gr.).  194  0 mg  : Codeine 
phosphate.  V*  gr.  (No.  2).  Vz  gr.  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming). 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed  For  further  details 
see  product  literature 

/jjj  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III.  Controlled  Sub- 
Vl  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond.  Va 
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Down  Memory 

1.  There  is  no  known  "cure  all"  for 
infections  of  the  urinary  tract.  In  other 
words,  the  ideal  internal  urinary  antiseptic, 
of  proven  clinical  efficiency,  does  not  exist. 

2.  Many  members  believe  that  the  dues 
should  be  raised  more  than  they  have  been. 

3.  If  we  are  to  cope  with  the  cults,  we 
must  spend  money  and  large  sums  on 
publicity  and  legislative  activities. 

4.  A survey  indicates  that  but  one  out  of 
nineteen  college  students  who  have  autos  at 
their  disposal,  make  good  in  their  college 
work. 

5.  Dear  Governor:  Some  of  the  appoint- 
ments of  medical  delegates  to  welfare 
associations  made  by  you  recently,  look  very 
much  as  if  you  were  dispensing  political  pap. 

6.  The  West  Nebraska  Methodist  Hos- 
pital at  Scottsbluff,  has  become  standardized. 

7.  There  is  a point  I should  like  to 
mention  again,  and  that  is  the  value  of  the 
sugar-tolerance  test,  particularly  in  the 
patient  who  thinks  he  is  in  good  health  and 
we  find  sugar  in  his  urine. 

8.  Above  all  we  should  employ  at  no 
mean  salary  a full  time  secretary  whose  duty 
it  shall  be  to  visit  every  nook  and  corner  of 
our  state. 

9.  Another  effort  is  being  made  by  the 
American  Medical  Association  before  the 


Lane 

ways  and  means  committee  of  Congress  to 
allow  physicians  to  deduct  from  taxable 
income  the  amount  spent  in  postgraduate 
work  and  in  travelling  to  medical  society 
meetings. 

10.  A hospital  is  to  be  established  at 
Geneva  by  Miss  Ada  Eggenberger,  R.N.,  in 
the  spacious  home  of  the  George  W.  Smith 
estate,  purchased  for  that  purpose. 

Nebraska  State  Medical  Journal 
December,  1925 


Medicinews 

Minnesotan,  named  AAFP 
President-elect. 

Dr.  Herb  L.  Huffington,  Waterville,  Minn., 
was  named  president-elect  of  the  American 
Academy  of  Family  Physicians  at  the  closing 
session  of  the  medical  group’s  Congress  of 
Delegates.  The  Congress  meets  in  conjunc- 
tion with  the  AAFP's  Annual  Scientific 
Assembly  and  convention. 

Dr.  Huffington  will  assume  the  presidency 
of  the  Academy  next  year.  His  tennure  will 
begin  after  that  of  Dr.  Carl  B.  Hall, 
Charleston,  W.  Va.,  who  becomes  president 
of  the  37,000-doctor  organization. 


December,  1975 
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Picture  Gallery 


Pictures  taken  at  the  October  2,  3 and  4 Session  of  the  NMA  House  of 
Delegates  and  Board  of  Councilors: 


Reference  Committee  meetings  during  the  Fall 
Session. 


Harry  W.  McFadden,  Jr.,  M.D.,  Speaker  of  the 
NMA  House  of  Delegates,  presiding. 


Reference  Committee  meetings  during  the  Fall 
Session. 


Reference  Committee  meetings  during  the  Fall 

Session. 


Charles  W.  Landgraf,  Jr.,  M.D.,  Vice-Speaker  of 
the  NMA  House  of  Delegates,  presiding. 


NMA  House  of  Delegates  in  session. 


Reference  Committee  meetings  during  the  Fall 
Session. 


a 

Reference  Committee  meetings  during  the  Fall 

Session. 


Consideration  of  Reference  Committee  Report. 


Board  of  Councilors  in  session. 


Between  Cases 


Quote  Unquote. 

God  gave  me  the  stubbornness  of  a mule 
and  a fairly  keen  scent. 

Einstein 

Progress  Notes  Department. 

1.  Eating  well. 

2.  Anorexia  not  present. 

Heard  On  TV. 

It  makes  them  contenders  in  every  contest 
they  enter. 

Quote  Unquote. 

The  minority  is  sometimes  right,  the 
majority  is  always  wrong. 

Shaw.  Ibsen  said  it,  too. 

Section  On  Statistics. 

Cancer  strikes  665,000  people,  and  kills 
365,000  people  in  the  U.S.  each  year. 

There  are  1,500,000  Americans  cured  of 
cancer. 

About  one  billion  prescriptions  are  written 
each  year  by  physicians  and  dentists  in 
the  U.S. 

Words  We  Can  Do  Without. 

Gut  feelings,  compendium,  guesstimate, 
violaceous,  somewhat  in  the  vicinity  of. 

Department  Of  Mandatory  Retirement. 

Sandburg  at  85:  Offering  and  Rebuff. 

Churchill  at  77:  Reelected  Prime  Minis- 
ter. 

Wright  at  76:  Guggenheim  Museum. 

Schweitzer  at  68:  Nobel  Peace  Prize 

Division  Of  Psychoanalysis. 

A dream  that  is  not  interpreted  is  like  a 
letter  than  is  unread. 

The  Talmud. 

We  do  not  know  how  life  is  going  to  turn 
out.  Therefore  the  story  has  no 
beginning,  and  the  end  can  only  be 
vaguely  hinted  at. 

Jung. 


Things  I’m  Tired  Of. 

I’m  tired  of  reading  that  whoever  is  the 
champion  today  is  the  best  that  ever 
was.  It's  not  so. 

That  goes  for  boxing,  chess,  baseball,  and 
opera  singers;  and  maybe  for  doctors. 

So  That’s  What  It  Means. 

Pterygoid:  like  a wing. 

Azygous:  unpaired. 

Chole:  bile. 

From  The  Good  Book. 

"And  had  suffered  many  things  of  many 
physicians  . . .” 

Mark  v:26;  the  three  dots  are  even 
better. 

O To  Be  In  England. 

Anne  Boleyn,  wife  of  Henry  8,  is  said  to 
have  had  three  breasts  (and  6 fingers?). 

On  Miracles. 

The  story  of  the  whaleswallowing  Jonah, 
though  a whale  is  large  enough  to  do  it, 
borders  greatly  on  the  marvellous;  but  it 
would  have  approached  nearer  to  the 
idea  of  miracle,  if  Jonah  had  swallowed 
the  whale. 

Thomas  Paine 

On  Empathy  As  Distinguished  From  Sym- 
pathy. 

As  to  pain,  I am  almost  ready  to  say  that 
the  physician  who  has  not  felt  it  is 
imperfectly  educated. 

S.  Weir  Mitchell 

Statistics,  New  & Old. 

“.  . . there  are  in  the  U.S.  upward  of  2 
millions  of  victims  of  enslaving  drugs 
entirely  exclusive  of  alcohol.” 

Gould  and  Pyle:  Anomalies  and 

Curiosities  of  Medicine,  1896;  page 
507. 
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Admission  Note  Department. 
The  patient  was  initially  seen. 

Syndrome  Of  The  Month. 

Barometer  maker's  disease. 
Glassblower’s  tumor. 


Quote  Unquote. 

You  must  accept  your  treatment  not  just 
with  faith  but  with  joy! 

Solzhenitsyn:  Cancer  Ward. 


— F.C. 


WashingtoJSotes 


Medicine  & the  Congress. 

The  AMA  has  brought  the  concerns  of 
American  medicine  to  the  attention  of  the 
Congress. 

At  a hearing  before  a House  Judiciary 
Subcommittee  looking  into  the  charge  that 
federal  agencies  may  be  taking  too  much 
power  into  their  own  hands,  the  AMA 
testified  that  "although  potentially  inherent 
in  many  agencies,  abuses  have  become  more 
obvious  in  the  health  agencies  during  the 
past  10  years.” 

As  a result,  Raymond  T.  Holden,  M.D., 
chairman  of  the  AMA  Board  of  Trustees, 
said,  the  final  program  often  is  unrecog- 
nizable from  what  Congress  had  in  mind.  He 
charged  there  has  been  intentional  non- 
conformance with  Congress’  intent,  "an 
insatiable  appetite  for  more  regulation"  in 
which  the  bureaucracy  “runs  amok  by 
attempting  to  regulate  any  activity  which 
touches  upon,  influences,  or  is  affected  by 
the  Congressional  program.” 

Dr.  Holden  pointed  to  the  HEW  Depart- 
ment's actions  on  Utilization  Review.  After 
withdrawing  the  initial  proposal  for  hospital 
preadmission  certification,  strongly  opposed 
by  the  AMA,  the  Department  went  ahead 
with  final  rules  that  were  "equally  objection- 
able" in  requiring  review  of  all  patients 
within  24  hours.  Dr.  Holden  said  provisions 
of  the  basic  Medicare  law  were  improperly 
invoked,  and  irrelevant  provisions  of  other 
programs  were  "imperiously  used”  by  HEW. 
The  AMA  brought  suit  and  was  successful  in 
obtaining  a preliminary  injunction  upheld  on 
appeal. 


The  Indians. 

The  AMA  told  Congress  it  is  time  to 
improve  the  health  of  Indians. 

In  the  past,  increases  in  the  budget  for 
Indian  health  services  have  done  little  more 
than  keep  up  with  inflation,  Robert  B. 
Hunter.  MD.  a member  of  the  AMA  Board  of 
Trustees,  told  the  lawmakers.  Only  a few 
new  facilities  have  been  built  or  old  ones 
modernized.  Dr.  Hunter  noted. 

He  urged  passage  of  a provision  for  a 
one-year  study  to  investigate  alcoholism  and 
mental  health  among  Indians. 


Lobbying. 

Bills  before  Congress  to  impose  additional 
regulations  on  lobbying  activities  were 
opposed  by  the  AMA  as  “unnecessary  and 
discriminatory.” 

The  goal  of  the  legislative  proposals  for 
"open  government”  could  be  defeated  by  the 
reform  plans  which  could  stifle  legitimate 
and  needed  contacts  of  citizens  and  their 
organizations  with  the  Government,  Execu- 
tive and  Congress,  the  AMA  said. 

One  upshot  of  the  legislation  would  be  to 
bring  under  federal  controls  great  numbers 
of  organizations  and  people  who  heretofore 
have  not  been  considered  lobbyists,  including 
state  and  local  medical  organizations. 

A provision  of  a major  lobbying  bill  could 
control  organizations  with  periodic  publica- 
tions which  report  on  legislative  and 
regulatory  affairs,  the  AMA  said.  Such 
organizations  would  have  the  alternative  of 
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complying  with  the  reporting  and  other 
burdens  imposed  by  the  bill,  or  to  cease 
reporting  on  regulatory  and  legislative 
affairs  of  legitimate  interest  to  members, 
according  to  the  AMA  statement. 

Rural  health  week. 

A resolution  backed  by  the  AMA  has  been 
introduced  in  Congress  to  authorize  the 
President  to  designate  the  week  beginning 
April  4,  1976,  as  National  Rural  Health 
Week.  The  resolution,  aimed  at  spurring 
Congressional  and  public  interest  in  rural 
health  problems,  was  introduced  in  the 
House  bv  Rep.  Ed  Jones  (D-Tenn.)  and  eight 
cosponsors;  a resolution  is  slated  to  be 
introduced  in  the  Senate  soon. 

AMPAC. 

The  American  Medical  Political  Action 
Committee  has  asked  the  Federal  Election 
Commission  to  permit  political  groups  to 
solicit  support  or  endorsement  of  federal 
candidates  through  communications  with 
members  without  having  to  subject  such 
expenditures  to  the  disclosure  requirements 
of  the  law. 

Stressing  the  AMPAC  "has  no  objection 
whatever  to  the  full  disclosure  of  any  and  all 
of  its  activities,”  Rex  Kenyon,  MD,  a 
member  of  the  AMPAC  Board  of  Directors 
said  AMPAC  would  like  to  assure  its 
members  “that  they  can  participate  openly 
and  freely  without  fear  of  being  in  violation 
of  unduly  restrictive  laws  and  regulations.” 

Medicare. 

Quick  action  has  been  urged  by  the  House 
Health  Subcommittee  staff  to  block  rollbacks 
in  Medicare  reimbursement  rates  for 
physicians  during  the  current  fiscal  year. 

The  Subcommittee,  headed  by  Rep.  Dan 
Rostenkowski  ( D-Ill. ),  voted  tentative  agree- 
ment on  amending  the  index  “so  as  to 
preclude  any  rollback  of  fiscal  year  1976 
prevailing  fees  below  fiscal  year  1975 
prevailing  fees.” 

The  change  was  one  of  the  major  goals 
sought  by  the  AMA  in  testimony  before  the 


Subcommittee  last  month.  The  Administra- 
tion has  acknowledged  the  problem,  but 
refused  to  support  legislation  to  correct  it, 
merely  noting  that  the  rollback  problem 
would  not  reoccur  in  future  updates  of 
prevailing  charge  screens. 

In  a staff  document,  the  Ways  and  Means 
Subcommittee  noted  that  the  economic  index 
for  physicians’  fees  was  not  issued  by  HEW 
until  last  April,  almost  two  and  a half  years 
since  the  enabling  legislation  was  passed; 
only  30  days  were  then  allowed  for  comment 
from  interested  parties. 

One  of  the  major  criticisms  levelled  at  the 
rollback  by  the  staff  was  the  effect  on 
physician  acceptance  of  assignment  under 
Medicare. 

Critics  contended  that  the  indices  did  not 
fairly  represent  their  increases  in  practice 
expenses.  In  particular,  the  index  does  not 
allow  for  the  increases  in  malpractice 
insurance  premiums  physicians  have  ex- 
perienced. 


National  health  insurance. 

A catastrophic-oriented  national  health 
insurance  plan  has  been  introduced  into  the 
Senate  by  Russell  Long  (D-La.)  and 
Abraham  Ribicoff  (D-Conn.). 

The  bill,  much  the  same  as  last  year’s 
version,  was  cosponsored  by  11  other 
senators  including  Senate  Majority  Leader 
Mike  Mansfield  (D-Mont.),  Senate  GOP 
Leader  Hugh  Scott  of  Pennsylvania,  and 
Senator  Herman  Talmadge  (D-Ga.),  Chairman 
of  the  Finance  Subcommittee  on  Health. 

The  Long-Ribicoff  bill  has  been  the  dark 
horse  challenger  in  the  NHI  picture,  opposed 
by  all  of  the  major  outside  groups  offering 
NHI  programs.  It  is  especially  repugnant  to 
labor,  and  has  been  fought  by  the 
Administration.  As  the  bipartisan  list  of 
Long-Ribicoff  sponsors  indicates,  however, 
the  measure  has  a lot  going  for  it  in  the 
Senate  where  it  ranks  with  organized  labor’s 
Health  Security  Act  championed  by  Sen. 
Edward  Kennedy  (D-Mass.)  as  a contender. 

Cost  of  the  bill  was  put  at  $7  billion 
yearly. 
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The  Administration  held  off  submission  of 
an  NHI  plan  this  year,  but  is  almost  sure  to 
offer  a plan  next  year  similar  to  the 
Administration’s  old  CHIP  bill.  The  other 
major  NHI  recommendations  before  Con- 
gress include  the  American  Medical  Associa- 
tion’s Comprehensive  Health  Care  Insurance 
Act,  Labor’s  bill,  the  American  Hospital 
Association’s  plan,  and  the  Health  Insurance 
companies’  NHI  proposal. 

Under  the  Long  bill: 

♦All  people  would  be  covered  by  a 
catastrophic  protection  provision  that 
would  pay  for  everything  above  the  cost  of 
60  days  in  a hospital  or  $2,000  in  expenses. 

♦A  uniform  national  benefit  and  eligibility 
structure  with  heavier  federal  contribu- 
tions that  would  reshape  the  present 
Medicaid  program  and  broaden  it  to 
include  the  “working  poor.” 

♦Private  health  insurance  carriers  would 
have  to  meet  government  standards  to 
qualify  for  participation  in  the  catastrophic 
and  other  federal  health  programs. 

Private  insurance  & medicare. 

Private  health  insurance  organizations  do  a 
better  and  cheaper  job  of  handling  Medicare 
bills  them  the  Social  Security  Administration, 
according  to  a General  Accounting  Office 
(GAO)  report. 


The  report  was  sent  to  the  House  Ways 
and  Means  Committee  which  requested  it 
last  year.  The  Ways  and  Means  Health 
Subcommittee  will  open  autumn  legislative 
hearings  soon  on  National  Health  Insurance. 
A major  issue  is  whether  a Social 
Security-financed  catastrophic  program 
should  be  part  of  NHI. 

GAO  compared  the  SSA’s  Bureau  of 
Health  Insurance  performance  and  cost  for 
1973  with  that  of  four  contract  inter- 
mediaries — Mutual  of  Omaha,  Travelers, 
the  Maryland  Blue  Cross  Plan,  and  Hospital 
Service  Corporation  (the  Chicago  Blue  Cross 
Plan). 

The  GAO  report  found  that  the  average 
cost,  excluding  audit,  of  a bill  processed  by 
SSA  was  $12.39  compared  to  $7.31  for 
Travelers,  $7.28  for  Mutual,  $3.81  for 
Chicago,  and  $3.55  for  Maryland. 

The  report  said  Social  Security’s  Ad- 
ministrative costs  “substantially  exceed  the 
costs  of  Mutual  and  Travelers.  Higher 
salaries  and  lower  productivity  appear  to  be 
major  reasons  for  the  higher  costs  of  the 
division,  which,  unlike  the  private  inter- 
mediaries, had  no  production  standards.” 

Social  Security  “generally  took  longer  than 
the  private  intermediaries  to  pay  bills  and 
make  final  settlements  with  providers.  Its 
error  rate  was  about  average,”  the  report 
asserted. 
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I Remember 


MY  TRACHEOTOMY 

They  say  tracheostomy  now,  but  we  used 
to  call  it  a tracheotomy.  I was  an  intern,  and 
I was  on  ambulance  duty  when  this 
happened.  We  had  a call  out  of  our  district, 
which  meant  that  somebody  needed  a doctor 
right  away,  and  the  nearer  ambulances  were 
busy.  So  we  went  looking  for  something  like 
Old  16th  Lane,  miles  from  our  usual  run,  and 
we  were  lost.  There  was  a 16th  Court  and 
Street  and  Lane  and  Drive  and  Place,  I 
think,  and  a new  one  and  old  one  of  each. 

My  driver  said  let’s  find  a beer  joint, 
there’s  always  a policeman  there;  I didn’t 
believe  him,  but  he  was  right.  The  officer 
said  follow  me,  and  he  took  off  at  90MPH, 
and  we  followed.  A policeman  was  down- 
stairs, and  he  said  it’s  asthma,  Doc,  and  we 
climbed  the  stairs  and  went  in.  There  was  a 
party  of  40  or  50  people,  with  noise, 
drinking,  eating,  and  merriment. 

A woman  detached  herself  and  said  it’s  my 
husband,  Doc;  he’s  got  asthma;  he’s  in  there. 
I went  into  the  next  room  and  closed  the 
door.  I was  in  another  world.  It  was  quiet 
and  dark,  and  a man  lay  on  the  bed,  and  he 


was  dying.  His  tongue  was  swollen,  he  had 
respiratory  obstruction,  and  he  was  cyanotic 
and  unconscious. 

We  had  heard  of  an  ambulance  surgeon 
who  did  a tracheotomy  and  lost  his  patient, 
and  was  shot  by  the  spouse,  the  husband,  I 
think.  I called  the  wife  in  and  said  he  was 
going  to  die  no  matter  what,  but 
tracheotomy  was  the  only  thing  to  do,  and 
she  said  go  ahead.  So  the  driver  and  I pulled 
the  poor  patient  to  the  edge  of  the  bed,  and  I 
made  an  incision  through  the  skin.  And  he 
died. 

There  was  no  way  out  of  the  bedroom 
except  back  through  the  party  and  all  those 
people.  Standing  operating  procedure  on  a 
DOA  means  that  you  go  to  the  door  and  say 
I'm  sorry,  he’s,  dead,  and  you  pull  the  door 
shut  after  you.  But  I had  cut  his  throat,  and 
even  though  I had  said  he  would  die  anyway, 
there  was  the  incision.  I went  over  to  the 
wife  and  said  I’m  sorry,  he’s  dead,  and  she 
said  O,  and  that  was  all.  There  was  no 
trouble.  But  I never  forgot.  And  I never  did 
another  tracheotomy. 

— F.C. 
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The  Letter  Box 


To  the  Editor. 

I feel  that  the  following  information  may 
be  of  interest  to  your  readers. 

The  CLINICAL  NEUROLOGY  INFORMA- 
TION CENTER,  which  is  largely  supported 
by  the  National  Institute  of  Neurological  and 
Communicative  Disorders  and  Stroke  (NIH), 
publishes  a biweekly  review  of  articles  of 
interest  to  the  clinical  “neuroscientist,” 
appropriately  named  the  “Concise  Clinical 
Neurology  Review  (CCNR).”  In  1975-1976 
alone,  approximately  10,500  articles  will  be 
reviewed.  4,000  of  these  will  be  presented  as 
“terse  conclusions,”  i.e.,  a single  sentence 
summarizing  the  essence  of  the  article.  The 
remaining  6,500  will  be  presented  as 
references  only.  The  review  includes  articles 
published  in  over  850  regularly  recurring 
journals,  over  half  of  which  are  not  later 
than  3 to  4 weeks  after  their  appearance  in 
the  journal.  Neuroscientists  from  many 
foreign  countries  as  well  as  the  United 
States  and  Canada  find  that  the  Concise 
Clinical  Neurology  Review  gives  them  a 
comprehensive  overview  of  the  vast  amount 
of  current  information  applicable  to  their 
field  of  interest,  in  an  easy  to  read  format. 

A two-volume  subscription  with  13  issues 
per  volume  is  available  at  $15.00  U.S.  (12.50 
U.S.  for  house  officers,  students  and  fellows). 
Requests  for  subscription  forms,  a sample 
copy  or  more  information  can  be  obtained  by 
writing  the:  Clinical  Neurology  Information 
Center,  University  of  Nebraska  Medical 
Center,  42nd  and  Dewey  Avenue,  Omaha, 
Nebraska  68105,  U.S. 

Sincerely, 

Walter  J.  Friedlander,  M.D. 

Director 

Clinical  Neurology 

Information  Center 


To  The  Editor: 

As  one  of  the  delegates  to  the  Nebraska 
Medical  Association’s  Fall  Session  represent- 
ing the  students  of  Creighton  University 
School  of  Medicine,  I would  like  to  take  this 
opportunity  to  thank  the  other  delegates  for 
the  kindness  extended  to  the  other  student 
delegates  and  myself.  While  this  is  my  third 
year  as  a member  of  the  Nebraska  Medical 
Association,  the  Fall  Session  was  my  first 
convention. 

I believe  that  the  student  delegates  from 
both  of  our  Schools  of  Medicine  were  most 
interested  in  the  PSRO  and  professional 
liability  issues.  I personally  attended  the 
reference  committees  hearing  discussions  on 
both  these  issues  and  was  greatly  interested 
in  hearing  the  opinions  of  practitioners  who 
are  most  immediately  affected  by  these 
issues.  I would  like  to  assure  the  members  of 
the  NMA  that  medical  students  are  aware 
and  concerned  about  these  issues.  Medical 
students  at  Creighton  University  have 
sponsored  two  seminars  in  the  last  twelve 
months  concerning  PSRO  with  representa- 
tives from  the  AMA,  HEW,  and  the  lcoal 
medical  community. 

I would  also  like  to  take  this  opportunity 
to  repeat  the  alarm  voiced  by  Dr.  Sparks  of 
the  University  of  Nebraska  Medical  Center 
and  Dr.  Holthaus  of  Creighton  University 
concerning  recent  federal  cuts  in  financial  aid 
for  medical  education.  Many  of  the  students  I 
talk  to  feel  that  medicine  as  a career  seems 
to  be  in  danger  of  becoming  a luxury  only 
the  rich  can  afford. 

Thank  you  again  for  your  assistance. 

Sincerely  yours, 

Charles  J.  Yowler 
Creighton  University 
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Books 

Books  reviewed. 

Webster’s  Medical  Speller;  edited  by  Roger  W. 
Pease,  Jr.;  388  pages;  4 by  5 3A  in.  (10.5  by  14.5  cm); 
hardbound  $3.95;  published  1975  by  G.  & C.  Merriam 
Company,  Springfield,  Mass. 

This  is  a collection  of  35,000  medical  words  properly 
spelled  and  divided.  These  words  can  be  found  in 


medical  dictionaries,  of  course,  where  they  are  also 
defined.  But  the  stenographer  doesn’t  need  their 
definitions;  and  this  book  is  small  and  therefore  handy, 
and  it  is  inexpensive. 

And  it  divides  words,  which  some  medical 
dictionaries  do  and  some  don’t.  And  this  is  what  the 
steno  needs. 

— F.C. 

Books  received. 

Physiognomic  cue  test;  by  Morris  I.  Stein,  Ph.D.;  30 
pages,  soft  cover;  specimen  set  $2.95,  manual  $1.95; 
published  1975  by  Behavioral  Publications,  New  York. 


Coming  Meetings 


JOINT  1976  NEBRASKA  AND  IOWA 
AAFP  Mid-Winter  Seminar  in  Puerto 
Vallarta,  Mexico,  January  25-31,  1976.  Cost 
$662.00  per  person. 


COURSE  IN  NEUROTOLOGY  - March  22 
through  25,  1976.  The  Department  of 
Otolaryngology  of  the  Abraham  Lincoln 
School  of  Medicine  and  the  University  of 
Illinois  Hospital  Eye  and  Ear  Infirmary, 
University  of  Illinois  at  the  Medical 
Center,  will  conduct  a continuing  education 
course  in  Neurotology,  March  22  through 
25,  1976.  The  four  day  intensive  course 
will  offer  a didactic  and  practical  review'of 
clinical  neurotology  under  the  direction  of 
Nicholas  Torok,  M.D.  It  will  be  held  at  the 
Eye  and  Ear  Infirmary  and  will  include 
basic  vestibular  physiology  and  patho- 
physiology, commonly  used  testing  meth- 
ods applied  in  functional  examination  of 
the  vestibular  organ.  Various  forms  of 
caloric  testing  procedures  will  be  demon- 
strated using  nystagmography,  reading 
and  evaluation  of  the  test  results, 


particularly  the  nystagmogram,  and  cor- 
relation with  audiometric  and  neurologic 
findings,  final  neurotological  diagnosis, 
management  and  treatment.  Patients  will 
be  tested  by  participants  and  the  history, 
symptoms  and  test  results  will  be 
discussed  in  informal  conferences.  Enroll- 
ment is  limited  to  fifteen.  For  application 
forms  write  to  the  Department  of 
Otolaryngology,  1855  West  Taylor  Street, 
Chicago. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  May  2-5,  1976,  Kearney, 
Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Convention,  June  26  - July  1,  1976, 
Dallas,  Texas. 


NEBRASKA  MEDICAL  ASSOCIATION 
FALL  SESSION  — September  30  — 
October  1 & 2,  1976,  Lincoln  Hilton  Hotel, 
Lincoln,  Nebraska. 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMITTEES 

FALL  SESSION 
October  2,  3,  and  4,  1975 

(These  reports  appear  as  originally  submitted.  For 
the  House  of  Delegates  deliberations,  possible  changes, 
and  final  action,  refer  to  the  minutes  which  follow  these 
reports). 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Charles  F Ashby,  M.D..  Geneva.  Chairman;  Robert  B.  Benthack, 
M.D..  Wayne;  Dwight  W.  Burney.  Jr.,  M.D..  Omaha;  Robert  J.  Morgan. 
M.D..  Alliance;  Russell  L.  Gorthey.  M.D..  Lincoln. 

This  is  an  interim  report  of  the  Board  due  to  the  fact 
that  budget  and  audit  items  plus  request  for  dues 
increase  were  incorporated  in  our  report  at  the  Annual 
Session. 

Expenditures  for  the  first  six  months  of  1975  have 
been  normal,  however  the  Association  has  realized 
additional  costs  in  recent  months  because  of 
professional  liability  activity.  The  utilization  of 
additional  funds  in  connection  with  this  vital  activity 
will  necessitate  expenditures  over  and  above  projected 
costs  for  1975.  We  anticipate  continued  activity  and 
expenditure  in  this  area  through  the  Annual  Session, 
1976. 

At  its  August  meeting,  the  Board  reviewed  the 
investment  portfolio  but  made  no  changes  based  on  the 
recommendation  of  our  investment  counsel.  The 
portfolio  will  again  be  reviewed  in  December. 

The  membership  records  to  date  indicate  that  1975 
(1459)  has  exceeded  the  total  membership  of  1974 
(1437),  and  establishes  another  membership  record. 
Association  membership  has  consistently  increased  in 
recent  years. 

The  membership  is  reminded  of  the  S20.00  dues 
increase  scheduled  to  become  effective  on  January  1, 
1976. 

As  reported,  an  additional  staff  member  was 
approved  and  now  has  been  added  to  the  Headquarters 
Staff. 

Since  our  last  report,  there  has  been  no  substantial 
change  in  the  financial  aspects  of  the  Journal.  An 
increase  in  printing  costs  was  incurred  in  1974, 
however  there  is  no  anticipated  increase  in  this  area  for 
1975. 

This  completes  the  report  of  the  Board  of  Directors, 
and  we  would  welcome  your  comments  at  any  time 
regarding  financial  operations  of  your  Association. 

Respectfully  submitted, 
CHARLES'F.  ASHBY,  M.D., 
Chairman 

REPORT  OF  DELEGATE  TO  AMERICAN  MEDICAL 
ASSOCIATION.  ANNUAL  SESSION,  1975 

The  tone  of  the  1975  Annual  Session  was  set  by  Dr. 
Malcolm  C.  Todd,  outgoing  AMA  President  in  his 
keynote  address  outlining  the  “Future  Shock”  of 
medicine  today  particularly  as  it  relates  to  the 
problems  of  professional  liability,  continuous  intrusions 
into  health  care  by  government,  and  the  changing  role 
of  medical  education. 

Over  240  items  of  business  were  considered  which 
included  reports  of  the  Executive  Secretary.  Board  of 


Trustees,  permanent  committees,  Ad-Hoc  committees, 
and  over  150  resolutions  (three  of  these  from  Nebraska 
— #13,  #14,  and  #58,  are  covered  in  items  8,  13,  and  26 
which  follow). 

Following  is  a list  of  some  of  the  more  important 
actions  taken  by  the  House  of  Delegates: 

1.  Approved  a dues  increase  of  $250.00  per  year  as 
recommended  by  the  Board  of  Trustees. 

2.  Recommended  to  the  Board  of  Trustees  disposal  of 
or  discontinuation  of  Prism  in  the  most 
economically  expeditious  manner  possible. 

3.  Reaffirmed  Article  II  of  the  constitution  which 
states  "The  objects  of  the  Association  are  to 
promote  the  science  and  art  of  medicine  and  the 
betterment  of  Public  Health,”  and  rejected  the 
additional  phrase  recommended  by  the  Council  on 
Constitution  and  By-Laws,  “in  order  to  contribute 
to  the  improvement  of  the  quality  of  Life.” 

4.  Approved  the  seating  of  newly  elected  delegates 
either  January  1,  or  July  1,  following  their  election 
as  each  State  Association  desires. 

5.  Approved  the  printing  of  a disclaimer  on  each  page 
of  any  subsequent  printing  of  AMA’s  "Model 
Criteria  for  PSRO"  which  would  indicate  that  these 
are  specimen  criteria  only  — not  standards. 

6.  Reaffirmed  the  Association  policy  on  PSRO  — 
namely  to  work  for  constructive  amendments  to 
PSRO,  to  continue  to  conduct  meaningful  peer 
review  and  to  support  repeal  of  PSRO  only  if 
unsuccessful  in  obtaining  approval  of  these 
amendments. 

7.  Rejected  a resolution  asking  the  AMA  to  urge 
repeal  of  PSRO. 

8.  Adopted  report  JJ  of  the  Board  of  Trustees  (in  lieu 
of  Nebraska's  resolution  #13)  which  outlined  AMA's 
activities  to  date  in  protesting  regulations  published 
in  the  Federal  Register  regarding  the  use  of  an 
"Appropriate  Medical  Index”  for  determining 
reasonable  physician  charges  for  Medicare  patients 
(PL  92-603). 

9.  Approved  a resolution  directing  the  Board  of 
Trustees  to  seek  legislation  which  would  curb  the 
use  of  the  Federal  Register  by  governmental 
agencies  in  establishing  rules  and  regulations  which 
go  well  beyond  the  intent  of  the  Congress. 

10.  Authorized  the  Board  of  Trustees  to  use  any  action 
necessary  including  legal  action  to  prevent  the 
implementation  of  the  Health  Resources  and 
Planning  Act  of  1974  (PL  93-641). 

11.  Adopted  Resolution  #6  affirming  AMA  support  for 
“Voluntary  Continuing  Medical  Education." 

12.  Reaffirmed  Resolution  107  (A-74)  which  recom- 
mended that  government  hospitals  be  reviewed  by 
the  JCAH  or  similar  body  and  meet  the  same 
standards  as  private  community  hospitals. 

13.  (Resolution  #14  (Nebr.)  grouped  with  Resolution  98 
L133  regarding  physician  reimbursement  for 
mandated  Federal  Reviews.) 

House  approved  substitute  resolution  #14  en- 
couraging physicians  continued  participation  in 
voluntary  peer  review  without  compensation  but 
for  reviews  mandated  by  government  or  other  third 
party  payors  that  physicians  be  adequately 
reimbursed  for  time  and  effort. 
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14.  Approved  Amended  Resolution  #18  which  directed 
AMA  to  urge  JCAH  to  apply  survey  procedures  in 
a judicious  fashion  so  long  as  quality  of  care  is 
not  jeopardized  and  there  is  evidence  that  hospitals 
and  medical  staffs  are  working  toward  optional 
achievable  compliance. 

15.  Directed  AMA  to  develop  a plan  by  which  the 
function  of  the  JCAH  can  be  carried  out  without 
duplication  at  the  state  or  regional  level. 

16.  Directed  AMA  to  request  JCAH  to  limit 
requirements  for  Medical  Audit  to  that  level  of 
activity  that  can  demonstrate  improved  quality  of 
patient  care. 

17.  Directed  the  Council  on  Medical  Service  to  contact 
Medicare  officials  to  work  toward  modification  of 
regulations  regarding  the  frequency  of  visits  by 
physicians  to  patients  in  skilled  nursing  facilities  so 
that  the  frequency  of  these  visits  would  be  based 
on  the  medical  needs  of  the  patients. 

18.  Approved  a resolution  recommending  that  in- 
creased publicity  be  given  to  the  clear  intent  of 
Congress  that  package  inserts  regulate  only  the 
marketing  and  promotion  of  drugs  approved  by 
FDA  and  work  with  FDA  to  clarify  the  legal 
effect  of  official  labeling  for  drugs  marketed  in 
USA. 

19.  Approved  reinstatement  of  the  AMA/AMPAC 
Public  Affairs  Workshop. 

20.  Adopted  Resolution  #50  which  in  effect  affirmed  the 
rights  of  the  individual  physician  to  determine  the 
circumstances  under  which  he  can  or  cannot 
continue  to  practice  and  recognized  physicians' 
right  to  use  all  legal  means  to  protest  when 
intolerable  and  unwarranted  burdens  are  placed 
upon  patients,  the  AMA,  or  its  members. 

21.  Approved  a statement  in  lieu  of  Report  I of  B of  T 
that  the  AMA  support  in  principle  the  repeal  of 
laws  which  classify  as  criminal  any  form  of  non 
commercial  sexual  conduct  between  consenting 
adults  in  private. 

22.  Approved  Report  W of  the  B of  T which  includes 
the  following  statement.  “The  AMA  believes  that 
the  ‘Claims  made’  type  of  policy  for  Medical 
Professional  liability  insurance  is  inherently 
deficient.” 

23.  Approved  Report  II  of  the  B of  T calling  for  the 
formation  of  an  AMA  reinsurance  company  (for 
professional  liability)  as  soon  as  possible. 

24.  Referral  to  the  B of  T for  study  resolution  #33 
calling  for  the  establishment  of  an  AMA  Mutual 
Insurance  company  to  write  professional  liability 
insurance  on  a primary  basis. 

25.  Approved  amended  Resolution  #19,  in  lieu  of  Nebr. 
Resolution  #58,  and  Resolutions  19,  48,  116,  and 
146,  which  states  that  the  AMA  supports  passage 
of  HR  6222  (the  AMA’s  Health  Insurance  Bill)  and 
that  the  AMA  actively  support  catastrophic 
insurance  coverage  preferably  through  private  in- 
surance carriers. 

26.  Approved  the  report  of  the  Special  Committee  of 
the  House  established  to  review  the  financial 
position  of  the  AMA  and  make  recommendations 
regarding  future  activities  and  expenditures  of 
funds.  These  recommendations  included  the 
requirement  that  any  resolution  introduced  in  the 
House  of  Delegates  which  would  require  the 


commitment  of  funds  or  resources  of  the  AMA 
must  have  a fiscal  note  attached. 

27.  Approved  amended  Resolution  #29  which  states 
"that  in  formulating  policy  positions  on  proposed 
governmental  health  insurance  programs,  it  shall  be 
the  policy  of  the  AMA  to  advocate  that  benefits  be 
provided  covering  emotional  and  mental  illness 
equivalent  in  scope  and  duration  to  those  benefits 
provided  for  other  medical  or  physical  illnesses.” 

28.  Approved  Resolution  #144  supporting  the  removal 
of  the  present  annual  earnings  ceiling  of  $2,500.00 
for  persons  receiving  Social  Security  Retirement 
benefits. 

29.  Approved  amended  Resolution  #74  which  states  the 
AMA  recommend  that  all  medical  students  be  given 
an  opportunity  to  have  an  experience  in  primary 
care  medicine. 

30.  Approved  substitute  Resolution  #55  directing  the 
AMA  to  request  the  JCAH  to  limit  requirements 
for  medical  audit  to  those  activities  whose  essential 
nature  to  assure  quality  can  be  documented  to  the 
AMA’s  B of  T and  that  the  JCAH  be  requested  to 
provide  future  standards  to  State  Medical  Associa- 
tions and  specialty  societies,  upon  request,  for 
comment  prior  to  implementation  and  that  a 
progress  report  be  made  at  the  1975  Clinical 
Convention. 

In  his  inaugural  address,  Dr.  Max  Parrott,  President 
of  the  AMA,  very  capably  pin-pointed  the  basis  for  the 
present  national  health  care  controversy  pitting  the 
governmental  utilitarian  (“efficiency  expert”)  approach 
on  the  one  hand  and  the  humanistic  (medical)  approach 
on  the  other.  “The  prospect  is  clear  that  in  any  squeeze 
play  between  the  federal  regulators  of  medicine  and  the 
regulated,  the  patient  will  also  be  crushed.” 

Respectfully  submitted, 

C.  J.  CORNELIUS,  JR..  M.D. 

Delegate  to  AMA 


REPORT  OF  THE  EXECUTIVE  SECRETARY 

It  may  seem  redundant,  but  it  is  nevertheless  factual 
that  the  Association  continues  to  experience  an 
ever-increasing  variety  of  activities  and  programs  as 
each  year  passes.  The  question  has  been  asked  on 
numerous  occasions,  "What  has  the  Association  done 
for  me  today?".  In  many  ways  it  would  be  said  that  an 
Association  resembles  an  iceberg  because  the  part  that 
shows  is  smaller  than  the  rest.  However,  beneath  that 
portion  that  shows  are  the  vital  day-to-day  activities 
resulting  in  special  reports,  meetings,  conventions, 
public  relations  and  publications  designed  to  keep  an 
organization  functioning  on  a continuing  basis.  The 
resource  that  maintains  this  day-to-day  continuity  upon 
which  the  visibility  of  the  Association  depends,  are  its 
officers,  committees,  and  staff.  Many  of  the  day-to-day 
services  that  the  member  or  public  seldom  see  are  such 
activities  as  cooperation  with  other  organizations, 
contacts  with  state  and  federal  agencies,  state  and 
federal  hearings,  planning,  detailed  operations,  consult- 
ing with  advisors,  working  with  legal  counsel  and  public 
relations  people,  innumerable  telephone  conferences 
and  reams  of  correspondence,  almost  all  of  which  take 
place  without  attracting  much  attention.  Such  activities, 
however,  are  vitally  important  and  must  take  place 
daily  under  the  direction  of  the  officers,  committees  and 
staff.  Your  officers  and  committees  are  to  be 
commended  for  their  voluntary  services  that  go  on 
unseen  and  many  times  unheralded,  but  nevertheless  of 
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vital  importance  to  the  ongoing  activities  of  the 
Association.  It  is  estimated  that  approximately  2,400 
physician  man  hours  have  been  contributed  to  your 
Association's  activities  during  the  past  year. 

STATE  LEGISLATION  — Without  question,  the 
1976  Session  of  the  Nebraska  Legislature  will  be  one  of 
the  most  critical  sessions  for  the  Association  in  recent 
years.  At  this  session  (60  days  in  length),  the  vital  issue 
of  professional  liability  will  be  presented.  Again  it 
cannot  be  emphasized  too  strongly  that  the  physician’s 
support  of  the  proposal  that  will  be  placed  before  the 
Legislature  for  consideration  must  have  the  strong 
support  of  the  membership,  the  public  and  our  friends. 

In  addition  to  this  issue,  we  can  again  expect 
numerous  other  measures  related  to  public  health,  and 
your  support  of  the  Association’s  position  on  these 
measures  will  be  most  helpful. 

NORTH  CENTRAL  MEDICAL  CONFERENCE  - 

Your  attention  is  called  to  the  1975  meeting  of  the 
North  Central  Medical  Conference,  of  which  Nebraska 
is  a member.  This  session  will  be  held  on  November  1 
and  2,  1975,  in  Bloomington,  Minnesota.  The  program 
now  being  developed  will  cover  areas  of  medical  and 
socio-economic  interest  to  the  physician.  It  is  a most 
worthwhile  program  and  Nebraska  physicians  are 
cordially  invited  to  attend.  Details  on  program  content 
are  available  from  the  Headquarters  Office. 

MEMBERSHIP  — A detailed  report  on  membership 
status  is  listed  on  the  succeeding  page.  This  detailed 
analysis  is  designed  to  demonstrate  the  several  classes 
of  membership  within  the  Association.  As  in  1974,  we 
again  are  pleased  to  announce  a new  membership 
record  for  1975. 

MISCELLANEOUS  — In  1974,  N.M.A.  staff  was 
given  approval  to  provide  dues  collection  services  for 
County  Medical  Societies  without  full-time  staff.  To 
date  the  N.M.A.  office  is  collecting  dues  for  25  County 
Medical  Societies  involving  405  physicians.  The 
Headquarters  Office  will  be  happy  to  answer  inquiries 
of  other  County  Medical  Societies  interested  in  this 
service. 

Respectfully  submitted, 
KENNETH  NEFF 
Executive  Secretary 


1974 

Active: 

AMA  1067 

Non-AMA  238  1305 

Life  131 

Service  1 

Total  1437 

Less  Deceased  11 

TOTAL  1426 

Potential  Members  42 

New  Members  86 

Total  New  Doctors  in  State,  1974  128 

Reinstated  Members  . 14 


Active: 

AMA  1005 

Non-AMA  320  1325 

Life  134 

Total  1459 

Less  Deceased  13 

TOTAL  1446 

Potential  Members  31 

New  Members  75 

Total  New  Doctors  in  State,  1975  106 

Reinstated  Members  11 


STUDENT  AND  HOUSE  OFFICER  MEMBERSHIP 
[ ( ) AMA  Members] 

7/1/74  through  6/30/75 


Student  Members: 


Nebraska 

27 

( 4) 

Creighton 

10 

( 5) 

TOTAL 

37 

( 9) 

House  Officer  Members: 

Nebraska 

19 

( 9) 

Creighton 

5 

( 1) 

Miscellaneous 

2 

( 2) 

TOTAL 

26 

(12) 

7/1/75  through  12/31/75 

Student  Members: 

Nebraska 

14 

Creighton 

6 

( 4) 

TOTAL 

20 

( 4) 

House  Officer  Members: 

Nebraska 

12 

( 3) 

Creighton 

3 

( 1) 

Miscellaneous 

2 

( 1) 

TOTAL 

. . .17 

( 5) 

Omaha 

Lincoln 

Out-State 

Totals 

Private  Practice 

549 

219 

567 

1335 

Full-Time  V.A. 

. 25 

11 

7 

43 

Full-Time  Emergency 

Room 

. 23 

10 

33 

Full-Time  Dept. 

Public  Institutions 

6 

8 

9 

23 

Full-time  Administration 

5 

5 

10 

Full-Time  Medical  School 

Faculty  

202 

202 

Retired,  Disabled, 

Not  in  Practice 

37 

26 

54 

117 

TOTALS 

847 

279 

637 

1763 

Residents  

232* 

10 

♦Listing  of  Creighton  Residents  not  yet  available 


REPORT  OF  EDITOR, 

NEBRASKA  MEDICAL  JOURNAL 

Volume  59  of  the  Nebraska  Medical  Journal  was 
published  in  1974.  It  contained  78  original  articles,  so 
that  the  average  number  of  scientific  articles  published 
in  each  monthly  issue  was  six  and  a half.  The  articles 
were  written  by  116  authors.  There  were  87  editorials. 
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Again,  many  letters  were  received  and  were 
published  in  The  Letter  Box,  complimenting  the 
Journal  on  the  quality  of  its  articles  and  editorials. 

Your  Editor  is  a member  of  the  National  Advisory 
Committee  of  the  State  Journal  Group,  and  attends 
meetings  of  this  Committee  twice  a year. 

We  continue  to  publish  pictures  whenever  possible 
and  in  nearly  all  issues.  Advertising  appears  better 
than  last  year.  Articles  printed  in  1974  dealt  with 
breast  cancer,  psychosomatic  illness,  birth  defects, 
diabetes,  tuberculosis,  heart  disease,  patient  education, 
medical  students,  cancer  resistence,  PSRO,  and  many 
other  subjects. 

In  addition,  we  published  the  President's  Page,  the 
Nebraska  Medical  Association  Auxiliary  Report, 
Between  Cases,  In  Memoriam,  Down  Memory  Lane, 
Welcome  New  Members,  Coming  Meetings,  and  I 
Remember.  WashingtoNotes,  Our  Medical  Schools,  and 
Medicinews  are  printed  regularly,  as  are  Letters  to  the 
Editor;  space  is  always  available  to  the  President  and 
to  the  Auxiliary. 

We  publish  interesting  life  sketches  of  our  Fifty-year 
certificate  recipients;  Committee  Reports  are  included 
twice  yearly.  There  is  a very  healthy  backlog  of  original 
scientific  articles,  so  that  the  quality  of  our  articles  is 
high  and  continues  to  improve,  and  there  is  of  course 
no  lack  of  quantity.  Medical  cartoons  are  printed  in 
each  issue. 

Respectfully  submitted, 

FRANK  COLE,  M.D. 

Editor 


50- YEAR  PRACTITIONERS  - 
1976  ANNUAL  SESSION 
ADAMS  COUNTY: 

Donaldson  W.  Kingsley,  Sr.,  M.D.,  Hastings 
MADISON  COUNTY: 

Siegfried  H.  Brauer,  M.D..  Norfolk 
Charles  P.  Waite,  M.D.,  Norfolk 
OMAHA  MEDICAL: 

Nancy  Catania,  M.D.,  Omaha 
Esley  J.  Kirk,  M.D.,  Omaha 
William  F.  Novak,  M.D.,  Omaha 
George  E.  Robertson,  M.D.,  Omaha 
Charles  J.  Shramek,  M.D.,  Omaha 
OTOE  COUNTY: 

Charles  R.  Williams.  M.D.,  Syracuse 
STANTON  COUNTY: 

Hardin  S.  Tennant,  M.D.,  Stanton 

LIFE  MEMBERSHIP  REQUESTS 

HALL  COUNTY: 

John  S.  Anderson,  M.D.,  Sun  City,  Ariz. 

LANCASTER  COUNTY: 

Grace  Loveland,  M.D.,  Lincoln 

SOUTHWEST  NEBRASKA: 

F.  M.  Karrer,  M.D.,  McCook 


REPORT  OF  GERIATRICS  COMMITTEE 

Vernon  G.  Ward.  M.D..  Omaha.  Chairman;  Dwight  M.  Frost.  M.D.. 
Omaha;  Clyde  A.  Medlar.  M.D.,  Columbus;  Frederick  F.  Paustian.  M.D., 
Omaha;  Douglass  A.  Decker.  Jr..  M.D.,  Lincoln. 

Following  the  report  of  the  Geriatrics  Committee  to 
the  House  of  Delegates  at  the  Annual  Session  in  April, 


1975,  the  House  adopted  the  position  thaL  the  Nebraska 
Medical  Association  work  with  the  State  Welfare 
Department  and  Medicare  officials  to  clarify  criteria  for 
level  of  care,  length  of  stay  and  other  regulations 
relating  to  hospital-nursing  home  care. 

Since  that  time,  the  Geriatrics  Committee  has  had 
communications  from  Dr.  Ed  Smith  of  the  State  of 
Nebraska,  Department  of  Welfare  and  Mr.  J.  P. 
O'Brien  of  the  Medicare  Department  of  Mutual  of 
Omaha. 

WELFARE:  In  the  State  of  Nebraska  there  are 
three  levels  of  Nursing  Home  Facilities: 

Facility  Classification  Patient  Care  Classification 

Skilled  Nursing  Facility— SNF  Maximum  Care 

Intermediate  Care  Facility  — ICF— I Moderate  Care 

Intermediate  Care  Facility —ICF— II  Minimum  Care 

A Skilled  Nursing  Facility  has  around-the-clock 
nursing  coverage,  while  the  ICF— I has  56  hours  a week 
of  professional  nursing  attendance  (RN  or  LPN).  An 
ICF— II  requires  none. 

The  three  levels  of  care  are  concerned  with  the 
amount  of  medical  care  (professional  nursing  care) 
needed. 

Examples: 

1.  A patient  needs  dressing  on  a wound  in  the  evening; 
a patient  is  on  a sliding  scale  of  insulin  3— 4x  a day; 
a patient  needs  suctioning  during  the  night.  These 
are  all  SNF  (Maximum  Care)  patients  since  they 
require  either  professional  nursing  attention  or 
judgment. 

2.  A patient  requires  an  injection  every  day;  a patient 
requires  a catheter  change  at  intervals.  These  are 
ICF— I (Moderate  Care)  patients  since  56  hours  of 
professional  nursing  (Usually  7 a.m.  to  3 p.m. ) are 
adequate  to  give  the  service. 

As  can  be  seen  from  this,  the  blind  patient  who  must 
be  fed,  the  combative  or  noisy  patient,  the  incontinent 
patient,  or  the  patient  who  must  be  lifted  from  bed  to 
chair  does  not  necessarily  require  professional  nursing 
care.  He  does  require  a considerable  amount  of  the 
personnel's  time,  however,  and  to  compensate  for  this, 
the  State  has  inserted  an  additional  financial  payment 
for  extenuating  circumstances. 

A patient  in  a Skilled  Nursing  Facility,  in  order  to 
qualify  for  continued  care  at  the  maximum  care  level, 
requires  the  visit  of  a physician  every  thirty  (30)  days. 
There  has  been  considerable  complaining  from 
physicians  in  regard  to  this  regulation,  but  the  feeling 
is  that  if  the  patient  requires  around-the-clock 
professional  nursing  attention,  the  patient  should 
require  personal  physician  involvement  for  supervision 
of  his  plan  of  care. 

MEDICARE:  Post-Hospital  extended  care  is  that 
level  of  care  provided  after  a period  of  intensive 
hospital  care  to  a patient  who  continues  to  require 
skilled  services  on  a continuing  basis.  The  restorative 
potential  of  the  patient  is  not  controlling.  The 
controlling  factor  in  determining  whether  a person  is 
receiving  covered  care  is  the  level  of  care  and  medical 
supervision  that  the  patient  requires,  rather  than 
considerations  such  as  diagnosis,  type  of  condition,  or 
degree  of  functional  limitations. 

The  fact  that  a patient  is  admitted  to  a skilled 
nursing  facility  participating  in  the  Medicare  program 
does  not  automatically  qualify  that  patient  for  coverage, 
since  some  of  these  patients  will  only  require  skilled 
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services  on  an  intermittent  rather  than  a continuing 
basis.  The  frequency  of  skilled  services  required,  rather 
than  the  regularity,  is  the  controlling  factor  in 
determining  whether  the  continuing  availability  of 
skilled  personnel  is  warranted.  For  example,  a patient 
may  require  intramuscular  injections  on  a regular  basis 
every  second  day.  If  this  is  the  only  skilled  service 
required,  it  would  not  necessitate  the  continuing 
availability  of  skilled  nurses.  On  the  other  hand,  if  a 
patient  needs  an  injection  every  day,  he  would  be 
receiving  a covered  level  of  care  if  he  required  care  on 
an  in-patient  basis. 

To  qualify  for  home  health  benefits  under  the 
Medicare  program,  the  patient  must  be  confined  to  his 
home,  under  the  care  of  a physician,  and  in  need  of 
skilled  nursing  services  on  an  intermittent  basis, 
physical  therapy  or  speech  therapy.  A patient  who 
requires  one  or  more  of  these  services  is  not  only 
eligible  to  have  payment  made  on  his  behalf  for  the 
skilled  nursing,  physical  or  speech  therapy  he  needs, 
but  also  for  any  of  the  other  home  health  services 
specified  in  the  law.  These  services  would  include 
occupational  therapy,  medical  social  services,  the  use  of 
medical  supplies  and  medical  appliances,  and  the 
part-time  or  intermittent  services  of  home  health  aides. 

To  be  considered  in  need  of  intermittent  skilled  care 
an  individual  must  have  a medically  predictable 
recurring  need  for  skilled  services.  For  example,  a 
one-time  nursing  service  such  as  giving  an  injection 
following  exposure  to  hepatitis  would  not  be  considered 
a need  for  intermittent  skilled  nursing  care  since  a 
recurrence  of  the  problem  which  would  require  this 
service  is  not  medically  predictable.  The  patient  who 
needs  more  or  less  full-time  skilled  care  over  an 
extended  period  of  time,  such  as  a patient  who  requires 
hospital  or  nursing  home  confinement,  but  refuses  to 
go,  would  not  qualify  for  home  health  benefits  since 
that  patient  would  need  more  than  intermittent  skilled 
nursing  care. 

Reimbursement  for  home  health  services  may  be 
made  only  if  such  services  are  found  to  be  reasonable 
and  necessary  for  the  treatment  of  the  individual's 
illness  or  injury.  Services  directed  to  the  prevention  of 
an  illness  or  injury  are  not  covered  under  the  program 
unless  the  physician  concludes  that  a patient’s  condition 
is  such  that  the  reasonable  probability  exists  that 
significant  changes  may  occur  which  would  require  the 
physician's  skills  or  the  skills  of  a licensed  nurse  to 
evaluate  the  need  for  modification  of  the  plan  of 
treatment  or  to  consider  institutionalization.  In  this 
situation,  it  would  be  appropriate  for  the  physician  to 
request  a nurse  to  supplement  his  personal  contact  with 
the  patient.  Such  visits  would  be  reimbursable  as  long 
as  a need  for  such  evaluation  exists  or  until  the 
individual’s  benefits  are  exhausted. 

NEBRASKA  COMMISSION  ON  AGING  ADVISORY 
PANEL:  The  Chairman  of  the  Geriatrics  Committee 
will  continue  to  represent  the  Nebraska  Medical 
Association  on  the  Interagency  Panel  to  the  Nebraska 
Commission  on  Aging.  At  the  meeting  on  June  12,  1975, 
the  Advisory  Panel  was  informed  of  the  operations  of 
the  Nebraska  Commission  on  Aging.  The  Nebraska 
Commission  on  Aging  operates  Federal  and  State  grant 
programs  for  local  communities,  private,  non-profit 
organizations  and  Area  Agencies  on  Aging.  The 
Commission’s  Federal  relationship  is  with  the 
Administration  on  Aging  which  is  located  in  the  Office 
of  Human  Development,  Department  of  Health, 
Education,  and  Welfare. 


The  Commission,  in  making  grants  to  local 
communities,  private  and  non-profit  organizations, 
makes  such  grants  with  one  overriding  goal.  That  goal 
is  to  keep  as  many  older  people  as  possible 
independently  living  in  their  own  homes  and  provide 
them  with  opportunities  for  a meaningful  life  style.  One 
of  the  most  important  things  that  this  Panel  can  do  is 
make  suggestions  to  the  Commission  on  how  the 
Commission  can  help  keep  as  many  older  people,  as 
possible,  at  their  maximum  level  of  independence 
within  the  limitations  of  health,  residence  and 
environment. 

The  Older  Americans  Act  of  1965,  allowed  any  State, 
that  would  create  within  State  Government,  a focal 
point  for  assessing  the  needs,  concerns,  and  problems  of 
the  older  people  grant  funds  to  help  plan  for  and  meet 
those  needs.  The  Nebraska  Commission  on  Aging  is 
Nebraska's  focal  point.  The  Nebraska  Commission  on 
Aging  was  started  in  1965,  as  the  Advisory  Committee 
on  Aging  and  became  a Commission  in  1971. 

The  next  meeting  of  the  Advisory  Panel  was 
scheduled  for  September  10,  1975. 

Respectfully  submitted, 
VERNON  G.  WARD, 
Chairman 


REPORT  OF 

THE  MEDICAL  EDUCATION  COMMITTEE 

John  W.  Smith,  M.D.,  Omaha.  Chairman;  James  E.  Bridges,  M.D., 
Fremont;  Wendell  L.  Fairbanks,  M.D.,  Auburn;  Randolph  M.  Ferlic, 
M.D.,  Omaha;  R.  C.  Rosenlof,  M.D.,  Kearney;  Fred  J.  Rutt,  M.D., 
Hastings;  Robert  J.  Stein,  M.D.,  Lincoln;  Joseph  M.  Holthaus,  M.D., 
Omaha;  Perry  G.  Rigby,  M.D.,  Omaha. 

Since  the  House  of  Delegates  meeting  in  the  Spring, 
1975,  your  Education  Committee  would  like  to  report 
that  progress  has  been  made  on  two  fronts:  the  first,  in 
regard  to  accreditation  of  continuing  medical  education 
programs,  and  the  second,  in  study  of  re-certification 
and  re-licensure. 

The  formal  application  has  been  filed  with  the  AMA 
for  approval  to  begin  our  own  accreditation  program. 
This  application  is  now  in  process  in  Chicago,  and  we  do 
expect  to  receive  accreditation  later  in  the  Autumn  of 
1975.  In  the  meantime,  we  are  studying  the 
accreditation  materials,  and  explanatory  booklets  and 
manuals  that  have  been  prepared  by  other  state 
medical  associations,  so  that  when  accreditation  is 
approved,  we  can  begin  to  publicize  our  program  and 
make  accreditation  surveys  for  those  who  wish  it. 

It  should  be  understood  that  this  kind  of 
accreditation  is  the  same  as  AMA  accreditation.  The 
state  program  is  to  work  on  the  accreditation  of  smaller 
programs  while  the  AMA  attempts  to  survey  regional 
and  national  programs.  As  “Category  I"  continuing 
medical  education  credit  become  required  by  more 
specialty  societies  (and  state  licensing  boards),  we  can 
expect  an  increasing  demand  for  this  kind  of  program, 
and  we  hope  to  be  ready  to  assist  the  physicians  of 
Nebraska  in  this  area  as  the  need  arises. 

The  Medical  Education  Committee  has  also  discussed 
the  questions  raised  about  re-certification  and 
re-licensure.  We  feel  that  re-certification  is  not  a state 
function,  but  a function  rather  of  the  specialty  society 
or  board  which  grants  the  certificate  in  the  first  place. 
Re-licensure,  however,  is  an  area  of  active  interest 
throughout  the  country,  and  it  should  be  noted  that 
four  states  have  mandated  continuing  medical  education 
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as  a condition  for  renewing  the  medical  license  (Kansas, 
Kentucky,  Maryland,  New  Mexico).  Twelve  state 
medical  societies  have  set  CME  requirements  as  a 
condition  of  membership  as  have  three  specialty 
societies. 

Although  previous  discussions  about  compulsory 
continuing  education  in  Nebraska  have  not  been 
seriously  considered  in  the  past,  it  should  be  a subject 
of  study  for  the  future.  The  current  push  toward 
changing  legislation  in  the  professional  liability  field 
may  include  some  kind  of  education  requirement  which 
Nebraska  physicians  have  not  previously  had. 

The  Education  Committee  has  written  to  all  the 
specialty  societies  in  the  state  for  their  views  about 
minimal  continuing  education  requirements  for  practic- 
ing their  specialty.  The  replies  have  not  been  numerous 
enough  as  yet,  to  put  together  any  summary  of  their 
views.  It  is  our  hope  that  we  can  at  least  outline  some 
minimally  acceptable  guidelines  for  the  practicing 
physician.  These  may  well  be  different  in  each 
specialty.  We  think  it  is  important  that  the  practicing 
physician  contribute  his  ideas  and  it  is  our  hope  that 
the  various  specialty  societies  will  give  their  members  a 
chance  to  express  themselves  in  this  very  important 
area. 

The  House  of  Delegates  asked  that  the  Committee 
discuss  problems  of  re-licensure  and  develop  reasons 
both  for  and  against  this  type  of  regimentation. 

The  reasons  in  favor  of  re-licensure  programs  include, 
first,  the  public  relations  aspect.  The  medical  profession 
spends  more  time  on  continuing  education  and  does  a 
better  job  of  keeping  up  than  any  other  profession. 
Most  of  this  is  done  in  such  a way  that  the  public  does 
not  know  it  is  going  on  and,  if  nothing  else,  a formal 
re-licensure  program  based  on  continuing  medical 
education  would  reassure  the  public  that  the  physicians 
of  the  state  are  indeed  remaining  current  in  their 
knowledge.  A second  reason,  would  be  that  such  a 
program  of  required  continuing  medical  education 
would  act  as  a stimulus  to  physicians  to  continue  their 
education,  perhaps  beyond  what  they  would  do  on  their 
own.  A third  reason,  might  be  to  demonstrate  that  the 
state  is  solving  the  problem  and  a federal  law  is  not 
necessary  in  this  area.  A fourth  reason,  would  be  to 
establish  another  method  for  dealing  with  possible 
"problem  physicians.” 

Reasons  against  such  regimentation  are  implicit  in 
the  phrase,  "Coercion  by  the  State,  no  matter  how  good 
its  intention,  means  a loss  of  freedom."  There  is  no 
single  way  that  every  physician  learns  best.  The 
examples  of  this  are  obvious.  One  physician  will  learn 
more  from  a good  consultation  than  from  several 
meetings;  another  can  learn  a great  deal  from  reading 
journals;  a third  may  keep  up  by  going  to  formal 
courses.  If  the  requirements  were  made  very  strict  in 
regard  to  only  one  method  of  learning,  this  would  not 
only  be  discriminatory,  but  counterproductive.  A 
second  reason  could  be  called  hypocrisy.  Excellent 
doctors  who  have  kept  up  all  along  without  such  a law, 
would  keep  up  anyway.  Those  few  members  of  the 
profession  who  have  not  made  much  effort  to  remain 
current  could  probably  figure  out  a way  to  meet  the 
technical  requirements  of  such  a law  without  actually 
improving  the  care  of  their  patients. 

This  is  a complex  matter  for  which  there  is  no  easy 
solution. 

Respectfully  submitted, 

JOHN  W.  SMITH,  M.D. 

Chairman 


REPORT  OF  MEDICAL  SERVICE  COMMITTEE 

Robert  F.  Shapiro.  M.D.,  Lincoln.  Chairman.  William  Doering,  M.D., 
Franklin;  Thomas  G Erickson.  M.D.,  Fremont;  Herbert  D Feidler. 
M D..  Norfolk;  Donald  F.  Prince.  M.D.,  Minden;  Frank  H.  Tanner,  M.D  . 
Lincoln;  Eugene  M.  Zweiback.  M.D.,  Omaha. 

This  annual  report  by  the  Medical  Service  Committee 
to  the  delegates  of  the  Nebraska  Medical  Association  is 
to  inform  you  of  action  taken  on  legislation  affecting 
medicine  which  was  handled  in  the  1975  Legislature 
and  to  note  what  will  be  the  major  quest  of  our  efforts 
for  1976. 

LB  20. 

Relating  to  modification  of  child  abuse  laws.  NMA 
position  — support.  This  bill  was  passed  by  the 
Legislature. 

LB  25. 

Provides  for  expansion  of  podiatry.  NMA  position  — 
opposition.  Current  status  — an  attempt  was  made  to 
amend  this  bill  to  provide  for  treatment  of  fractures 
only;  however,  a recommendation  move  placed  the 
bill  back  in  committee  for  this  session. 

LB  65. 

Provided  for  defining  duties  of  the  Board  of 
Psychology  and  established  new  classifications  of 
psychologists.  NMA  position  — opposition.  Current 
status  — bill  was  retained  in  committee  for  this 
session. 

LB  92. 

Provides  for  eliminating  basic  science  exams  for 
physicians.  NMA  position  — support.  This  bill  was 
approved  by  the  Legislature. 

LB  127. 

Provides  for  free  choice  of  physician  under 
Workmen’s  Compensation.  NMA  position  — support 
of  the  principle.  This  bill  was  approved  by  the 
Legislature. 

LB  140. 

Provides  immunity  of  physicians,  nurses,  technicians 
and  hospitals  when  drawing  blood  in  serious  traffic 
offenses.  NMA  position  — support.  This  bill  was 
approved  by  the  Legislature. 

LB  157. 

Expands  definition  of  radiation  and  establishes  a 
director.  NMA  position  — no  action.  This  bill  was 
approved  by  the  Legislature. 

LB  158,  223,  241. 

Provided  for  licensing  of  radiology  technicians, 
medical  technologists  and  audiologists,  respectively. 
NMA  position  — opposition.  All  of  these  bills  were 
killed  in  committee. 

LB  159. 

Relating  to  commitment  of  dangerously  mentally  ill 
persons.  NMA  position  — support  of  our  own  bill. 
This  bill  was  retained  in  committee  for  this  session. 

LB  225. 

Provides  for  notifying  Department  of  Motor  Vehicles 
of  patients  with  impaired  driving  ability.  NMA 
position  — support.  This  bill  remains  on  General  File. 

LB  237. 

Provides  for  treatment  and  rehabilitation  program 
for  alcohol  dependent  people.  NMA  position  — no 
action.  This  bill  remained  on  General  File. 

LB  326. 

Regulating  transfer  and  use  of  computer  data.  NMA 


December,  1975 


519 


position  — support  of  principle  of  confidentiality.  This 
bill  was  still  in  committee. 

LB  328. 

Provided  for  protective  head  gear  for  persons  riding 
motorcycles.  NMA  position  — support  in  principle. 
This  bill  was  approved  by  the  Legislature. 

LB  359. 

Relating  to  competitive  bidding  for  services  to  state 
agencies.  NMA  position  — requested  exclusion  of 
medicine  from  the  bill.  This  bill  was  approved  by  the 
Legislature  and  did  exclude  medicine. 

LB  418. 

Provides  for  regulation  of  ambulance  attendants. 
NMA  position  — support  in  principle.  This  bill  was 
approved  by  the  Legislature. 

LB  422. 

Modified  Nurse  Practice  Act.  NMA  position  — 
support  with  amendments.  This  bill  was  approved  by 
the  Legislature. 

LB  450. 

Establishes  regulations  for  HMOs.  NMA  position  — 
support  with  amendments.  Current  status  — This  bill 
was  held  in  committee. 

LB  483. 

Providing  for  mandatory  destruction  of  hypodermic 
syringes  and  needles.  NMA  position  — support  in 
principle  but  with  amendments.  This  bill  was  killed  in 
committee. 

LB  520. 

Establishes  a comprehensive  health  education 
program  in  schools.  NMA  position  — support  in 
principle.  This  bill  was  killed  in  committee. 

LB  571. 

Establishes  a medical  education  residency  program 
for  training  resident  physicians.  NMA  position  — no 
action.  This  bill  was  approved  by  the  Legislature. 

This  represents  action  taken  or  not  taken  on  the  bills 
affecting  the  practice  of  medicine. 

In  the  upcoming  legislative  session,  the  Medical 
Service  Committee  will  continue  its  activities  in 
evaluating  bills  that  relate  to  medicine  and  will  seek  to 
present  the  viewpoint  of  the  members  of  the  Nebraska 
Medical  Association. 

The  major  share  of  our  effort  will  be  directed 
towards  supporting  the  Ad-Hoc  Committee  on 
malpractice  in  introducing  into  the  Legislature  and 
hopefully  passing  into  law  the  bill  which  has  been 
drafted  by  the  sub-committee  on  legislation  this  past 
summer. 

Much  effort  in  securing  the  support  of  the  individual 
legislators  will  be  necessary. 

We  on  the  Committee  are  very  appreciative  of  the 
considerable  input  which  we  have  received  from 
members  of  the  Nebraska  Medical  Association  during 
the  past  year.  We  certainly  wish  to  encourage 
continued  communication  between  our  Committee  and 
the  members  of  the  Nebraska  Medical  Association. 


Respectfully  submitted, 
ROBERT  F.  SHAPIRO.  M.D. 
Chairman 


REPORT  OF  THE  RELATIVE  VALUE 
STUDY  COMMITTEE 

Orin  R Hayes.  M.D  . Lincoln,  Chairman;  John  A Haggstrom.  M.D  . 
Omaha;  Bernard  L Kratochvil,  M.D..  Omaha;  Lvle  H.  Nelson.  M.D.. 
Crete;  Donald  F.  Purvis.  M.D..  Lincoln;  Carlyle  E.  Wilson.  Jr..  M.D., 
Omaha. 

The  1975  Relative  Value  Study  has  been  printed  and 
distributed  to  the  physicians  of  Nebraska  and  has  been 
made  available  to  those  commercial  and  governmental 
agencies  as  requested.  At  this  time,  approximately 
1.020  studies  have  been  distributed. 

The  Committee  encourages  the  membership  of  the 
Nebraska  Medical  Association  to  send  in  their  requests 
for  additions,  deletions,  or  alterations  in  the  study  bv 
January  15.  1976,  in  order  that  these  requests  may  be 
considered  for  the  next  update  of  the  study. 

The  membership  is  further  advised  that  the 
conversion  of  codes  for  the  various  procedures  by  the 
third-party  payer  will  most  likely  be  complete  some 
time  around  January  of  1976.  At  that  time,  it  is 
anticipated  that  when  reporting  the  performance  of 
procedures  to  the  carriers,  the  five-digit  code  should  be 
used  and  should  be  accepted  by  these  carriers. 

Respectfully  submitted, 

ORIN  R.  HAYES.  M.D. 

Chairman 


REPORT  OF  THE  COMMITTEE  ON 
HEALTH  EDUCATION 
IN  SCHOOLS  AND  COLLEGES 

S I Fuenning.  M.D..  Lincoln.  Chairman;  Frank  O.  Hayworth.  M.D.. 
Omaha;  Clyde  L.  Kleager.  M.D.,  Hastings;  Harold  V.  Smith.  M.D., 
Kearney;  Robert  M.  Sorensen.  M.D..  Fremont;  Mrs.  Y.  Scott  Moore. 
Lincoln;  Mrs.  Kenneth  McGinnis.  Lincoln. 

This  is  a brief  summary  of  activities  of  the 
Committee  on  Health  Education  in  Schools  and  Colleges 
during  the  period  of  September  15,  1974,  through 
September  15,  1975. 

The  Committee  reviewed  the  following  developments: 
Significant  developments  occurred  this  past  twelve 
months  in  the  further  development  of  comprehensive 
health  education  in  the  United  States.  For  the  first 
time  we  have  a number  of  Congressional  bills  on  health 
education.  The  most  significant  bill  introduced  in  the 
United  States  Senate  is  S.  1466  which  is  a similar  bill  to 
that  which  was  introduced  in  the  House  of 
Representatives  by  Paul  Rogers  and  Tim  Carter,  Bill 
No.  H.R.  8278,  and  the  Carter  Bill  H.R.  6549.  Senate 
bill  1466.  according  to  Senator  Ted  Kennedy  will  serve 
as  an  important  first  step  in  the  new  strategy  with 
regard  to  education  for  health  promotion  and 
preventive  medicine.  H.R.  8278  was  introduced  by  Mr. 
Paul  Rogers  and  the  act  was  entitled  the  National 
Health  Education  and  Disease  Prevention  Act  of  1975. 
In  addition  to  the  above  bills  there  is  also  the  bill  that 
was  introduced  by  Representative  Lloyd  Meeds,  H.R. 
631,  which  would  authorize  the  Commissioner  of 
Education  to  make  grants  for  teacher  training,  pilot  and 
demonstration  projects,  and  comprehensive  school 
programs  with  respect  to  health  education  and  health 
problems.  The  National  Health  Planning  and  Resource 
Development  Act  of  1974  introduced  as  one  of  the 
priorities  "development  of  effective  methods  of 
educating  the  general  public  concerning  proper  personal 
health  care  and  methods  for  effective  use  of  available 
resources.” 
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Another  significant  development  is  the  new  Bureau 
of  Health  Education  which  was  officially  established  as 
part  of  the  Center  for  Disease  Control  in  September  of 
1974  under  the  authorization  of  the  Secretary  of  HEW. 
Its  mission  is  to  provide  leadership  and  direction  to  a 
comprehensive  national  health  education  program  for 
the  prevention  of  disease,  disability,  premature  death 
and  undesirable  and  unnecessary  health  problems. 

The  report  of  the  President's  Committee  on  Health 
Education  in  1973  recommended  the  development  of  a 
National  Center  for  Health  Education.  This  would 
essentially  be  supported  through  private  funds  and 
would  represent  the  private  sector  of  the  United 
States.  This  National  Center  for  Health  Education  now 
is  being  organized  and  will  be  formally  established  this 
year.  The  objectives  of  the  center  would  be  as  follows: 
1.  to  stimulate,  coordinate  and  evaluate  health 
education  programs,  and  2.  to  improve  the  health  of 
American  people  through  health  education. 

The  Department  of  Health  Education  of  the 
American  Medical  Association  has  established  a 
package  program  for  medical  societies.  This  package 
program  is  designed  to  do  four  things:  1.  Help  medical 
societies  in  their  ongoing  efforts  to  identify  and  clarify 
health  education  needs  and  priorities.  2.  Provide 
suggested  steps  for  developing  health  education 
activities  in  various  community  settings  such  as  schools 
and  colleges,  hospitals,  dental  offices,  outpatient  clinics 
and  community  organizations  and  service  clubs. 
3.  Provide  lists  and  samples  of  books,  pamphlets,  school 
curriculums,  films  and  other  audio-visual  resource 
materials  in  a variety  of  health  problem  areas  such  as 
venereal  disease,  drug  abuse,  smoking,  automotive 
safety,  and  medical  aspects  of  sports.  4.  Provide  direct 
staff  consultation  to  state  societies  to  help  them  clarify 
health  education  goals,  identify  existing  community 
resources  (people,  agencies,  communication  tools  and 
money),  bring  these  resources  together  and  mobilize 
them  into  action  programs  to  achieve  the  health 
education  goals  decided  upon. 

A Physicians'  Guide  to  the  School  Health  Curriculum 
Process  has  been  established  by  the  Department  of 
Health  Education  and  is  now  available  to  physicians 
that  are  interested  in  the  promotion  of  health  education 
particularly  in  schools.  The  House  of  Delegates  of  the 
American  Medical  Association  has  been  very  supportive 
of  health  education  and  has  established  a number  of 
resolutions  on  health  education  such  as  the  one  that 
was  passed  in  June,  1972  on  community  health 
education  and  the  resolution  on  patient  education  at  the 
last  meeting  of  the  House  of  Delegates.  The  American 
Hospital  Association  has  established  a "Statement  on 
the  Role  and  Responsibility  of  Hospitals  and  other 
Health  Care  Institutions  in  Personal  and  Community 
Health  Education”  as  of  May  of  1974. 

A state-wide  conference  on  comprehensive  health 
education  was  held  in  Nebraska  last  November.  Three 
of  the  speakers  were:  Dr.  Leona  Miller  from  the 
University  of  Southern  California:  Dr.  William  Carlyon, 
Department  of  Health  Education,  American  Medical 
Association;  and  Miss  Virginia  Fernbach,  Health 
Education  Consultant  for  Metropolitan  Life.  They  met 
with  this  Committee,  reviewing  significant  develop- 
ments in  their  respective  areas.  One  of  the  studies  that 
was  initiated  by  the  InterAgency  Health  Council  in 
preparation  for  this  state-wide  conference  on  compre- 
hensive health  education  was  a survey  of  our  health 
facilities  in  regards  to  health  education  activities.  The 
study  indicated  that  of  the  91  hospitals  that  replied  5% 
have  a patient  education  committee;  36%  of  the 


hospitals  whose  fulltime  staff  provided  the  patient 
education  programs  had  a budget  specifically  for 
patient  education.  Copies  of  the  study  are  available 
upon  request. 

This  Committee  has  discussed  at  several  of  their 
meetings  the  Berkeley  project,  known  also  as  the 
"elementary  school  health  curriculum  project.”  This 
project  has  been  one  of  the  most  significant  health 
education  projects  in  our  elementary  schools.  This 
Committee  has  supported  the  concept  of  this  project 
and  will  assist  those  physicians  that  would  like  more 
information  in  order  that  this  curriculum  could  be 
established  in  our  Nebraska  schools. 

The  Nebraska  Health  Museum  project  is  continuing 
to  develop  with  the  support  of  the  Nebraska  Medical 
Auxiliary.  Detailed  plans  have  been  established  for  the 
various  exhibits  and  also  for  fund  raising  for  the 
exhibits.  The  Health  Museum  will  be  a center  of 
community  health  education.  It  is  anticipated  that  there 
will  be  exhibits  available  to  communities  in  Nebraska. 

Last  spring  LB  520  was  presented  to  the  Committee. 
This  bill  dealt  with  health  education  in  our  Nebraska 
schools.  This  Committee  submitted  a position 
statement.  The  statement  expressed  the  Committee's 
concern  for  the  development  and  promotion  of  an 
effective  comprehensive  health  education  program  that 
wrould  not  only  teach  sound  health  concepts  but  also 
educate  students  to  make  wise  decisions  about  matters 
affecting  their  personal  and  community  health. 

Mr.  Roy  Gray  was  appointed  by  Anne  Campbell,  the 
Commissioner  of  Education,  as  an  official  consultant  to 
this  Committee  from  the  State  Department  of 
Education.  The  State  Department  of  Education  is 
continuing  to  upgrade  the  health  education  curriculum 
and  also  to  make  available  more  adequate  materials  for 
those  responsible  for  health  education  in  our  Nebraska 
schools. 

Another  significant  development  is  the  appointment 
of  Mrs.  Betty  Young  at  the  University  of  Nebraska 
Medical  Center  as  a Special  Project  Director  to  study 
the  existing  patient  education  programs  at  UNMC  and 
the  potential  for  the  development  of  a public  health 
education  program  for  Nebraska. 

The  Committee  is  vitally  interested  that  sufficient 
attention  will  be  given  to  the  rapid  development  of 
concern  for  health  education  in  our  schools, 

communities,  and  in  health  resources.  The  Committee 
discussed  the  present  committee  structure  and  the 
development  of  subcommittees  in  order  to  provide  more 
physician  manpower  to  study  these  developments  and 
to  continue  to  provide  leadership  in  its  application  to 
Nebraska.  Subcommittees  had  been  authorized  by  the 
House  of  Delegates  a year  ago.  It  was  brought  to  the 
attention  of  this  Committee  that  the  Policy  Committee 
is  reviewing  the  entire  Nebraska  Medical  Association 
committee  structure  and  that  considerable  re-organiza- 
tion  will  probably  take  place.  It  was  decided  to  delay 
action  on  the  creation  of  the  subcommittees  until  the 
final  report  has  been  received  on  the  restructuring  of 
Nebraska  Medical  Association  committees. 

The  Chairman  expresses  great  appreciation  to  all 
members  of  the  Nebraska  Medical  Association  that 
have  provided  continuous  support  of  health  education  in 
their  local  area.  In  addition,  I want  to  express  my 
appreciation  to  members  of  the  Committee  for  their 
work  throughout  the  year  in  the  promotion  of  health 
and  fitness  in  the  State  of  Nebraska. 

Respectfully  submitted, 

S.  I.  FUENNING.  M.D. 

Chairman 
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REPORT  OF  AD-HOC  COMMITTEE.  BOARD 
OF  COUNCILORS  VOTING  REQUEST 

James  P Schlichtemier.  M.D.,  Omaha.  Chairman;  Harlan  Papenfuss. 
M D . Lincoln:  Houtz  Steenburg.  M.D..  Aurora;  Clarence  McWhorter. 
MI)  . Omaha;  Charles  W.  Landgraf.  Jr.,  M.D..  Hastings. 

The  Ad-Hoc  Committee  established  by  the  Speaker  of 
the  House  met  by  conference  call  to  review  the  duties 
of  the  Board  of  Councilors  and  the  House  of  Delegates 
in  relation  to  the  request  of  the  Board  of  Councilors 
that  they  be  embodied  as  voting  members  of  the  House 
of  Delegates  and  that  this  constitutional  change  be 
requested. 

Discussion  centered  on  four  areas: 

1.  The  Constitution  of  the  Nebraska  Medical 
Association  provides  that  the  House  of  Delegates  shall 
be  the  legislative  body  of  the  Association  while  the 
By-Laws  provide  that  the  Board  of  Councilors  shall  be 
the  judiciary  of  the  Association.  It  was  felt  that  this 
difference  in  constitutional  duties  might  raise  the 
possibility  of  a conflict  of  interest  if  a member  of  the 
Board  of  Councilors,  or  more  specifically,  if  all  members 
of  the  Board  of  Councilors,  were  also  Delegates. 

2.  Inasmuch  as  the  Councilors  are  elected  by  the 
House  of  Delegates  and  as  such  are  technically  a 
committee  of  the  House,  giving  voting  rights  in  the 
House  could  raise  the  question  of  where  to  stop 
making  members  of  special  committees  also  voting 
members  of  the  House. 

3.  The  By-Laws  of  the  Nebraska  Medical  Association 
in  Chapter  VI,  Section  1,  provide  for  the  apportionment 
of  Delegates  according  to  a formula  based  upon  the 
number  of  member  physicians  in  a component  society. 
It  was  felt  that  the  addition  of  up  to  12  additional 
voting  members  in  the  House  of  Delegates  would  upset 
the  apportionment  provided  in  the  By-Laws. 

4.  The  Executive  Secretary  of  the  Nebraska  Medical 
Association,  who  acted  as  an  advisor  to  the  Ad-Hoc 
Committee,  reported  that  the  duties  of  the  Board  of 
Councilors  had  recently  been  reviewed  and  additional 
duties  were  being  assigned  to  the  Board  which  would 
require  more  of  their  time  and  responsibility  so  that 
fulfilling  in  addition  the  duties  of  a voting  member  of 
the  House  of  Delegates  might  prove  to  be  a 
considerable  burden  in  terms  of  time  and  responsibility. 

For  the  above  reasons,  it  was  the  unanimous 
recommendation  of  the  Ad-Hoc  Committee  that  no 
change  be  made  in  the  Constitution  or  By-Laws  to 
provide  for  the  embodiment  of  the  Board  of  Councilors 
as  voting  members  in  the  House  of  Delegates. 

Respectfully  submitted, 

JAMES  P.  SCHLICHTEMIER.  M.D. 

Chairman 


REPORT  OF  THE  AD  HOC  COMMITTEE  ON  PSRO 

Houtz  G Steenberg.  M.D.,  Aurora.  Chairman:  John  H.  Bancroft.  M.D.. 
Kearney.  Warren  G.  Bosley,  M.D.,  Grand  Island;  James  H.  Dunlap. 
M.D..  Norfolk;  Allan  C.  Landers.  M.D..  Scottsbluff;  Harlan  L.  Papenfuss, 
M.D..  Lincoln;  Donald  J.  Pavelka.  M.D..  Omaha:  Frank  P.  Stone.  M.D.. 
Lincoln;  Carlyle  E.  Wilson,  Jr..  M.D..  Omaha. 

The  Social  Security  Amendments  of  1972  contained  a 
provision  requiring  the  establishment  of  Professional 
Standards  Review  Organization  (PSRO)  to  monitor 
health  care  services  rendered  to  Medicare.  Medicaid, 
Maternal  and  Child  Health  beneficiaries  reimbursable 
under  the  Social  Security  Act.  The  Nebraska  Medical 
Association  House  of  Delegates  considered  this 
legislation  at  its  1973  Annual  Session  and  adopted  a 


position  calling  for  a single  statewide  area  as  the 
boundary  to  be  designated  by  the  Secretary  of  HEW  if 
a PSRO  should  become  operative  in  Nebraska.  The 
House  also  accepted  the  establishment  of  an  Ad-Hoc 
Committee  to  study  PSRO  legislation  and  the  NMA's 
future  role  in  a PSRO.  if  any. 

The  Ad-Hoc  Committee  held  its  first  meeting  in 
August  of  1973.  At  the  Annual  Session  in  1974,  the 
House  of  Delegates  directed  that  the  Ad-Hoc 
Committee  continue  to  explore  contingency  plans 
regarding  PSRO  in  the  event  that  attempted  repeal  of 
this  legislation  was  not  accomplished. 

At  its  Fall  Session  in  1974,  the  House  of  Delegates 
accepted  the  committee's  report  which  recommended 
the  establishment  of  the  Nebraska  Foundation  for 
Medical  Care,  and  granted  authority  to  the  Ad-Hoc 
Committee  on  PSRO  to  proceed  with  the  implementa- 
tion planning  for  a Foundation  and  a PSRO.  The  House 
adopted  a resolution  at  that  time  which  opposed  any 
special  assessment  of  the  membership  for  the  purpose 
of  providing  funds  for  operation  of  any  statewide 
PSRO. 

A grant  from  the  Nebraska  Regional  Medical 
Program  was  obtained  in  the  amount  of  S7.500.  to  cover 
various  expenses  incurred  by  the  committee.  A 
contribution  was  obtained  from  the  Nebraska  Blue 
Cross  — Blue  Shield  in  the  amount  of  $15,000,  and  it 
was  decided  to  solicit  Nebraska's  physicians  for 
individual  voluntary  contributions  of  $50.  Over  $9,000 
has  been  obtained  from  physicians  in  the  state. 

In  November.  1974,  the  Ad-Hoc  Committee  formally 
approved  the  Articles  of  Incorporation  for  the 
Foundation  and  they  were  submitted  to  the  Secretary 
of  State.  At  the  same  time,  legal  counsel  was  directed 
to  develop  a Constitution  and  By-Laws,  and  to  apply  for 
tax  exempt  (501  C-6)  status  with  the  Internal  Revenue. 

The  committee  then  spent  many  hours  meeting  with 
groups  such  as:  The  Nebraska  State  Department  of 
Public  Welfare,  The  Nebraska  Hospital  Association, 
The  Nebraska  Dental  Association,  The  Nebraska 
Medical  Record  Librarians  Association,  Nebraska  Blue 
Cross  — Blue  Shield.  Optimum  Systems,  Inc.  of  Santa 
Clara.  California,  and  the  Dikewood  Corporation  of 
Albuquerque,  New  Mexico.  Discussion  primarily 
centered  on  the  relationship  of  each  organization's  peer 
review  program  and  the  actual  role  each  hoped  to  play 
within  the  program.  Some  members  of  the  committee 
examined  existing  review  programs  to  obtain  specific 
information  on  function,  technique,  relationships,  and 
etc. 

At  its  Fall  Session  of  1974,  the  House  of  Delegates 
authorized  the  Ad-Hoc  Committee  on  PSRO  to  proceed 
with  the  implementation  planning  for  a Foundation  and 
a PSRO.  The  committee  began  working  on  the  specific 
proposal  it  presented  to  the  House  of  Delegates  in 
April  of  1975.  The  proposal  suggested  that  a 
relationship  be  established  with  Nebraska  Blue  Cross  — 
Blue  Shield  to  meet  the  requirements  as  specified 
under  the  PSRO  law.  The  review  process  would  cover 
all  discharges  from  Nebraska  hospitals. 

The  proposal  involved  a direct  loan  from  Blue  Cross 
— Blue  Shield  in  the  amount  of  $75,000,  which  would  be 
repaid  when  the  Foundation  became  operational. 
Revenue  would  be  generated  by  assessing  hospitals  a 
charge  based  on  a specific  amount  per  discharge.  The 
Foundation  would  purchase  services  from  Blue  Cross  — 
Blue  Shield  and  would  be  billed  by  Blue  Cross  — Blue 
Shield  for  those  services. 
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The  House  of  Delegates  considered  the  report  and 
other  resolutions,  and  adopted  a statement  which 
directed  that  the  Foundation  not  enter  into  any 
agreement  with  any  third  party  reimbursement  agency. 
The  House  directed  that  the  Ad-Hoc  Committee  make 
application  for  a planning  grant,  from  private  sources 
or  H.E.W.  and  that  a plan  be  presented  to  the  House  of 
Delegates  at  the  1975  Fall  Session. 

Since  May,  1975  the  committee  has  had  several 
meetings  to  consider  not  only  the  manner  in  which  the 
requirements  of  the  PSRO  law  might  be  met,  but  also 
other  tools  for  review  and  the  time  when  the  review 
could  be  made  operational. 

The  committee  met  with  representatives  of  American 
Health  Systems,  Inc.  of  San  Francisco,  California,  and 
with  representatives  of  H.E.W.  from  Kansas  City, 
Missouri  and  Washington,  D C.  The  services  available 
from  American  Health  Systems  were  considered  in 
detail  and  might  be  utilized  in  planning  a review- 
program  in  Nebraska.  The  H.E.W.  representatives 
discussed  the  availability  of  Federal  funding  and 
specified  the  procedure  necessary  to  qualify  for  a grant. 

The  committee  spent  an  entire  day  with  a 
representative  of  the  Health  Care  Evaluation  Program 
operated  by  a foundation  in  the  Minneapolis  — St.  Paul 
area  which  was  developed  by  a group  of  physicians. 
This  was  a voluntary  program  in  which  hospitals 
participated  on  an  equal  basis  with  the  Foundation.  The 
Tw-in  Cities  Foundation  utilizes  the  services  of  the 
Commission  on  Professional  and  Hospital  Activities 
(CPHA ). 

It  was  pointed  out  that  CPHA  is  a non-profit 
organization  sponsored  by  the  American  College  of 
Physicians,  American  College  of  Surgeons,  American 
Hospital  Association,  and  the  Southwest  Michigan 
Hospital  Council.  Following  this  meeting,  the  committee 
decided  that  a meeting  should  be  scheduled  with 
representatives  of  CPHA  to  explore  in  detail  whether  a 
similar  system  could  be  designed  for  the  State  of 
Nebraska. 

The  report  from  CPHA  indicated  that  it  began  with  a 
two-year  grant  from  the  Kellogg  Foundation  as  initial 
funding  for  the  review  effort.  After  about  two  years, 
CPHA  was  self  supporting  in  a program  which  charged 
hospitals  a per-discharge  fee  to  cover  the  expenses  of 
the  program.  National  sponsorship  was  also  obtained. 
CPHA  has  tried  to  stay  away  from  Federal  funding  in 
that  90-95%  of  their  present  budget  comes  from 
participating  hospitals  who  make  payments  on  a 
per-discharge  basis.  Approximately  2,200  hospitals  out 
of  7,500  in  the  United  States  are  presently  participating 
members  of  the  program  representing  43%  of  the 
patients  being  discharge  from  short  term  hospitals.  In 
Nebraska,  approximately  20%  of  the  hospitals  are 
participating  members  and  represent  40%  of  the 
discharged  in  the  state. 

It  was  noted  that  in  order  to  participate,  a hospital 
must  complete  a discharge  abstract  on  every  patient. 
These  have  been  sent  to  Ann  Arbor,  Michigan,  for 
processing. 

The  committee  discussed  the  mechanism  through 
which  orientation  programs  for  hospitals  could  be 
presented.  Confidentiality  was  also  discussed  as  it 
pertains  to  data  and  other  aspects  of  the  program. 

The  Health  Care  Evaluation  Program  of  the  Tw-in 
Cities  Foundation  has  been  approved  as  the  first  PSRO 
in  a conditional  status  utilizing  CPHA  services. 

Representatives  of  the  committee  have  been  in 


contact  with  a Nebraska-based  Foundation  and  a large 
company  to  seek  financial  assistance  through  donations. 

Recommendations 

The  Ad-Hoc  Committee  requests  authorization  to 
develop  a program  of  review  for  the  State  of  Nebraska 
and.  further,  authorization  to  implement  the  program 
when  the  committee  feels  it  appropriate  to  do  so  with 
final  discretion  in  this  regard  resting  with  the  Policy 
Committee.  The  committee  suggests  that  the  CPHA 
concept  be  utilized  as  the  review  tool  including  the 
Professional  Activity  Study  (PAS),  the  Medical  Audit 
Program  (MAP),  the  Quality  Assurance  Monitor  — 2, 
and  the  PAS  length  of  stay.  Hospitals  would  be  billed 
for  this  service  on  a per-patient-discharge  basis  and  it  is 
anticipated  fiscal  intermediaries  for  Federal  programs 
and  insurance  carriers  wishing  the  review  service 
would  reimburse  the  hospitals  for  these  costs. 

Likewise,  the  committee  believes  that  CPHA  could 
provide  a summary  of  review  activities  for  the 
hospitals,  and  provide  other  reports  as  necessary  or 
deemed  appropriate. 

It  is  anticipated  the  review  program  would  be  of  an 
overview-  nature  pointing  out  the  individual  physician's 
and  hospital's  problems  for  their  benefit.  The  utilization 
of  CPHA  would  involve  very  little  interference  by  the 
Foundation  in  the  daily  operation  of  the  hospital. 

In  summary,  the  committee  believes  the  delay  in 
implementing  a formal  review  program  in  the  State  of 
Nebraska  has  been  helpful  in  certain  respects.  The 
committee  has  had  additional  time  to  review  the 
requirements  required  by  this  statute,  and  additional 
time  to  observe  how  the  requirements  are  being  met  in 
various  areas  of  the  country,  and  an  opportunity  to 
consider  in  detail  the  exact  mechanism  that  would  be 
most  beneficial  in  the  State  of  Nebraska. 

The  committee,  therefore,  stands  ready  to  develop 
the  program  in  detail  and  implement  it  at  such  point  in 
time  it  feels  most  appropriate  to  do  so. 

Respectfully  submitted, 

HOUTZ  G.  STEENBURG,  M.D. 

Chairman 


REPORT  OF  THE  AD-HOC  STEERING 
COMMITTEE  ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap.  M.D.,  Norfolk,  Chairman;  J.  P.  Gilligan,  M.D., 
Nebraska  City;  William  T.  Griffin,  M.D.,  Lincoln;  Robert  F Shapiro. 
M.D.,  Lincoln;  A.  L.  Smith,  Jr..  M.D..  Lincoln;  John  W.  Smith,  M.D., 
Omaha. 

The  Ad-Hoc  Steering  Committee  on  Professional 
Liability  has  held  several  meetings  since  it  was 
organized  in  May,  1975.  The  committee  recognized  that 
the  professional  liability  situation  in  the  State  of 
Nebraska  was  an  explosive  issue  and  that  a disciplined 
approach  to  meeting  the  problem  would  be  necessary. 
It  was  recognized  the  members  of  the  Association  had 
individual  views  and  ideas  regarding  the  problem  and 
that  the  resolution  of  the  volatile  situation  could  only 
be  accomplished  in  an  orderly  fashion. 

The  Steering  Committee  was  to  be  assisted  in  its 
effort  by  four  subcommittees  covering  the  areas  of 
legislation,  professional  education,  alternatives,  and 
public  education.  The  subcommittees  were  instructed  to 
work  only  within  their  assigned  interest  area  focusing 
all  their  attention  on  the  problem  before  them.  The 
Steering  Committee  served  as  a coordinating  agent 
reporting  finally  to  the  Policy  Committee  of  the  NMA 
for  a decision. 
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The  subcommittees  have  been  busy  and  are  to  be 
commended  for  the  work  they  have  accomplished. 

The  Subcommittee  on  Legislation  has  met  almost 
weekly  over  the  past  three  months  and  has  developed  a 
legislative  proposal  which  will  be  introduced  in  the  1976 
Session  of  the  Nebraska  Legislature.  The  legislative 
proposal  was  described  in  detail  in  the  NMA  News 
Letter  sent  July  17,  1975.  (An  updated  copy  is 

attached) 

The  Subcommittee  on  Legislation  has  also  spent 
several  hours  discussing  the  document  with  allied 
health  groups  to  determine  the  feasibility  and 
desirability  of  inclusion  of  various  of  these  groups  in 
the  legislative  proposal.  It  has  been  felt  that  a joint 
effort,  to  the  extent  possible,  will  be  the  most  beneficial 
approach  to  achieving  legislative  success  in  1976. 

Representatives  of  this  subcommittee  met  with  the 
Legislature's  Study  Committee  on  September  11,  at 
which  time  a detailed  analysis  of  the  professional 
liability  problem  in  the  State  of  Nebraska  was 
presented.  The  NMA  representatives  along  with  legal 
counsel  described  the  country-wide  situation  in  detail, 
related  the  results  of  the  recent  NMA  membership 
survey,  and  carried  out  frank  discussion  with  the 
committee  on  the  specific  problem  in  the  State  of 
Nebraska.  The  Subcommittee  on  Legislation  presented 
its  legislative  proposal  to  the  Legislature’s  Study 
Committee  on  September  26.  An  update  of  the  NMA's 
effort,  focusing  on  the  current  situation  following  that 
date,  will  be  presented  to  the  House  of  Delegates 
October  2-4. 

The  Subcommittee  on  Public  Education  consisted  of 
the  members  of  the  NMA  Public  Relations  Committee. 
This  group  was  assigned  the  responsibility  of  informing 
and  gaining  the  support  of  the  public  to  assure  passage 
of  the  professional  liability  package.  Initially,  informa- 
tion was  distributed  to  the  media  via  news  releases  and 
a backlog  of  this  material  was  developed  to  keep  the 
subject  in  the  public's  mind.  The  Thompson  Company, 
Public  Relations  Council  to  the  NMA,  was  instructed  to 
develop  a proposal  for  carrying  out  an  entire  public 
relations  effort  including  information  programs  for 
groups,  patients,  and  the  general  public.  This  proposal 
was  developed  and  presented  to  the  Steering 
Committee  on  September  17. 

The  Steering  Committee  and  all  participating 
organizational  bodies  within  the  NMA  recognized  the 
importance  of  a strong  public  information  effort  to 
achieve  passage  of  a complex  piece  of  legislation  such 
as  this. 

The  Subcommittee  on  Alternatives  has  been 
considering  various  alternate  approaches  to  meeting 
this  problem  which  would  not  replace  the  necessary 
legislative  reform,  but  enhance  the  effectiveness  of  the 
reform  which  hopefully  will  be  achieved.  Subject  area 
dealt  with  here  include  the  “no-fault"  approach,  the 
claims-made  concept,  the  self-insurance  mechanism, 
Workmen's  Compensation  type  liability  coverage, 
arbitration,  a medical  services  corporation,  modification 
of  health  insurance  contracts,  and  a “trip  insurance” 
approach  to  coverage.  It  is  anticipated  additional 
credence  will  be  given  these  various  subject  areas  as 
additional  consideration  becomes  necessary  or  desir- 
able. 

The  Subcommittee  on  Professional  Education  has 
been  working  in  two  primary  areas.  A program  for 
regional  meetings  on  professional  liability  is  being 
developed  which  will  allow  an  indepth  presentation  of 


the  problem  and  the  NMA  solution  to  take  place  at  the 
local  level.  It  is  well  recognized  the  assistance  of  all 
Nebraska  physicians  will  be  needed  to  accomplish  this 
goal;  consequently,  meetings  across  the  state  are  being 
scheduled  to  allow  direct  communications  with  as  many 
physicians  as  possible.  Additionally,  printed  information 
is  being  developed  which  will  hopefully  assist  the 
physician  and  his  staff  in  avoiding  some  of  the 
professional  liability  problems  which  have  developed. 

The  effort  of  various  of  the  subcommittees  will 
become  more  important  as  the  date  for  introduction  of 
the  legislative  bill  approaches.  Many  physicians  will  be 
asked  to  assist  in  this  effort  at  the  local  level  including 
members  of  this  House  of  Delegates  and  Board  of 
Councilors. 

This  is  probably  the  single  most  important  effort  the 
Association  has  undertaken  in  recent  years,  and  the 
assistance  of  the  NMA  membership  will  be  necessary  to 
accomplish  a successful  result. 

Respectfully  submitted, 
JAMES  H.  DUNLAP,  M.D., 
Chairman 

(The  following  description  is  updated  and  reflects  the 
wordage  of  the  proposed  legislation  as  of  September  12. 
1975.) 

Section  1 — A statement  of  public  policy  expressing 
the  need  for  a legislative  bill  such  as  this. 

Section  2 — Definitions  cover  specific  items  such  as 
“health  care  provider,"  meaning  a person,  corporation, 
facility  or  institution  licensed  by  this  state  to  provide 
health  care  or  professional  services.  "Physician”  is 
defined  as  a person  with  an  unlimited  license  to 
practice  medicine  as  specified  by  existing  statute, 
recognizing  this  refers  only  to  the  doctor  of  medicine 
category.  "Malpractice"  means  that  in  performing 
professional  services,  the  health  care  provider  engaged 
in  health  care  has  failed  to  use  ordinary  and  reasonable 
care,  skill  and  knowledge  ordinarily  possessed  and  used 
under  like  circumstances  by  members  of  his  profession 
engaged  in  a similar  practice  in  his  or  similar  localities 
within  the  State  of  Nebraska. 

Section  3 — Specifies  that  damages  recoverable  and 
any  action  are  restricted  to  the  actual  economic  losses 
sustained  or  to  be  sustained  bv  the  plaintiff  as  a direct 
result  of  the  malpractice  as  established  by  the  evidence, 
and  that  there  shall  be  no  recovery  allowed  for  pain 
and  suffering  or  for  damages  for  which  there  will  be 
reimbursement  from  another  source. 

Section  4 — Specifies  that  all  patients  come  under 
the  jurisdiction  of  this  act  unless  a patient  has  filed  a 
refusal  to  be  bound  by  the  terms  of  the  act  with  the 
Director  of  the  Department  of  Insurance  in  advance  of 
any  treatment  or  act. 

Section  5 — No  dollar  amount  or  figure  will  be 
included  in  the  demand  in  any  malpractice  complaint. 

Section  6 — The  provisions  of  this  act  do  not  apply  to 
any  act  or  omission  constituting  malpractice  which 
occurred  prior  to  the  effective  date  of  this  act. 

Section  7 — To  qualify  under  this  act,  the  health  care 
provider  must  show  proof  of  financial  responsibility  by 
carrying  $100,000  in  basic  professional  liability 
coverage  per  occurrence  with  a maximum  of  $300,000 
for  all  occurrences  in  the  policy  period. 

Section  8 — Each  individual  provider,  under  this  act, 
will  be  liable  for  payment  of  no  more  than  $100,000,  for 
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any  one  occurrence.  A maximum  remuneration  for  any 
claim  will  be  S500.000  with  the  excess  over  the  liability 
of  the  health  care  providers  coming  from  a patients' 
compensation  fund. 

Section  9 — Establishes  the  fact  that  advance 
payment  by  a health  care  provider  or  his  insurer  shall 
not  be  construed  as  an  admission  of  liability. 

Section  10  — Specifies  that  a patient's  claim  for 
compensation  under  this  act  is  not  assignable. 

Section  11  — Specifies  that  financial  responsibility  of 
the  health  care  provider  may  be  established  only  by  the 
proof  filed  with  the  Director  of  Insurance  that  the 
provider  carries  a policy,  in  a company  authorized  to  do 
business  in  Nebraska  which  provides  indemnity  of 
$100,000  for  each  occurrence  and  $300,000  for  all 
occurrences  in  the  policy  period. 

Section  12  — Revises  the  Statute  of  Limitations 
specifying  that  the  Statute  shall  be  two  years  from  the 
date  of  the  alleged  act  and  that  a minor  under  the  age 
of  six  shall  have  until  his  eighth  birthday  to  file  an 
action. 

Section  13  — Establishes  a patient  compensation  fund 
which  shall  be  collected  by  the  Director  of  Insurance 
from  health  care  providers  in  the  state  through  the 
utilization  of  an  annual  surcharge.  The  compensation 
fund  shall  be  utilized  to  provide,  in  essence,  coverage  of 
$400,000  to  each  provider  recognizing  his  basic 
coverage  is  for  $100,000  and  the  overall  limit  for  any 
award  is  $500,000.  An  exact  surcharge  has  not  been 
defined,  however  a limitation  of  not  in  excess  of  50%  of 
the  cost  of  his  basic  coverage  is  provided.  The  amount 
of  the  overall  fund  is  being  actuarially  determined  at 
the  present  time.  The  Director  of  Insurance  will 
administer  the  fund. 

Section  14  — Plaintiff's  attorney's  fees  are  limited  to 
25%  of  the  first  $100,000  if  recovery  is  before  trial  is 
commenced,  and  after  trial  begins,  may  not  exceed 
33 1 3%  of  the  first  $100,000  recovered.  If  more  than 
$100,000  is  recovered,  any  additional  attorney's  fees 
would  be  limited  to  the  amount  fixed  by  the  court  on 
the  basis  of  time  expended  by  the  attorney.  A patient 
does  have  the  right  to  agree  with  his  attorney  to  pay 
for  the  attorney's  services  on  a mutually  satisfactory 
per  diem  basis,  however  this  election  must  be  exercised 
in  written  form  at  the  time  of  initial  employment. 

Section  15  — For  statistical  purposes,  this  section 
specifies  that  all  malpractice  claims  settled  or 
adjudicated  will  be  reported  to  the  Director  of 
Insurance  within  sixty  days  following  final  disposition 
of  the  claim.  The  Director  will  forward  the  name  of  the 
health  care  provider  to  the  Medical  Qualification 
Commission  for  review  by  that  body.  The  specific 
purpose  here  shall  be  the  review  of  the  health  care 
provider's  fitness  to  practice. 

Section  16  — Specifies  how  providers,  carriers  and 
the  public  shall  utilize  the  act. 

Section  17  — Establishes  a risk  management 

authority  which,  in  essence,  allows  the  Department  of 
Insurance  to  write  professional  liability  insurance 
utilizing  an  independent  carrier  or  a general 
underwriting  authority  as  was  presented  in  LB  602 
introduced  in  the  1975  Nebraska  Legislature. 

Section  18  — Presents  a medical  review  panel  to 
review  all  malpractice  claims  against  health  care 
providers  covered  by  the  act.  It  specifies  no  action 
against  a health  care  provider  may  be  commenced  in 
any  court  of  the  state  before  the  claimant's  proposed 


petition  has  been  presented  to  the  medical  review 
panel.  The  medical  review  panel  will  consist  of  one 
attorney  and  three  physicians.  The  attorney  shall  act  in 
an  advisory  capacity  and  as  Chairman  of  the  panel,  but 
shall  have  no  vote.  Each  party  in  the  action,  shall  have 
the  right  to  select  one  physician,  and  upon  selection, 
said  physician  will  be  required  to  serve.  The  two 
physicians  thus  selected  will  select  a third  physician 
panelist.  Each  panelist  will  have  absolute  immunity 
from  civil  liability,  and  all  proceedings  before  the 
medical  review  panel,  and  all  actions  taken  by  any 
party  or  his  counsel  in  preparation  for  and  submission 
of  any  matter  to  the  panel,  will  be  handled  on  a 
confidential  basis.  By  agreement  in  writing  and  signed 
by  all  parties  involved,  the  medical  review  panel  may 
act  as  an  arbitration  board  to  consider  and  decide  all 
issues  submitted  to  the  board  for  decision,  and  in  such 
event,  the  decision  of  the  panel  will  be  conclusive  and 
binding.  A member  of  the  Board  of  Examiners  in 
Medicine  and  Surgery  will  sit  with  each  panel  as  an 
observer  and  advisor. 

Section  19  — Establishes  a Medical  Qualification 
Commission  consisting  of  two  physicians  appointed  by 
the  Board  of  Examiners,  two  members  of  the  NMA  as 
selected  bv  the  Policy  Committee  and  one  physician 
licensed  to  practice  medicine  and  surgery  in  Nebraska, 
who  is  appointed  by  the  Governor.  The  Commission  will 
be  receptive  to  complaints  from  the  Department  of 
Health  or  Nebraska  citizens  regarding  acts,  activities  or 
qualifications  of  any  physician  or  surgeon  licensed  to 
practice  in  the  state.  It  can  act  informally  to  resolve  the 
problem,  but  if  not  so  resolved,  it  shall  file  a complaint 
with  the  Director  of  Health  and  shall  be  responsible  for 
presenting  the  matter  to  the  Director  of  Health  for 
decision.  There  is  a provision  to  exempt  members  of 
the  Commission  from  any  legal  liability  for  action  taken 
by  the  Commission. 

Section  20  — This  section  will  amend  existing  law  to 
permit  the  Medical  Qualification  Commission  to  file 
petitions  for  suspension  or  revocation  of  licenses. 

Section  21  — This  section  provides  for  appeal  to  the 
District  Court  on  the  record  made  before  the  Director 
of  Health  in  disciplinarian  proceedings. 

Section  22  — This  section  provides  that  if  one  section 
of  the  legislation  is  found  to  be  invalid,  the  balance  of 
the  bill  shall  remain  intact. 


REPORT  OF  THE  POLICY  COMMITTEE 

Warren  G.  Bosley.  M.D..  Grand  Island.  Chairman;  Harlan  L. 
Papenfuss.  M.D  . Lincoln;  James  H.  Dunlap.  M.D..  Norfolk;  John  D.  Coe. 
M.D.,  Omaha;  Frank  P.  Stone.  M.D  . Lincoln. 

The  Policy  Committee  has  met  on  two  occasions  since 
the  Annual  Session  in  May,  1975.  This  report  will 
summarize  the  discussions  at  both  of  these  sessions. 

I.  In  association  with  the  committee's  discussion  was  an 
appearance  before  the  Workmen's  Compensation  Court 
to  recommend  a conversion  value  for  the  new  Relative 
Value  Study.  It  was  pointed  out  that  under  the 
provisions  of  LB  127.  a physician  must  report  claims  for 
Workmen's  Compensation  within  a given  period  of  time 
and  must  make  his  initial  report  to  the  insurance 
carrier  available  to  the  Court  also.  This  permits  the 
Court  to  know  the  given  service  has  been  rendered  a 
patient  eligible  for  Workmen's  Compensation  benefits. 
In  connection  with  this,  the  Court  has  adopted  a 
standard  reporting  form  on  which  to  receive  this 
report.  This  is  an  adaptation  of  the  standard  AMA 
form.  A sample  of  this  has  been  provided  each 
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physician  in  the  state.  The  Policy  Committee  suggests 
that  the  Compensation  Court  be  asked  to  supply  the 
insurance  carriers  with  these  forms,  who  might  then 
make  them  available  to  each  physician.  Members  of  the 
Association  have  already  been  told  that  the  Court  has 
adopted  a conversion  factor  of  ten  for  the  new  Relative 
Value  Study. 

II.  The  committee  discussed  the  presence  of  Vietnam 
refugee  physicians  in  Nebraska.  Several  conferences 
have  been  held  on  this  matter,  which  the  President 
attended.  He  has  also  been  appointed  a member  of  the 
Governor’s  Ad-Hoc  Committee  for  continuing  discus- 
sions of  this  matter  and  coordination  efforts  to  help 
these  refugee  physicians. 

III.  The  Policy  Committee  has  reviewed  the  proposal 
for  Nebraska  Blue  Cross  — Blue  Shield  regarding  the 
institution  of  dental  insurance.  This  is  already  being 
marketed  in  Nebraska,  and  has  been  included  in  the 
insurance  package  presently  negotiated  for  the  State 
Education  Association.  The  Policy  Committee  suggests 
a survey  be  carried  out  to  determine  the  interest  of 
Association  members  in  a program  of  dental  insurance. 
This  could  probably  be  done  through  a note  in  the 
NMA  newsletter  or  by  way  of  the  advertisement  which 
Blue  Cross  — Blue  Shield  carries  in  that  newsletter. 

IV.  The  committee  also  discussed  the  proposal  of  Blue 
Cross  — Blue  Shield  to  make  major  medical  coverage 
available  for  physician’s  employees  who  are  over  65 
years  of  age.  The  Policy  Committee  recommends  this 
proposal  be  accepted  and  this  coverage  be  made 
available  to  employees  in  this  age  group. 

V.  The  committee  discussed  the  designation  of  Health 
Service  Areas  in  Nebraska  and  points  out  to  the  House 
that  these  three  areas  include  Omaha  and  Sarpy 
County  plus  seven  Iowa  Counties;  Lincoln  and  the 
Southeast  Counties  of  Nebraska  and  the  remaining  70 
Counties  of  the  state  in  one  large  third  area.  The 
committee  makes  no  recommendations  except  to 
encourage  all  members  to  be  as  active  as  possible  in 
planning  in  their  respective  areas.  The  House  will  recall 
that  the  Policy  Committee  has  recommended  earlier  to 
the  Governor  that  he  request  designation  of  Nebraska 
as  one  Health  Service  Area.  The  Governor  recom- 
mended six  areas,  but  the  Secretary  of  HEW,  in  his 
great  wisdom,  has  made  the  present  designation. 

VI.  As  directed  by  the  House  of  Delegates  at  the 
Annual  Meeting,  the  Policy  Committee  considered 
carefully  Resolution  #13.  The  resolution  directed  the 
Association  to  organize  a socioeconomic  arm  or  division. 
The  committee  considered  this  in  depth  at  both 
meetings,  with  information  available  from  other  states 
on  their  efforts  in  this  direction.  As  part  of  the 
reorganization  of  its  structure,  the  Minnesota  State 
Medical  Association  has  organized  a separate  division 
or  council  which  would  be  concerned  with  socioeconomic 
concerns  or  activities.  A dues  increase  of  $50.00  was 
also  accepted,  to  be  spent  entirely  on  the  activities  of 
this  division  in  that  Association.  Wisconsin,  which  has 
also  formed  what  is  called  a Medical  Alliance,  has 
designated  a dues  increase  of  $125.00  a year  for  this 
activity.  The  Policy  Committee  recommends  to  the 
House  of  Delegates  the  present  organizational  structure 
of  the  Nebraska  Medical  Association  be  carefully 
reviewed  and  studied.  There  is  clear  evidence  that  the 
function  of  some  committees  could  be  combined  and 
that  some  eliminations  might  be  made.  With  the 
permission  of  the  House  of  Delegates,  the  Policy 
Committee  will  proceed  with  developing  a definite  plan 
for  this  reorganization  and  present  this  definite  plan  to 


the  House  of  Delegates  at  the  Annual  Meeting  in  1976. 
The  Policy  Committee  believes  that  the  Association  is 
even  now  very  responsive  to  changes  in  the  political 
and  economic  atmosphere,  but  that  this  might  be 
enhanced  by  the  reorganization  suggested.  The 
committee  further  believes  that  the  intent  of  Resolution 
#13  can  be  implemented  through  this  reorganization. 

VII.  The  committee  considered  further  the  financial 
implications  of  many  resolutions  which  are  presented  to 
the  House  and  recommends  that  whenever  such  a 
resolution  does  involve  an  expenditure  of  money,  a 
fiscal  note  should  accompany  the  resolution.  This  would 
apply  to  an  action  which  would  be  beyond  what  is 
presently  being  done  and  which  would  call  for  the 
expenditure  of  money  above  that  already  budgeted. 

VIII.  The  Policy  Committee  reviewed  the  activities  of 
the  Ad-Hoc  Steering  Committee  on  Professional 
Liability  and  its  subcommittees.  Since  that  committee 
will  undoubtedly  report  to  the  House  of  Delegates  in 
detail,  this  report  will  not  add  to  that  comment  except 
to  commend  that  committee  for  its  long  hours  of 
vigorous  action.  During  the  weeks  between  now  and 
the  session  of  the  Legislature  and  during  that  session, 
the  Policy  Committee  will  remain  in  intimate  contact 
with  the  progress  of  our  proposed  legislation,  and  will 
represent  and  stress  the  Association's  views  whenever 
necessary. 

IX.  The  Policy  Committee  has  also  reviewed  the  work 
of  the  Ad-Hoc  Committee  on  PSRO  and  commends  that 
committee  also  for  its  diligent  work  in  a most  confusing 
area.  The  House  will  receive  a report  from  that 
committee,  upon  which  it  may  act. 

Respectfully  submitted, 

WARREN  G.  BOSLEY,  M.D., 

Chairman 


REPORT  OF  THE 

PUBLIC  RELATIONS  COMMITTEE 

William  T.  Griffin,  M.D.,  Lincoln,  Chairman;  Richard  D.  Gentry,  M.D., 
Falls  City;  Donald  Matthews,  M.D.,  Lincoln;  G.  P.  McArdle,  M.D., 
Omaha;  Dale  E.  Michels,  M.D.,  Lincoln;  John  C.  Sage,  M.D.,  Omaha. 

Activities  and  projects  of  the  Public  Relations 
Committee  have  continued  to  accelerate  during  the  past 
year.  Ongoing  activities  have  continued  and  new 
activities  were  instituted  to  continue  telling  medicine’s 
story  to  the  public. 

Since  the  committee's  last  Annual  Report  to  the 
House  of  Delegates  in  October,  1974,  over  20  news 
releases  have  been  distributed  to  Nebraska  radio, 
television,  and  newspaper  media.  Subjects  have 
included  the  professional  liability  situation,  legislative 
proposals  and  items  of  current  interest  to  the 
profession  and  the  public.  Additionally,  during  the  past 
year  increased  emphasis  was  placed  on  providing 
comment  from  NMA  officers  and  representatives 
directly  to  the  media  on  items  of  general  interest  or 
concern. 

The  Association’s  monthly  mailing  of  health  tips  to 
radio  stations,  television  stations  and  newspapers  has 
continued  and  thus  far  in  1975,  97  newspapers  have 
used  1150  health  tips.  The  response  from  Nebraska’s 
broadcast  media  as  to  the  utilization  of  these  materials, 
has  been  generally  good.  The  committee  intends  to 
continue  this  activity  next  year. 

The  Association’s  film  entitled  “But  For  the 
Grace  ...”  continues  to  receive  tremendous  utilization 
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by  Nebraska  schools.  The  copies  of  the  film  are 
generally  booked  several  months  in  advance  which 
speaks  to  the  value  that  has  been  placed  on  this  item. 

The  "Let’s  Hear  It  For  Medicine,  U.S.A.”  program 
was  implemented  in  various  phases  with  the  major 
distribution  of  materials  and  emphasis  scheduled  for 
July  4,  1975.  Packets  of  information  were  distributed  to 
many  Nebraska  schools  and  a second  mailing  will  be 
made  within  the  next  few  weeks.  The  media  materials 
were  distributed  with  special  emphasis  placed  on  the 
public  service  announcements  recorded  by  Milburn 
Stone.  The  committee  feels  this  was  a worthwhile 
program  which  continues  to  educate  the  public  on  the 
accomplishments  of  American  medicine,  placing  the 
profession  in  a positive  light. 

Most  recently,  the  Public  Relations  Committee  has 
served  as  the  Subcommittee  on  Public  Education  in  the 
Association's  effort  to  improve  the  professional  liability 
climate  in  the  State  of  Nebraska.  The  committee  has 
developed  an  intensive  public  information  program 
utilizing  the  suggestions  and  services  of  The 
Thompson  Company  which  has  served  the  NMA  for 
several  years.  The  program  will  basically  have  three 
segments  including  a group  information  program 
designed  to  utilize  members  of  the  NMA  to  contact 
individuals  and  civic  groups  regarding  the  legislative 
bill  that  will  be  introduced.  A second  segment  will  be 
that  of  a patient  education  program  designed  to  utilize 
physicians  offices  and  hopefully  hospitals  to  reach  the 
patient  directly.  Printed  materials  of  various  types  will 
be  utilized  in  this  segment  of  the  program.  This  activity 
was  utilized  to  a great  extent  in  Indiana  in  their  effort 
to  achieve  a satisfactory  legislative  climate. 

A third  segment  of  this  activity  will  include  a public 
information  program  utilizing  The  Thompson  Company 
in  greater  depth  to  prepare  news  releases  and  place 
representatives  on  television  and  radio  stations  to 
express  the  attitude  of  the  NMA. 

Additionally,  it  has  been  envisioned  that  members  of 
the  Woman's  Auxiliary  to  the  NMA  will  be  utilized  to  a 
large  extent,  and  that  cooperation  will  be  requested 
from  such  groups  as  the  Nebraska  Hospital  Association 
and  allied  health  groups,  who  will  benefit  by  passage  of 
this  legislation. 

The  additional  efforts  discussed  here  will  necessitate 
an  increased  expenditure  of  funds  in  the  public 
relations  category.  The  committee  feels  this  expendi- 
ture is  necessary  and  should  be  approved. 

The  committee  has  had  a busy  year  and  expects  its 
activities  to  accelerate  in  months  to  come. 

Respectfully  submitted, 
WILLIAM  T.  GRIFFIN,  M.D., 
Chairman 


REPORT  OF  INSURANCE  AND  PREPAYMENT 
MEDICAL  CARE  COMMITTEE 

Arthur  L.  Smith,  M.D.,  Lincoln,  Chairman,  Harold  D.  Dahlheim,  M.D., 
Norfolk;  Russell  J.  Mclntire,  M.D.,  Hastings;  Frederick  F.  Paustian, 
M.D.,  Omaha;  Blaine  Y.  Roffman,  M.D.,  Omaha;  Paul  M.  Scott,  M.D., 
Auburn;  Stanley  M.  Truhlsen,  M.D.,  Omaha;  Hiram  R.  Walker,  M.D., 
Kearney. 

Your  Insurance  and  Prepayment  Medical  Care 
Committee  met  with  the  Medical  Director  of  Blue 
Shield,  Dr.  Roger  Mason,  former  President  of  Nebraska 
Medical  Association,  on  September  10,  1975,  at  the 
State  Headquarters.  An  extended  discussion  of  Usual 
and  Customary  fees  (American  Medical  Association 


definition)  and  a possible  change  in  the  present  five 
district  Usual  and  Customary  fee  level  areas  to  two 
areas  — one  including  Lincoln  and  Omaha  and  the  other 
the  remainder  of  Nebraska  — was  carried  out.  The 
computer  study  of  surgical  fee  levels  and  the  results  of 
changing  to  two  districts  produced  a lack  of  consensus 
in  your  committee.  Further  information  and  study  was 
requested. 

As  requested  by  the  House  of  Delegates,  the 
committee  discussed  "excess  fee  letters”  from  insurance 
companies  to  patients  with  the  Blue  Shield  Medical 
Director.  It  is  our  opinion  the  Board  of  Blue  Cross 
Blue  Shield  understood  our  complaint  and  is  correcting 
it.  A written  communication  concerning  this  situation 
has  been  sent  to  the  other  insurance  companies 
operating  in  Nebraska. 

In  addition,  the  Chairman  of  the  committee  has 
served  on  the  Ad-Hoc  Committee  on  Professional 
Liability  and  its  Subcommittee  on  Alternatives,  and  the 
Nebraska  Insurance  Commissioner's  Ad-Hoc  Committee 
on  Medical  Malpractice  Insurance.  It  appears  that  the 
entire  "medical  industry”  is  embroiled  in  the 
professional  liability  insurance  problem  and  therefore 
no  additional  insurance  projects  for  the  members  of  the 
Nebraska  Medical  Association,  such  as  office  overhead 
insurance,  have  been  carried  forward  to  presentable 
solutions. 

Respectfully  submitted, 
ARTHUR  L.  SMITH,  M.D., 
Chairman 


INTERIM  REPORT  OF  THE  AD-HOC 
COMMITTEE  ON  HOUSE  ACTIONS 

Harold  S.  Morgan,  M.D.,  Lincoln,  Chairman;  Richard  Gar  ling  house, 
M.D.,  Lincoln;  Frank  Tanner,  M.D..  Lincoln;  Willis  D.  Wright,  M.D., 
Omaha. 

Your  committee  has  met  and  has  considered  the 
subject  matter  gathered  and  collated  by  the 
Headquarters  Staff.  The  committee  agreed  that  a 
ten-year  period  of  review  of  House  Actions  would  to  all 
intents  and  purposes  present,  when  cross-indexed,  a 
valuable  resource  instrument  for  the  officers,  reference 
committee  chairmen,  and  other  interested  members. 

All  that  remains  to  be  done  to  complete  the  work  is 
cross-indexing  of  the  present  material  and  the  addition 
of  actions  taken  by  the  House  at  this  session.  A final 
report  together  with  the  finished  work  will  be 
presented  at  the  next  Annual  Meeting. 

Respectfully  submitted, 
HAROLD  S.  MORGAN,  M.D., 
Chairman 


REPORT  OF  THE  MATERNAL 
AND  CHILD  HEALTH  COMMITTEE 

Warren  Bosley,  M.D.,  Grand  Island,  Chairman;  William  L.  Rumbolz, 
M.D  . Omaha,  Co-Chairman;  Dale  W.  Ebers,  M.D.,  Lincoln;  Chas.  A. 
Field.  M.D.,  Omaha;  Hodsen  A.  Hansen.  M.D.,  Lincoln;  L.  Palmer 
Johnson,  M.D.,  Lincoln;  Bernie  D.  Taylor,  M.D.,  North  Platte. 

The  Maternal  and  Child  Health  Committee  has  had 
no  formal  meetings  since  its  last  report,  but  has  con- 
tinued to  maintain  liaison  between  the  Maternal  and 
Child  Health  Division  of  the  State  Department  of 
Health  and  with  other  groups  involved  with  children 
and  mothers.  The  Chairman  has  worked  with  the 
Division  of  Maternal  and  Child  Health  in  establishing  an 
ante-natal  screening  program  in  seven  communities  in 
Nebraska.  This  project  involves  the  development  of 
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capabilities  for  ante-natal  fetal  monitoring  in  small  com- 
munity hospitals,  with  supervision  by  a nurse  from  the 
State  Department  of  Health.  To  date,  the  project  has 
not  run  a sufficient  time  to  collect  data  on  its  effective- 
ness, but  this  should  be  available  within  the  next  6-8 
months.  The  Committee  has  also  cooperated  in  the 
various  immunization  programs  conducted  in  Nebraska, 
lending  its  support  to  immunization  action  month  in 
particular.  The  Committee  has  also  played  a part  in  the 
designation  of  suggested  regional  centers  for  the  care 
of  newborns  with  need  for  special  care. 

The  Committee  continues  to  receive  reports  of 
maternal  deaths  in  Nebraska.  In  1974,  there  were  three 
maternal  deaths  reported  by  the  State  Department  of 
Health,  and  the  usual  questionnaires  were  sent  to  the 
physicians  concerned.  As  usual,  the  return  of  these 
questionnaries  is  excellent,  and  the  information  is  being 
utilized  for  continuing  studies  of  maternal  mortality  in 
the  state. 


The  following  is  a tabulation  of  maternal  deaths  over 
the  last  ten  years: 


1965  - 9 

1966  - 8 

1967  - 9 

1968  - 10 

1969  - 9 


1970  - 8 

1971  - 6 

1972  - 6 

1973  - 3 

1974  - 3 


Even  in  view  of  a lesser  number  of  births  now  than 
ten  years  ago,  there  is  still  a relative  reduction  in  the 
incidence  of  maternal  mortality. 

Respectfully  submitted, 
WARREN  BOSLEY,  M.D., 
Chairman 


Report  of 

Board  of  Councilors 

The  Fall  Session  of  the  Board  of  Councilors  was  held 
October  2,  1975,  at  the  Ramada  Inn,  Lincoln,  Nebraska. 

The  following  members  of  the  Board  of  Councilors 
were  present:  Doctors  Carlyle  E.  Wilson,  Louis  J. 
Gogela,  H.  C.  Stewart,  Robert  M.  Sorensen,  Houtz 
Steenburg,  Lvle  Nelson,  Hiram  Walker,  Fred  J.  Rutt, 
Berl  Spencer,  Calvin  Oba,  Warren  Bosley,  and  Harlan 
Papenfuss. 

The  meeting  was  called  to  order  by  Doctor 
Steenburg,  Chairman  of  the  Board  of  Councilors. 

Election  of  a Chairman  of  the  Board  of  Councilors 
was  called  for  and  the  Board  approved  the  re-election  of 
Doctor  Steenburg. 

Election  of  a Secretary  of  the  Board  of  Councilors 
was  called  for  and  the  Board  approved  the  re-election  of 
Doctor  Nelson. 

The  Chairman  called  for  approval  of  the  minutes  of 
the  1975  Annual  Session  minutes  as  published  in  the 
August,  1975,  issue  of  the  Nebraska  Medical 

Journal.  These  were  approved  as  published. 

The  reports  and  resolutions  in  the  Handbook  were 
discussed  and  approved  for  consideration  by  the  House 
of  Delegates. 

The  list  of  50-year  practitioners  for  the  1976  Annual 
Session  was  approved  by  the  Board  of  Councilors.  The 
requests  for  Life  Membership  were  also  approved. 


Doctor  Bosley  discussed  the  letter  he  had  written  to 
the  District  Councilors  suggesting  periodic  meetings  in 
the  Councilor  District  to  disseminate  information  to  the 
membership  in  a more  personal  way.  He  felt  that  in 
this  way,  more  of  the  members  would  be  aware  of 
happenings  on  the  state  level. 

Doctor  Wilson  indicated  that  at  the  caucus  of  the 
Omaha  Delegation,  the  report  of  the  Ad-Hoc  Steering 
Committee  on  Professional  Liability  and  the  proposed 
legislation  was  discussed.  A resolution  was  approved  at 
the  caucus  of  the  Omaha  Delegation  that  no  action  be 
taken  on  the  proposed  legislation  at  this  time,  and  that 
a special  executive  session  of  the  House  of  Delegates  be 
called  at  the  earliest  opportunity  to  discuss  only  this 
problem.  He  said  it  was  felt  that  there  were 
weaknesses  in  this  bill  in  its  present  form  and  it  should 
be  studied  thoroughly  before  giving  it  the  stamp  of 
approval. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


Report  of 

House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  was  held 
October  3,  1975,  at  the  Ramada  Inn,  Lincoln,  Nebraska. 
The  meeting  was  called  to  order  by  the  Vice  Speaker, 
Dr.  Chas.  Landgraf,  Jr. 

A call  for  a quorum  showed  73  delegates  present,  and 
the  House  was  declared  in  session. 

Following  the  seating  of  Alternate  Delegates  to 
replace  Delegates  not  present,  the  following  reports 
were  heard: 

Dr.  Perry  G.  Rigby,  Dean,  University  of  Nebraska 
College  of  Medicine 

Dr.  Joseph  M.  Holthaus,  Dean,  Creighton  University 
School  of  Medicine 

Dr.  Robert  D.  Sparks,  Chancellor,  University  of 
Nebraska  Medical  Center 

Members  of  Reference  Committees  were  selected  and 
approved  by  the  House. 

The  following  committee  assignments  were  read: 
Reference  Committee  tt  1 
Medical  Education 

Health  Education  in  Schools  and  Colleges 

Maternal  and  Child  Health 

Public  Relations 

Medical  Service 

Policy  — Item  II 

Delegate  to  A.M.A.  — Items  11,  19  and  29 

Reference  Committee  #2 
Board  of  Directors 
Executive  Secretary 
Editor 

50-Year  Practitioners  — Life  Memberships 
Geriatrics 

Relative  Value  Study 

Delegate  to  A.M.A.  — Items  1,  2,  3,  4,  and  21 
Resolution  tt\  — Omaha  Medical  — Utilization  of 
Relative  Value  Study 
Minutes  of  the  Board  of  Councilors 


528 


Nebraska  M.  J. 


Reference  Committee  #3 

Ad-Hoc  Committee  on  PSRO 

Delegate  to  A.M.A.  — Items  5,  6,  7,  9,  and  12;  13 
through  18;  20  and  30 
Policy  — Item  IX 

Resolution  #2  — Omaha  Medical  — Opposition  to 
A.M.A.  Screening  Criteria  Manual 
Resolution  #3  — Southwest  Nebraska  — Opposition  to 
NMA  Involvement  in  PSRO 

Reference  Committee  #4 

Ad-Hoc  Committee,  Board  of  Councilor  Voting 
Request 

Ad-Hoc  Committee  on  House  Actions 
Delegate  to  A.M.A.  — Items  10  and  26 
Policy  — Items  V and  VII 

Reference  Committee  #5 

Insurance  and  Prepayment  Medical  Care 
Delegate  to  A.M.A.  — Items  8,  25,  27,  and  28 
Policy  — Items  I,  III,  IV  and  VI 

Resolution  #4  — Lancaster  County  — Interference 
With  Medical  Practice 

Resolution  tt 5 — Buffalo  County  — Opposition  to 
Maximal  Allowable  Fees  by  Third- 
Parties  for  Rural  and  Urban 
Physicians 

Reference  Committee  #6 

Ad-Hoc  Steering  Committee  on  Professional  Liability 
Delegate  to  A.M.A.  — Items  22,  23,  and  24 
Policy  — Item  VIII 

Resolutions  from  the  floor  were  called  for  and  the 
following  were  presented: 

Resolution  #6  — Adams  County  — New  Workmen’s 
Compensation  Reporting  Requirements.  This  resolution 
was  referred  to  Reference  Committee  #4. 

Resolution  #7  — Omaha  Medical  — Special  Executive 
Session.  This  resolution  was  referred  to  Reference 
Committee  #6. 

An  oral  report  was  given  by  Dr.  John  P.  Gilligan, 
Chairman  of  the  Medicolegal  Advice  Committee. 

There  being  no  further  business,  the  House  was 
recessed  until  Saturday  morning. 

SECOND  SESSION 

The  second  session  of  the  House  of  Delegates  was 
held  October  4,  1975.  The  meeting  was  called  to  order 
by  the  Speaker,  Dr.  Harry  McFadden.  A call  for  a 
quorum  showed  66  delegates  present,  and  the  House 
was  declared  in  session. 

An  oral  report  was  given  by  Mrs.  J.  Whitney  Kelley, 
Nebraska  Chairman,  AMA-ERF. 

Dr.  Kelley  was  granted  permission  of  the  floor,  and 
made  the  following  comments: 

“Mr.  Speaker,  President  Bosley,  members  of  the 
House  of  Delegates.  Thank  you  very  much  for  the 
opportunity  to  address  you. 

“As  a fellow  physician  and  a psychiatrist,  I am 
alarmed  at  the  intemperate  destruction  of  our  image  by 
many  self  seeking  people.  One  of  the  techniques  being 
used  constantly  is  the  use  of  words  which  downgrade 
us  to  the  public. 

“For  example,  the  word  ‘vendor’  which  Nebraska 
Welfare  uses  to  designate  us  when  we  send  in  our 
forms  for  fees.  Do  you  know  how  Webster’s  dictionary 
defines  ‘vendor’?  ‘A  vendor  is  a huckster,  a hawker 


engaged  in  selling  items  to  the  people.’  I object  to  being 
likened  to  a hawker,  and  cross  it  out  on  the  forms  I 
send  in.  I hope  that  you  do  so  too. 

“In  years  past,  the  Policy  Committee  has  been 
instructed  to  take  this  matter  up  with  Welfare.  They 
did,  but  we  are  still  vendors  on  their  forms.  The  Policy 
Committee  should  be  instructed  to  try  again  and  if  no 
results  ensue,  the  Legislative  or  Medical  Services 
Committee  should  seek  to  have  this  changed  by 
legislation. 

“The  same  objection  can  be  made  to  the  use  of  the 
word  ‘provider!  The  Medicare  forms  use  this  and  our 
delegates  in  Congress  should  encourage  the  Social 
Security  Administration  to  change  this  designation  to 
‘physician! 

“Certainly,  there  are  others  but  heading  the  list  is 
the  use  of  the  word  ‘health  care!  That  medical  care  is 
health  care  cannot  be  denied.  Nevertheless  so  too  is 
garbage  disposal  and  sanitary  engineering,  to  mention  a 
few.  Medical  care  is  a highly  specialized  fraction  of 
'health  care.'  We  should  resist  being  grouped  in  the 
same  category  as  garbagemen.  Their  work  is  a 
respected  form  of  health  care  too.  However  it  is 
different  from  medical  care. 

“Whenever  medical  care  is  being  discussed,  the  term 
‘medical  care'  should  be  used,  not  ‘health  care’.” 

The  Speaker  called  for  approval  of  the  minutes  of  the 
first  session  of  the  House  of  Delegates,  and  these  were 
approved. 

Reports  of  the  Reference  Committees  were  called  for 
and  the  following  were  presented: 

Reference  Committee  H 1 

Reference  Committee  #1  considered  five  full  reports 
and  sections  of  two  other  reports.  The  Reference 
Committee  submits  the  following  report  and  recom- 
mendations. 

(1)  REPORT  OF  THE  MEDICAL  EDUCATION 
COMMITTEE 

Recommendation : 

a)  After  considerable  discussion  in  relationship  to 
relicensure,  recertification  and  other  matters  in  the 
report,  the  committee  finally  recommended  first  that 
we  emphasize  the  public  relations  aspects  of  continuing 
education  and  that  this  activity  be  coordinated  with  the 
activities  of  the  Public  Relations  Committee.  We  feel  it 
is  important  for  the  public  to  know  that  physicians  in 
general  do  continue  their  education  year  after  year. 

b)  It  is  suggested  that  relicensure  be  de-emphasized 
and  that  emphasis  be  placed  upon  educational  programs 
sponsored  through  the  NMA,  AMA  and  the  specialty 
societies.  As  pointed  out  in  this  report,  at  the  present 
time  there  is  an  application  to  the  AMA  for  a 
coordinated  plan  for  continuing  education  for  the 
members  of  the  NMA.  It  is  suggested  a definite  stand 
be  taken  by  the  NMA  in  relationship  to  relicensure  and 
recertification  so  that  the  Policy  Committee  of  our 
organization  may  have  guidelines  when  they  will  have 
to  evaluate  future  legislation  as  a State  Medical 
Association. 

c)  It  is  also  recommended  that  a survey  of  the  NMA 
members  be  carried  out  in  relationship  to  their  level  of 
continuing  education  by  whatever  method  seems  to  be 
most  expedient. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 


December,  1975 
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(2)  REPORT  OF  THE  COMMITTEE  ON  HEALTH 
EDUCATION  IN  SCHOOLS  AND  COLLEGES 

Discussion  involved  consideration  of  the  Berkeley 
Project  for  Health  Education  Programs  in  our  schools 
and  the  consideration  of  new  subcommittees  which 
were  sanctioned  by  the  last  interim  session  of  the 
House  of  Delegates.  We  learned  that  the  Berkeley 
Project  for  Health  Education  Programs  in  our  schools 
was  a program  for  K-6  Grades  and  did  not  include 
programs  for  Grades  7-12.  It  wras  pointed  out  this 
needed  to  be  a function  of  the  school  district  involved 
since  there  were  no  funds  available  from  either  the 
Federal  government  or  the  State  government  at  the 
present  time. 

Recommendation : 

The  committee  recommends  that  this  system  be 
considered  for  use  in  our  schools  in  Nebraska. 

The  subcommittee  structure  has  not  been  built,  as  at 
the  present  time,  the  Association  is  reconsidering  its 
general  committee  structure  and  when  this  problem  has 
been  resolved,  subcommittees  will  be  appointed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(3)  REPORT  OF  THE  MATERNAL  AND  CHILD 
HEALTH  COMMITTEE 

One  discussant  felt  the  statistics  on  the  maternal 
deaths  in  the  State  of  Nebraska  were  not  factual  in  that 
these  statistics  indicated  that  the  maternal  death  rate 
was  going  down  and  he  said  this  was  not  exactly  true. 
Discrepancies  have  occurred  because  of  the  definition  of 
what  actually  constitutes  a maternal  death. 

Designations  of  primary,  secondary,  and  tertiary  care 
centers  for  the  newborn  were  then  considered.  It  was 
felt  an  arbitrary  classification  has  been  used  to 
designate  these  facilities  since  some  facilities  seem  to 
be  capable  of  a higher  grade  of  care  than  indicate. 
More  guidelines  were  asked  for  to  clarify  this  situation 
and  to  determine  the  capabilities  of  each  hospital  to 
carry  on  perinatal  care. 

Recommendation : 

Your  committee  calls  attention  to  these  recommenda- 
tions and  recommends  approval  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(4)  REPORT  OF  THE  PUBLIC  RELATIONS  COM- 
MITTEE 

Recommendation: 

This  report  was  read  and  since  there  was  no 
discussion  of  its  contents,  it  is  recommended  to  be 
approved  as  written.  We  also  commend  the  committee 
for  a difficult  job  well  done. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(5)  REPORT  OF  THE  MEDICAL  SERVICE  COM- 
MITTEE 

Recommendation : 

There  was  no  discussion  in  relationship  to  this 
document,  so  we  recommend  approval  of  this  report  as 
written  and  commend  the  committee  for  its  activities. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 


(6)  REPORT  OF  THE  POLICY  COMMITTEE,  ITEM  II 
This  item  concerns  the  presence  of  Vietnam 

physicians  in  Nebraska.  No  recommendation  is  made  by 
the  Policy  Committee  for  solutions  to  this  unique 
situation.  The  Reference  Committee  reaffirms  the 
position  that  all  physicians  should  be  licensed  in  strict 
accordance  with  existing  licensure  laws. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(7)  REPORT  OF  DELEGATE  TO  AMERICAN 
MEDICAL  ASSOCIATION,  ANNUAL  SESSION, 
1975  - ITEMS  11,  19  and  29 

Recommendation : 

These  items  are  for  your  information  and  we  would 
recommend  approval  of  these  items. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Robert  J.  Morgan,  M.D.,  Alliance, 
Chairman 

Wm.  J.  Chleborad,  M.D.,  Fremont 
James  W.  Peck,  M.D.,  Kearney 

Reference  Committee  H 2 

Reference  Committee  H2  considered  six  reports,  one 
resolution,  50- Year  Practitioners  and  Life  Membership 
requests,  and  five  items  from  the  AMA  Delegate’s 
report.  The  Reference  Committee  submits  the  following 
report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS 
Recommendation : 

Mr.  Speaker,  your  Reference  Committee  considered 
the  Report  of  the  Board  of  Directors  as  carried  in  the 
Handbook  and  recommends  its  approval. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(2)  REPORT  OF  THE  EXECUTIVE  SECRETARY 
Your  Reference  Committee  considered  the  Report  of 

the  Executive  Secretary  as  carried  in  the  Handbook.  It 
is  gratifying  to  see  that  we  have  a new  membership 
record  for  1975. 

Recommendation : 

The  Reference  Committee  recommends  approval  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(3)  REPORT  OF  THE  EDITOR,  NEBRASKA  MEDI- 
CAL JOURNAL 

The  Editor,  Dr.  Frank  Cole,  was  present  and 
commented  on  his  submitted  report. 

Recommendation : 

Your  Reference  Committee  recommends  approval  of 
this  report  as  carried  in  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 
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(4)  50-YEAR  PRACTITIONERS  AND  LIFE  MEMBER- 
SHIP REQUESTS 

Recommendation : 

Your  committee  reviewed  and  approved  the  list  of 
physicians,  as  listed  below,  as  carried  in  the  Handbook. 

50- Year  Practitioners 

Donaldson  W.  Kingsley,  Sr.,  M.D.,  Hastings 
Siegfried  H.  Brauer,  M.D.,  Norfolk 
Charles  P.  Waite,  M.D.,  Norfolk 
Nancy  Catania,  M.D.,  Omaha 
Esley  J.  Kirk,  M.D.,  Omaha 
William  F.  Novak,  M.D.,  Omaha 
George  Robertson,  M.D.,  Omaha 
Charles  J.  Shramek,  M.D.,  Omaha 
Charles  R.  Williams,  M.D.,  Syracuse 
Hardin  S.  Tennant,  M.D.,  Stanton 

Life  Membership  Requests 

John  S.  Anderson,  M.D.,  Sun  City,  Ariz.  (formerly 
Grand  Island) 

Grace  Loveland,  M.D.,  Lincoln 
F.  M.  Karrer,  M.D.,  McCook 
Theo.  A.  Peterson,  M.D.,  Holdrege 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(5)  REPORT  OF  GERIATRICS  COMMITTEE 

Much  of  the  discussion  revolved  around  the  need  for 
better  guidelines  as  to  what  constituted  skilled  nursing 
care.  The  report  does  attempt  to  clarify  this  issue  but 
several  physicians  felt  the  guidelines  should  be  more 
clear. 

Recommendation : 

Your  Reference  Committee  approved  the  Report  of 
the  Geriatrics  Committee  and  would  urge  the 
committee  to  remain  active  and  keep  up  contacts  with 
the  various  agencies  involved  in  this  area,  i.e.  Welfare 
and  Medicare. 

MR.  SPEAKER.  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(6)  REPORT  OF  THE  RELATIVE  VALUE  STUDY 
COMMITTEE 

Your  Reference  Committee  reviewed  the  Report  of 
the  Relative  Value  Study  Committee  as  carried  in  the 
Handbook  and  recommends  approval  of  the  report  as 
written. 

For  the  information  of  the  House,  it  should  be 
pointed  out  that  there  was  much  discussion  in  the 
committee  regarding  the  lack  of  precise  unit  values 
assigned  to  pre-operative  and  post-operative  care  in  the 
revised  Relative  Value  Study.  It  was  further  pointed 
out  that  the  House  of  Delegates  approved  a resolution 
at  the  Fall  Meeting  in  1974,  proposing  that  precise 
values  be  assigned  to  pre-operative  care  and 
post-operative  care  and  added  to  the  revised  Relative 
Value  Study.  The  House  of  Delegates  at  the  Spring 
Meeting,  1975,  was  informed  through  the  REPORT  OF 
THE  RELATIVE  VALUE  STUDY  COMMITTEE  and 
SECTION  I,  POLICY  COMMITTEE  as  follows: 

“(c)  That  the  House  of  Delegates  be  informed  that 
the  Recommendation  H2  of  Reference  Committee  #3,  at 
the  1974  Fall  Session,  concerning  a percentile  allowance 
of  the  relative  values  for  post-operative  care,  is  not 
found  in  the  published  edition  of  the  Study.” 


MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(7)  REPORT  OF  DELEGATE  TO  AMERICAN 
MEDICAL  ASSOCIATION,  ANNUAL  SESSION, 
1975 

Recommendation : 

Your  Reference  Committee  reviewed  Items  1,  2,  3,  4, 
and  21,  as  carried  in  the  Handbook.  There  was  no 
significant  discussion  of  any  of  these  items  and  your 
Reference  Committee  recommends  approval  of  these 
items. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 


(8)  RESOLUTION  *1  - OMAHA  MEDICAL  - 

UTILIZATION  OF  RELATIVE  VALUE  STUDY 
Resolution  tt  1,  submitted  by  the  Omaha  Medical 
Society,  read  as  follows: 

WHEREAS,  the  Relative  Value  Scale  is  basically  a 
scale  of  the  relative  values  of  different  medical 
services;  and 

WHEREAS,  the  R.V.S.  was  originally  developed  to 
aid  third  party  payers  in  determining  compensation 
for  medical  services  by  the  use  of  their  own 
conversion  factors:  and 

WHEREAS,  the  R.V.S.  provides  the  means  by 
which  physicians  may  develop  uniform  fee  schedules 
which  might  be  subject  to  legal  repercussions; 
therefore  be  it 

RESOLVED,  that  the  Nebraska  Medical  Associa- 
tion view  the  Relative  Value  Scale  as  merely  a 
guideline  for  the  relative  value  of  different  medical 
services  and  not  in  any  way  as  a recommended 
method  of  determining  medical  fees  by  the  individual 
physician. 

Recommendation : 

Your  Reference  Committee  reviewed  this  resolution 
and  there  was  no  opposition.  We  recommend  approval 
as  written. 

MR.  SPEAKER,  I MOVE  ACCEPTANCE  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by 
the  House. 


(9)  REPORT  OF  THE  BOARD  OF  COUNCILORS 

Your  Reference  Committee  recommends  approval  of 
the  Report  of  the  Board  of  Councilors  after  insertion  of, 
"at  the  caucus  of  the  Omaha  Delegation,”  in  the  next  to 
the  last  paragraph,  second  sentence,  after  the 
statement,  "A  resolution  was  approved."  Otherwise,  it 
might  appear  that  the  Board  of  Councilors  were  taking 
this  action. 

MR.  SPEAKER,  I MOVE  THE  ACCEPTANCE  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2 
AS  A WHOLE.  This  was  seconded.  Dr.  Samuelson,  a 
member  of  Reference  Committee  H2,  said  that  the 
committee  felt  there  should  be  some  direction  as  to 
what  the  House  wanted  the  Relative  Value  Study 
Committee  to  do  regarding  pre  and  post-operative  care. 
However,  the  motion  to  reconsider  was  lost,  and  the 
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House  approved  the  report  of  the  Reference  Committee 
ti 2 as  a whole. 

Respectfully  submitted, 

F.  H.  Hathaway,  M.D.,  Lincoln, 
Chairman 

Myron  Samuelson,  M.D..  Wymore 
James  Carson,  M.D.,  McCook 

Reference  Committee  #3 

Reference  Committee  # 3 considered  three  reports 
and  two  resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 

(1)  RESOLUTION  H2  - OMAHA  MEDICAL  - 
OPPOSITION  TO  AMA  SCREENING  CRITERIA 
MANUAL 

This  Resolution  tt 2 , submitted  by  the  Omaha  Medical 
Society,  read  as  follows: 

WHEREAS,  the  May,  1975,  draft  of  the  "Model 
Screening  Criteria  to  Assist  PSROs"  developed  by 
the  AMA  Criteria  Development  Project  is  basically 
an  acceptable  compendium  as  a guide  to  assist  in  the 
teaching  of  medical  students:  and 

WHEREAS,  the  “Screening  Criteria"  contains  a 
disclaimer  that  it  does  not  define  a "rigid  standard  of 
quality"  (page  II).  PL  89-97  also  has  a disclaimer 
Section  1801:  and 

WHEREAS,  the  "Screening  Criteria"  implies  that 
it  "provides  a complete  review  system  to  fully 
analyze  and  evaluate  the  quality  of  care."  (p.  Ill):  and 

WHEREAS,  the  "Screening  Criteria"  will  obviously 
be  used  as  a guide  to  determine  admission  of  patient 
to  hospital;  and 

WHEREAS,  the  "Screening  Criteria"  will  provide  a 
government  sanctioned  standard  of  medical  practice 
which  physicians  must  follow  and  record.  This  will 
greatly  facilitate  plaintiffs'  attorneys  in  filing 
malpractice  suits;  therefore  be  it 

RESOLVED,  that  the  "Screening  Criteria"  opens  a 
pandora's  box  for  plaintiffs'  attorneys  to  file 
malpractice  suits  whenever  there  is  a deviation  from 
the  printed  screening  criteria;  and  be  it  further 

RESOLVED,  that  the  Screening  Criteria"  are  like- 
ly to  aggravate  the  phenomenon  of  defensive 
medicine  and  thus  add  tremendously  to  the  cost  of 
medical  care  in  the  United  States;  and  be  it  further 

RESOLVED,  that  this  resolution  be  submitted  to 
the  American  Medical  Association. 

Recommendation : 

Your  Reference  Committee  recommends  the  following 
changes: 

In  the  fifth  WHEREAS,  delete  the  phrase  “therefore 
be  it,"  and  substitute  the  word,  “and." 

In  the  first  RESOLVED.  delete  the  word 
"RESOLVED."  and  substitute  the  word,  “WHEREAS;" 
and  that  the  words,  "be  it  further"  be  deleted. 

In  the  second  RESOLVED,  delete  the  phrase, 
"RESOLVED,  that,"  and  substitute  the  word, 
"WHEREAS;"  and  that  the  phrase  "and  be  it  further" 
be  deleted  and  the  phrase  “therefore  be  it"  be 
substituted. 

In  the  last  RESOLVED,  delete  the  phrase  “this 
resolution  be  submitted  to  the  American  Medical 
Association.",  and  add  “the  Nebraska  Medical 


Association  applauds  the  decision  of  the  American 
Medical  Association  to  print  a disclaimer  on  each  page 
of  the  Screening  Criteria.” 

This  amended  resolution  would  then  read  as  follows: 

WHEREAS,  the  May,  1975,  draft  of  the  "Model 
Screening  Criteria  to  Assist  PSROs"  developed  by 
the  AMA  Criteria  Development  Project  is  basically 
an  acceptable  compendium  as  a guide  to  assist  in  the 
teaching  of  medical  students;  and 

WHEREAS,  the  "Screening  Criteria"  contains  a 
disclaimer  that  it  does  not  define  a "rigid  standard 
of  quality"  (Page  II).  PL  89-97  also  has  a disclaimer 
Section  1801 ; and 

WHEREAS,  the  "Screening  Criteria"  implies  that 
it  “provides  a complete  review  system  to  fully 
analyze  and  evaluate  the  quality  of  care.”  (Page  III); 
and 

WHEREAS,  the  "Screening  Criteria"  will  obviously 
be  used  as  a guide  to  determine  admission  of  patient 
to  hospital;  and 

WHEREAS,  the  “Screening  Criteria"  will  provide 
a government  sanctioned  standard  of  medical  practice 
which  physicians  must  follow  and  record.  This  will 
greatly  facilitate  plaintiffs'  attorneys  in  filing 
malpractice  suits;  and 

WHEREAS,  that  the  "Screening  Criteria"  opens  a 
pandora's  box  for  plaintiffs'  attorneys  to  file 
malpractice  suits  whenever  there  is  a deviation  from 
the  printed  screening  criteria;  and 

WHEREAS,  the  "Screening  Criteria"  are  likely  to 
aggravate  the  phenomenon  of  defensive  medicine  and 
thus  add  tremendously  to  the  cost  of  medical  care  in 
the  United  States;  therefore  be  it 

RESOLVED,  that  the  Nebraska  Medical  Associa- 
tion applauds  the  decision  of  the  American  Medical 
Association  to  print  a disclaimer  on  each  page  of  the 
"Screening  Criteria"  as  carried  in  the  Report  of  the 
AMA  Delegate  in  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(21  REPORT  OF  DELEGATE  TO  AMERICAN 
MEDICAL  ASSOCIATION.  ANNUAL  SESSION, 
1975  - ITEMS  5,  6.  7,  9,  12-18,  20,  and  30 

Recommendation : 

Your  Reference  Committee  commends  the  Delegate 
for  his  concise  reporting  of  the  items  under 
consideration,  and  we  recommend  accepting  these  items 
for  informational  purposes. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(3)  REPORT  OF  THE  POLICY  COMMITTEE  - ITEM 
IX 

“The  Policy  Committee  has  also  reviewed  the  work  of 
the  Ad-Hoc  Committee  on  PSRO  and  commends  that 
committee  also  for  its  diligent  work  in  a most  confusing 
area.  The  House  will  receive  a report  from  that 
committee,  upon  which  it  may  act." 

Recommendation : 

Your  Reference  Committee  recommends  that  this 
section  of  the  Report  of  the  Policy  Committee  be 
accepted. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
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THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(4)  RESOLUTION  0 3-  SOUTHWEST  NEBRASKA 
- OPPOSITION  TO  NMA  INVOLVEMENT  IN 
PSRO 

All  the  testimony  before  your  Reference  Committee 
was  in  favor  of  this  resolution.  While  it  was  clear  that 
every  physician  in  attendance  accepts  the  concept  of 
meaningful  peer  review,  not  one  felt  that  physicians 
should  be  held  responsible  for  passing  judgement  in 
social,  economic  or  political  matters  over  which  they 
had  no  control. 

Recommendation : 

To  reflect  the  testimony  your  Reference  Committee 
recommends  that  the  resolution  begin  by  stating: 

"WHEREAS,  physicians  accept  the  concept  of 
meaningful  peer  review  as  an  article  of  faith,  but 
cannot  accept  the  responsibility  for  passing 

judgement  on  social,  economic  and  political  matters 
over  which  they  have  no  control;  and" 

The  rest  of  the  resolution  would  remain  as  proposed 
until  THEREFORE,  BE  IT  RESOLVED,  where  a 
period  should  be  placed  after  “PSRO".  The  remainder 
of  the  resolution  would  be  deleted.  The  amended 
resolution  would  then  read  as  follows: 

W HE  REAS,  physicians  accept  the  concept  of 
meaningful  peer  review  as  an  article  of  faith,  but 
cannot  accept  the  responsibility  for  passing 

judgement  on  social,  economic  and  political  matters 
over  which  they  have  no  control:  and 

WHEREAS,  PSRO  will  force  patients  and 
physicians  to  comply  with  a system  of  preset 
standards  of  medical  diagnosis,  treatment,  and  care 
in  accordance  with  the  Secretary  of  Health, 

Education,  and  Welfare;  and 

WHEREAS,  physicians  will  be  forced  to  violate 
the  principles  of  “Privileged  Communication,"  and 
turn  over  to  federal  employees  all  medical  notes 
taken  in  the  office  or  in  a hospital  and  the 
information  even  to  be  computerized  in  massive 
detailed  files  subject  to  inspection  by  other  federal 
employees  for  such  purposes  as  the  Secretary  of 
Health,  Education,  and  Welfare  may  provide:  and 

WHEREAS,  the  patients  may  be  denied  hospital- 
ization under  the  Medicare  and  Medicaid  programs  if 
government  paid  agents  or  employees  over-rule  the 
medical  judgment  of  the  physician;  and 

WHEREAS,  political  considerations  are  bound  to 
be  imposed  upon  the  actions  of  these  federal 
employees,  and  agents;  and 

WHEREAS,  physicians  may  be  held  liable  for 
penalties  up  to  $5,000  for  failure  to  conform  to  the 
present  regulations;  and 

WHEREAS,  physicians  or  their  representative 
medical  groups  will  be  blamed  for  any  failure  of 
PSRO  to  stop  the  escalating  costs  inherent  to  further 
government  bureaucracy; 

THEREFORE.  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  shall  not  be  involved 
in  administration  of  PSRO. 

MR.  SPEAKER.  1 MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  seconded 
and  discussion  followed. 

Dr.  McWhorter  said  that  it  was  his  understanding 
that  this  would  end  the  Ad-Hoc  Committee  on  PSRO. 


Dr.  Porterfield  said  that  in  view  of  the  discussion  in 
Reference  Committee,  it  was  the  understanding  of  the 
committee  that  there  would  be  no  further  need  for  this 
Ad-Hoc  Committee.  Dr.  McWhorter  said  that  PSRO 
was  not  yet  a dead  issue  in  Congress,  and  he  thought 
the  committee  should  be  retained  to  study  all  aspects 
and  to  watch  what  happens.  He  moved  to  amend  this 
portion  of  the  Reference  Committee  report  to  state  that 
the  Ad-Hoc  Committee  on  PSRO  remain  intact  as  a 
watch  dog  of  PSRO  and  continue  to  study  further 
developments. 

Dr.  Coe  supported  Dr.  McWhorter's  comments  and 
suggested  that  this  amendment  be  made  in  the  final 
RESOLVED  of  the  resolution. 

Dr.  Cottingham  said  it  was  not  the  intent  of  the 
resolution  to  dissolve  the  Foundation,  but  that  it  was 
not  intended  for  use  of  PSRO. 

Following  approval  of  Dr.  McWhorter's  amend- 
ment, Dr.  Truhlsen  moved  to  further  amend  this 
section  of  the  report  to  state  that  the  Ad-Hoc 
Committee  on  PSRO  report  back  to  the  House  of 
Delegates  at  the  1976,  Spring  Meeting.  This  was 
approved. 

The  House  then  approved  the  amendment,  however 
the  vote  was  not  unanimous. 

Dr.  Cottingham  moved  to  further  amend  this  section 
of  the  Reference  Committee  report  by  accepting  the 
original  resolution  submitted  by  the  Southwest 
Nebraska  Medical  Society  by  placing  a period  after  the 
word,  "PSRO"  in  the  last  RESOLVED.  This  was 
approved  by  the  House. 

This  section  of  the  Reference  Committee  report  was 
adopted  as  amended. 

(5)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
PSRO 

Your  Reference  Committee  cannot  find  the  ap- 
propriate words  to  express  the  gratitude  of  the  House 
of  Delegates  to  the  Ad-Hoc  Committee,  its  Chairman 
and  its  members.  Since  its  inception,  the  committee  has 
shined  “the  light  of  day”  upon  the  various  options 
available  to  this  House.  Your  Reference  Committee 
believes  that  regardless  of  the  outcome  of  these 
deliberations,  the  work  of  the  Ad-Hoc  Committee  will 
stand  as  a monument  to  the  democratic  process  and 
those  who  have  participated  in  it  with  frankness,  spirit 
and  intellectual  honesty. 

Testimony  before  your  Reference  Committee  in- 
dicates that  in  rejecting  the  PSRO  mechanism  and 
reaffirming  its  belief  in  peer  review,  the  House  is 
obligated  to  define  what  it  means  by  the  term  “peer 
review”  and  how  it  will  be  implemented  to  the 
satisfaction  of  our  patients.  Testimony  before  your 
Reference  Committee  suggests  that  the  recommenda- 
tions of  the  Ad-Hoc  Committee  may  contain  elements  to 
provide  a mechanism  for  updating  our  peer  review 
mechanisms. 

Recommendations : 

a)  Your  Reference  Committee  recommends  that  the 
House  of  Delegates  express  its  most  profound 
gratitude  to  every  member  of  the  Ad-Hoc  Committee. 

b)  Your  Reference  Committee  recommends  that  the 
Report  of  the  Ad-Hoc  Committee  be  accepted  as  valued 
information. 

c)  Your  Reference  Committee  recommends  that  the 
State  Peer  Review  Committee  be  instructed  to 
recommend  to  the  House  of  Delegates  at  its  next 
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session  mechanisms  whereby  peer  review  should  be 
carried  out  by  the  Nebraska  Medical  Association. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
seconded.  A motion  was  made  by  Dr.  Retelsdorf  to 
amend  Recommendation  a)  of  this  section  of  the 
Reference  Committee  report  by  adding  the  words,  “and 
that  the  committee  continue  to  study  NMA's  role  in 
PSRO.  if  any.  and  report  back  at  the  1976,  Annual 
Session  of  the  House  of  Delegates."  This  amendment 
was  approved  by  the  House,  and  this  section  of  the 
Reference  Committee  report  was  approved  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #3 
AS  A WHOLE  AS  AMENDED.  This  was  approved  by 
the  House. 

Respectfully  submitted. 

John  F.  Porterfield.  M.D.,  Lincoln, 
Chairman 

Frederick  F.  Paustian,  M.D..  Omaha 

Robert  B.  Benthack,  M.D..  Wayne 

Reference  Committee  #4 

Reference  Committee  #4  considered  four  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(II  REPORT  OF  AD-HOC  COMMITTEE,  BOARD  OF 
COUNCILORS  VOTING  REQUEST 

The  Ad-Hoc  Committee  has  been  established  by  the 
Speaker  of  the  House  of  Delegates  to  review  the  duties 
of  the  Board  of  Councilors  and  the  House  of  Delegates 
in  relation  to  a request  of  the  Board  of  Councilors,  that 
they  be  embodied  as  voting  members  of  the  House  of 
Delegates  and  that  this  constitutional  change  be 
requested.  It  was  the  unanimous  recommendation  of 
the  Ad-Hoc  Committee  that  no  change  be  made  in  the 
Constitution  and  By-Laws  to  provide  for  the 
embodiment  of  the  Board  of  Councilors  as  voting 
members  in  the  House  of  Delegates.  The  report 
includes  the  reasons  for  this  conclusion. 

Recommendation : 

Reference  Committee  #4  recommends  that  the  report 
be  accepted  with  its  recommendations. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(2)  INTERIM  REPORT  OF  THE  AD-HOC  COMMIT- 
TEE ON  HOUSE  ACTIONS 

This  report  is  a progress  report  on  the  compilation  of 
a cross-indexed  reference  source  showing  a ten-year 
review  of  House  Actions.  A final  report  will  be 
forthcoming  at  the  next  Annual  Session.  The  Reference 
Committee  reviewed  the  manual  and  commends  the 
committee  for  its  effort.  We  agree  that  this  will  be  a 
useful  document  of  reference. 

Recommendation : 

Reference  Committee  #4  recommends  the  acceptance 
of  the  Interim  Report  of  the  Ad-Hoc  Committee  on 
House  Actions. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(31  REPORT  OF  POLICY  COMMITTEE  - ITEM  V 
REPORT  OF  DELEGATE  TO  AMERICAN 
MEDICAL  ASSOCIATION.  ANNUAL  SESSION, 
1975  - ITEM  10 


Both  these  items  referred  to  the  Health  Resources 
and  Planning  Act  of  1974  (PL  93-641)  and  specifically 
Health  Service  Areas.  It  is  noted  that  the  Secretary  of 
HEW  has  designated  three  Health  Service  Areas  for 
Nebraska  which  correspond  neither  to  the  recom- 
mendation of  the  Policy  Committee  to  have  one  Health 
Service  Area  for  the  state  or  the  recommendation  of 
the  Governor  of  the  State  of  Nebraska  to  have  six 
Health  Service  Areas. 

Considerable  discussion  was  heard  concerning  the 
implication  of  the  Health  Service  areas  and  the  role 
they  may  play  in  health  planning  and  health  services  in 
the  state. 

Recommendations: 

a)  Reference  Committee  #4  recommends  that  the 
Report  of  the  Policy  Committee,  Item  V,  be  amended  by 
substituting  the  following  statement  for  the  sentence 
beginning  with  “The  committee  makes  no  recommenda- 
tions . . "The  Nebraska  Medical  Association 

encourages  all  members  to  be  as  active  as  possible  in 
the  surveillance  of  planning  in  their  respective  areas.” 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

bl  Reference  Committee  04  considered  Item  10  of  the 
Report  of  the  Delegate  to  the  American  Medical 
Association.  Annual  Session,  1975,  authorizing  the 
Board  of  Trustees  to  use  any  action  necessary, 
including  legal  action,  to  prevent  the  implementation  of 
the  Health  Resources  and  Planning  Act  of  1974  (PL 
93-641)  and  recommends  this  action  of  the  AMA  House 
of  Delegates  be  endorsed  by  the  NMA  House  of 
Delegates. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THiS 
SECTION  OF  OUR  REPORT.  This  was  approved  by 
the  House. 

(4)  REPORT  OF  THE  POLICY  COMMITTEE  - ITEM 
VII 

REPORT  OF  DELEGATE  TO  AMERICAN 
MEDICAL  ASSOCIATION,  ANNUAL  SESSION, 
1975  - ITEM  26 

These  two  reports  concern  themselves  with  the 
requirement  that  a fiscal  note  should  accompany  any 
resolution  that  is  submitted  that  involves  an 
expenditure  of  money  over  and  above  what  is  presently 
being  budgeted. 

Recommendation : 

Reference  Committee  04  recommends  acceptance  of 
both  of  these  statements. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
bv  the  House. 

(5)  RESOLUTION  06  - ADAMS  COUNTY  - NEW 
WORKMEN'S  COMPENSATION  REPORTING 
REQUIREMENTS 

This  resolution  read  as  follows: 

WHEREAS,  new  reporting  requirements  as 
adopted  in  LB  127,  passed  in  the  1975  Legislative 
session,  include  the  following  passage:  “no  claim  for 
such  medical  treatment  shall  be  valid  and  enforceable 
unless,  within  fourteen  days  following  the  first  treat- 
ment. the  physician  giving  such  treatment  furnishes 
the  employer  and  the  court  a report  of  such  injury 
and  treatment  on  a form  prescribed  by  the  court.” 
and 
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WHEREAS,  most  medical  offices  are  constantly 
deluged  with  insurance  forms,  welfare  forms, 
Medicare  forms,  disability  forms,  ad  infinitum,  to  the 
extent  that  many  of  them  are  unavoidably 
backlogged  for  several  weeks,  and 

WHEREAS,  the  fourteen  days  time  limit  allowed 
for  the  filing  of  these  forms  for  Workmen's 
Compensation  cases  seems  arbitrary  and  unreason- 
able short; 

THEREFORE.  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  request  the  Legislature 
to  amend  this  section  of  the  law  to  a more  reasonable 
figure. 

This  resolution  is  concerned  with  new  reporting 
requirements  as  adopted  in  LB  127,  passed  in  the  1975 
Legislature,  which  require  that  a report  must  be  made 
of  treatment  within  fourteen  days  following  the  first 
treatment  on  any  Workmen’s  Compensation  injury. 

Discussion  was  held  concerning  several  portions  of 
this  law  including  that  portion  which  removes  the 
rights  of  privileged  communication  for  any  Workmen's 
Compensation  claim.  It  was  pointed  out  to  our 
Reference  Committee  that  Compensation  cases  have 
always  had  this  waiver  of  privileged  communication  and 
therefore,  the  new  law  is  no  different  than  what  we 
have  been  operating  under  in  the  past.  Therefore,  the 
committee  took  no  positive  action  in  this  direction. 

It  was  noted  bv  several  that  there  was  confusion 
concerning  the  new  reporting  Form  45  as  to  the 
manner  in  which  the  report  should  be  filled  out  and  the 
amount  of  information  to  be  submitted. 

Recommendations : 

a)  Reference  Committee  K4  recommends  the  adoption 
of  Resolution  #6,  introduced  by  the  Adams  County 
Medical  Society,  with  the  following  amendment: 

In  the  THEREFORE,  BE  IT  RESOLVED,  delete  the 
words,  "a  more  reasonable  figure"  and  insert  the 
following  statement,  "read  (within  thirty  days)."  This 
would  then  read  as  follows: 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  request  the  Legislature 
to  amend  this  section  of  the  law  to  read  (within  thirty 
days). 

b)  Reference  Committee  #4  also  recommends  because 
of  many  uncertainties  about  the  details  and  manner  of 
filing  Nebraska  Workmen's  Compensation  Court  Form 
45,  that  the  NMA,  through  its  Policy  Committee,  meet 
with  representatives  of  the  Nebraska  Workmen's 
Compensation  Court  to  draw  up  a set  of  guidelines 
concerning  Form  45  which  should  then  be  made 
available  to  all  practicing  physicians  in  the  state. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  §4 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Richard  D.  Gentry,  M.D.,  Falls  City, 
Chairman 

John  F.  Fitzgibbons,  M.D.,  Omaha 
James  G.  Carlson,  M.D.,  Verdigre 

Reference  Committee  #5 

Reference  Committee  Kb  considered  three  reports 


and  two  resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 

(1)  REPORT  OF  THE  INSURANCE  AND  PREPAY- 
MENT MEDICAL  CARE  COMMITTEE 

RESOLUTION  Kb  BUFFALO  COUNTY  - 

OPPOSITION  TO  MAXIMAL  ALLOWABLE  FEES 

BY  THIRD  PARTIES  FOR  RURAL  AND  URBAN 

PHYSICIANS 

This  report,  except  for  the  first  paragraph,  was 
accepted  as  submitted.  Your  Reference  Committee 
combined  the  first  paragraph  with  Resolution  Kb,  as 
they  covered  similar  areas.  Resolution  #5  read  as 
follows: 

WHEREAS,  Blue  Cross  — Blue  Shield,  and  other 
third  party  carriers,  have  arbitrarily  instituted  lower 
maximal  allowable  charges  for  the  same  procedure 
for  rural  physicians  than  for  urban  physicians,  and 

WHEREAS,  all  licensed  physicians  in  the  State  of 
Nebraska  have  had  similar  training  and  have 
demonstrated  similar  abilities  in  the  performance  of 
similar  medical  and  surgical  procedures,  and 

WHEREAS,  the  cost  of  establishing  and  maintain- 
ing a rural  medical  practice  is  at  least  as  much  and 
often  times  more  than  the  costs  of  maintaining  a 
similar  urban  medical  practice,  and 

WHEREAS,  there  is  a recognized  shortage  of 
physicians  in  rural  Nebraska,  partially  as  a result  of 
such  policies,  and  continuation  of  such  policies  will 
further  aggravate  the  shortage  of  physicians  in  rural 
Nebraska; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  go  on  record  as 
instructing  Blue  Cross  — Blue  Shield,  and  other  third 
party  carriers,  to  recognize  that  there  shall  be  no 
false  or  arbitrary  division  of  the  state  into  separate 
socioeconomic  areas,  and  so  establish  one  allowable 
maximal  charge  for  the  same  procedure  throughout 
the  State  of  Nebraska. 

There  was  extensive  and  heated  debate  regarding 
the  above  two  items  and  no  concensus  was  established. 
Much  testimony  was  heard  regarding  usual  and 
customary  fees  and  Medicare  and  Medicaid  fee  areas. 

Recommendation : 

Your  Reference  Committee  feels  that  Resolution  Kb 
should  be  modified  to  read  as  follows: 

WHEREAS,  Blue  Cross  — Blue  Shield,  and  other 
third  party  carriers,  have  arbitrarily  instituted  lower 
maximal  allowable  charges  for  the  same  procedure 
for  rufal  physicians  than  for  urban  physicians,  and 

WHEREAS,  all  licensed  physicians  in  the  State  of 
Nebraska  have  had  training  and  have  demonstrated 
abilities  in  the  performance  of  medical  and  surgical 
procedures,  and 

WHEREAS,  the  costs  of  establishing  and 
maintaining  a rural  medical  practice  are  similar  to 
those  in  an  urban  medical  practice,  and 

WHEREAS,  there  is  a recognized  shortage  of 
physicians  in  rural  Nebraska,  partially  as  a result  of 
such  policies,  and  continuation  of  such  policies  will 
further  aggravate  the  shortage  of  physicians  in  rural 
Nebraska; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  go  on  record  as 
recommending  that  there  shall  be  no  arbitrary 
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division  of  the  state  into  separate  socioeconomic 
areas. 

Evidently,  the  Insurance  and  Prepayment  Medical 
Care  Committee  has  addressed  itself  to  this  problem 
however  it  has  not  reached  a conclusion.  We  feel  the 
committee  should  reapproach  this  question  with  the  aim 
of  minimizing  the  arbitrary  areas  in  which  the  state  is 
presently  divided. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
seconded.  There  was  discussion  regarding  the  words, 
"minimizing  the  arbitrary  areas  in  which  the  state  is 
presently  divided."  It  was  the  concensus  of  opinion  that 
there  should  be  only  one  area,  and  the  motion  was 
made  to  amend  this  to  state  that  there  be  only  one 
socioeconomic  area.  This  was  approved  by  the  House. 

Dr.  Retelsdorf  moved  to  further  amend  this  portion 
of  the  Reference  Committee  report  by  referring  this 
resolution  to  the  Insurance  and  Prepayment  Medical 
Care  Committee  for  study  and  report  back  at  the 
1976  Annual  Session  of  the  House  of  Delegates.  This 
was  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT  AS  AMENDED.  This 
was  approved  by  the  House. 

(2)  REPORT  OF  THE  POLICY  COMMITTEE  - 
ITEMS  I,  III.  IV,  and  VI 

Recommendation : 

The  report  of  the  Policy  Committee  was  accepted  as 
presented. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(3)  REPORT  OF  DELEGATE  TO  AMERICAN 
MEDICAL  ASSOCIATION,  ANNUAL  SESSION, 
1975  - ITEMS  8,  25,  27,  and  28 

Recommendation : 

The  Reference  Committee  accepted  the  report  of  the 
Delegate  to  the  American  Medical  Association,  Annual 
Session,  1975,  except  for  Item  25. 

The  committee  felt  that  the  action  of  the  AMA 
passing  Resolution  #19  is  contrary  to  the  original  NMA 
resolution  and  that  the  delegation  be  instructed  to 
reintroduce  the  resolution  stating  the  principle  of  the 
original  Resolution  #58.  The  committee  further  feels  as 
much  effort  should  be  expended  in  opposing  NHI  as  in 
supporting  the  AMA's  own  plan  of  NHI. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

14)  RESOLUTION  #4  - LANCASTER  COUNTY  - 
INTERFERENCE  WITH  MEDICAL  PRACTICE 
This  resolution  read  as  follows: 

WHEREAS,  it  has  been  continually  emphasized  by 
members  of  the  Congress  of  the  United  States  that 
the  federal  programs  for  providing  health  care  shall 
not  interfere  with  medical  practice  or  with  patient- 
physician  relationship;  and 

WHEREAS,  Senator  Talmadge  of  the  State  of 
Georgia  on  the  floor  of  the  United  States  Senate 
has  alleged  abuses  and  excessive  payments  under  the 
Medicare  and  Medicaid  programs  to  some  physicians, 
and 

WHEREAS,  the  Senator  has  stated  that  he  will 


introduce  legislation  to  amend  the  Medicare  and 
Medicaid  programs  stipulating  that  such  medical 
specialists  such  as  anesthesiologists,  pathologists, 
radiologists,  etc.,  shall  only  be  compensated  in  the 
future  on  a basis  comparable  to  a salaried 
anesthesiologist,  pathologist,  radiologist,  etc.  for  their 
administrative  and  general  supervisory  respon- 
sibilities; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  express  its  opposition 
to  such  interference  in  the  established  medical 
practice  patterns  in  this  country  and  the  delivery  of 
medical  care  to  our  patients;  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  forward  this  resolution  to 
each  Nebraska  Senator  and  Representative  with 
the  request  that  they  make  every  effort  to  prevail 
upon  Senator  Talmadge  or  any  other  congressional 
member  to  refrain  from  introducing  such  class 
legislation  that  determines  medical  practice  arrange- 
ments, practice  responsiblities,  methods  of  remunera- 
tion and  patient-physician  relationship;  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  instruct  our  Delegates  to  the 
American  Medical  Association  to  make  every  effort 
to  combat  such  proposed  class  and  unwarranted 
legislative  activity. 

Recommendation ; 

This  resolution  was  accepted  as  presented. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5 
AS  A WHOLE  AS  AMENDED.  This  was  approved  by 
the  House. 

Respectfully  submitted, 

Robt.  C.  Weldon,  M.D.,  Nebraska  City, 
Chairman 

Earl  J.  Dean,  M.D.,  Hastings 
Maurice  M.  Steinberg,  M.D.,  Omaha 

Reference  Committee  #6 

Reference  Committee  #6  considered  three  reports 
and  one  resolution.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 

(1)  DELEGATE  TO  AMERICAN  MEDICAL  AS- 
SOCIATION - ITEMS  22,  23,  and  24 

Recommendation : 

The  Reference  Committee  considered  the  report  of 
the  Delegate  to  the  AMA,  Items  22,  23,  and  24,  and 
recommends  this  section  be  accepted  as  printed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(2)  POLICY  COMMITTEE  - ITEM  VIII 
Recommendation : 

The  Policy  Committee  report,  Item  VIII,  was 
reviewed  and  your  Reference  Committee  recommends 
the  adoption  of  this  section  of  the  Policy  Committee 
report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 


536 


Nebraska  M.  J. 


(3)  AD-HOC  STEERING  COMMITTEE  ON  PRO- 
FESSIONAL LIABILITY 

The  Reference  Committee  considered  the  report  of 
the  Ad-Hoc  Steering  Committee  on  Professional 
Liability  and  the  accompanying  synopsis  of  the 
legislative  bill  in  the  NMA  News.  A copy  of  the  8th 
draft  of  the  legislative  bill  was  presented  to  the 
committee  and  it  was  suggested  that  all  members  of 
the  House  should  have  access  to  the  latest  and  most 
recent  draft  of  the  bill  in  order  to  intelligently  express 
their  opinion  of  it.  It  was  recognized  that  following 
House  approval,  the  Steering  Committee  would 
continue  to  expedite  the  passage  of  this  bill.  The 
Reference  Committee  was  informed  that  implementa- 
tion of  the  Steering  Committee's  plans  for  presentation 
and  passage  of  this  legislation  would  require 
considerable  financial  obligation  and  personal  involve- 
ment on  the  part  of  the  members  of  the  NMA. 

Your  Reference  Committee  calls  your  attention  to  the 
last  paragraph  of  the  committee  report  which  reads  as 
follows: 

"This  is  probably  the  single  most  important  effort 
the  Association  has  undertaken  in  recent  years,  and 
the  assistance  of  the  NMA  membership  will  be 
necessary  to  accomplish  a successful  result.” 

Recommendations: 

a)  Your  Reference  Committee  recommends  the 
acceptance  of  the  report  of  the  Ad-Hoc  Steering 
Committee  on  Professional  Liability  and  also  recom- 
mends that  the  House  of  Delegates  recess  until  each 
member  of  the  House  has  been  provided  a copy  of  the 
latest  draft  of  the  legislative  bill  to  be  presented  to  the 
Legislature  and  that  each  House  member,  after  study 
of  the  bill,  respond  within  15  days  to  the  Headquarters 
Office  with  comments,  criticisms  or  acceptance. 

If  after  tabulation  of  the  responses  there  appears,  in 
the  judgment  of  the  Policy  Committee,  to  be  unresolved 
questions  regarding  the  legislative  bill,  the  President  or 
Speaker  is  instructed  to  reconvene  the  House  to 
consider  these  problems.  If,  in  the  Policy  Committee’s 
opinion,  there  are  no  unresolved  problems,  the  Steering 
Committee  should  proceed  to  initiate  introduction  of  the 
bill  to  the  Legislature. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
seconded.  A motion  was  made  by  Dr.  Wilson  to  amend 
the  first  paragraph  of  the  Reference  Committee  report 
to  state  that  the  House  of  Delegates  recess  until  each 
delegate  and  alternate  delegate  has  been  provided  a 
copy  of  the  latest  draft  of  the  legislative  bill.  This 
amendment  was  approved,  and  this  section  of  the 
Reference  Committee  report  was  approved  as  amended. 

b)  It  is  also  recommended  that  the  House  stay  in 
recess  until  the  Spring  Meeting  so  that  additional  input 
from  the  House  can  be  easily  and  promptly  obtained  by 


reconvening  the  House,  if  necessary,  during  the 
Legislative  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(4)  RESOLUTION  HI  - OMAHA  MEDICAL  - 
SPECIAL  EXECUTIVE  SESSION 
This  resolution  read  as  follows: 

RESOLVED,  that  a special  executive  session  of  the 
Nebraska  Medical  Association  House  of  Delegates 
be  called  as  soon  as  possible  to  consider  the 
proposed  bill  on  the  subject  of  professional  liability 
insurance  and  legislation. 

Recommendation : 

The  committee  considered  Resolution  HI  and 
recommends  disapproval  in  view  of  the  previous 
recommendations. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

The  Reference  Committee  commends  the  members  of 
the  Steering  Committee  and  the  sub-committees  who 
have  worked  so  long  and  diligently  on  this  problem. 

Your  Reference  Committee  wishes  to  request  that 
following  approval  of  this  report  as  a whole,  the  House 
of  Delegates  go  into  executive  session  for  purposes  of 
discussing  several  aspects  of  the  professional  liability 
program. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  H& 
AS  A WHOLE  AS  AMENDED.  This  was  approved  by 
the  House. 

Stanley  Truhlsen,  M.D.,  Omaha, 
Chairman 

R.  R.  Andersen,  M.D.,  Nehawka 

John  T.  McGreer,  III,  M.D.,  Lincoln 


The  House  of  Delegates  then  went  into  executive 
session. 

Following  adjournment  of  the  executive  session, 
there  was  some  discussion  relative  to  the  review  of 
proposals  for  National  Health  Insurance  Plans  from  the 
Ad-Hoc  Committee  on  National  Health  Insurance  which 
had  been  handed  out  to  the  delegates.  There  was 
discussion  as  to  whether  this  should  be  printed  in  the 
Journal  as  an  official  report  or  accepted  for 
informational  purposes.  The  House  approved  that  this 
be  accepted  as  a report  of  the  activities  of  the 
committee,  and  the  Chair  directed  that  this  be  referred 
to  the  Policy  Committee. 

There  being  no  further  business,  the  House  was 
recessed. 
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Osteomyelitis  in  Children:  Comparison  of 
Hematogenous  and  Secondary  Osteo- 
myelitis — R.  H.  Fitzgerald,  Jr.,  et  al 
(Mayo  Clinic,  Rochester,  MN  55901)  Can 
Med  Assoc  J 112:166-169  (Jan  25)  1975. 

A review  of  osteomyelitis  in  54  patients 
treated  over  a four-year  period  revealed 
equal  frequencies  of  secondary  and  hema- 
togenous osteomyelitis.  Although  the  clinical 
picture  in  patients  with  hematogenous 
osteomyelitis  was  classic,  patients  with 
secondary  osteomyelitis  had  an  altered 
clinical  response.  Patients  with  secondary 
osteomyelitis  have  a history  of  an  antecedent 
puncture  wound  or  an  inadequately  treated 
contiguous  focus  of  infection;  antistaphylococ- 
cal  antimicrobial  therapy  was  ineffective  for 
most  because  Gram-negative  bacilli  were 
isolated  in  this  group  of  patients.  In  contrast 
to  patients  with  hematogenous  osteomyelitis, 
who  frequently  respond  to  intensive  anti- 
microbial therapy,  those  with  secondary 
osteomyelitis  will  frequently  require  surgical 
intervention  to  eradicate  the  infection. 


Residual  or  Delayed  Lesions  From  Penetrat- 
ing Cardiac  Wounds  — P.  N.  Symbas  (69 
Butler  St  SE,  Atlanta  30303)  Chest 
66:408-410  (Oct)  1974. 

During  an  eight-year  period,  76  patients 
with  penetrating  wounds  of  the  heart  were 
treated  by  the  author.  Among  the  56 
patients  who  survived,  there  were  16 
instances  of  delayed  sequelae  in  14  patients, 
an  incidence  of  25%  . Residual  sequelae  from 
penetrating  cardiac  wounds  may  not  be 
initially  evident  or  detected  because  of  the 
urgency  when  tamponade  or  bleeding  is 
present  or  because  of  the  low  cardiac  output 
state  that  may  exist.  For  this  reason  and 
because  delayed  sequelae  such  as  cardiac 
aneurysm  may  occur,  close  observation  and 
repeat  examination  are  required  in  patients 
who  have  sustained  penetrating  wounds. 
Cardiac  catheterization  and  angiocardio- 
graphy should  be  performed  in  order  to 
define  the  type  of  lesions  and  then- 
hemodynamic  importance  before  they  are 
repaired. 


‘Tranquilizer  lollipops. 
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instruments  and  cabinet,  consulting  and  waiting 
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Nebraska  68801  Area  Code  (308)  382-8786. 


CENTRAL  NEBRASKA  COMMUNITY  has 
excellent  facilities  for  two  family  practitioners. 
New  clinic,  remodeled  and  modernized  hospital. 
Excellent  community  and  schools,  county  seat. 
Physician  in  the  community  eager  to  obtain 
additional  physicians.  If  interested,  contact  Box 
#056,  NEBRASKA  MEDICAL  JOURNAL,  1902 
First  National  Bank  Building,  Lincoln,  Nebraska 
68508. 
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WANTED  — Two  physicians  to  take  over 
general  practice  in  growing  county  seat  town.  One 
M.D.  died,  other  leaving  for  Air  Force  after  20 
years  here.  Contact:  W.  H.  Berrick,  M.D.,  Box 
787,  Madison,  Nebraska  68748. 


CLINIC  AVAILABLE  — General  practice  in 
furnished  clinic.  County  seat  town,  SW  Nebraska. 
Three  nursing  homes  in  town,  good  territory. 
Equipped  office  available  for  dentist.  Write  Box 
8,  Beaver  City,  Nebraska  68926. 


DOCTORS  - THE  NEXT  MOVE  IS  YOURS 
— Midwest  Medical,  Inc.  will  provide  you  with 
more  information  about  each  opportunity  than 
you  have  ever  imagined  possible.  For  the  first 
time  you  can  visually  preview  the  Community 
and  Medical  Facilities  of  over  80  opportunities  in 
the  Upper  Midwest,  at  ONE  location.  Saves  you 
time,  expense,  and  frustration.  For  a thorough 
appraisal  of  all  factors  involved,  please  accept  our 
invitation  to  call.  For  discreet  and  confidential 
assistance  contact  M.  A.  Cornwall,  M.D.,  MMI’S 
Medical  Director,  or  write:  Midwest  Medical, 
Inc.,  Lakeland,  Minnesota  55043,  612/436-5161. 
Locum  Tenens  opportunities  always  available. 
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PERFORMANCE 
ITS  A MATTER  OF 
RECORD. 


• an  unsurpassed  record  validated  in  several  thousand 
clinical  papers 

• rarely  interferes  with  mental  acuity 

• wide  margin  of  safety 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 


Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 


occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 to  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxideHCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 
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LIBRIUM 


chlordiazepoxide  HCI/Roche 
5 mg,  10  mg,  25  mg  capsules 


WHILE  YOU  ELIMINATE 
THE  PATHOGENS. 


FOR  THE  PAIN 

□ Early  relief  of  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

FOR  THE  PATHOGENS 

□ Effective  control  of  susceptible  pathogens 

such  as  E.  coli,  Klebsiella- Aerobacter,  Staph,  au- 


reus, Proteus  mirabilis  and,  less  frequently,  Proteus 
vulgaris. 

Appropriate  antibacterial  therapy:  Up  to  3 

days  therapy  with  Azo  Gantrisin  4 to  6 tablets  Stat., 
then  2 tablets  q.i.d.\  then  1 1 days  with  Gantrisin 
(sulfisoxazole)  may  be  considered. 


(50  mg  phenazopyridine  HCI  and  0.5  Gm  sulfisoxazole) 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows. 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  cystitis,  pyelitis 
and  pyelonephritis)  due  to  susceptible  organ- 
isms (usually  E.  coli,  Klebsiella-Aerobacter, 
Staphylococcus  aureus,  Proteus  mirabilis,  and, 
less  frequently,  Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Important  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic 
and  clinical  response  Add  aminobenzoic  acid 
to  culture  media  for  patients  already  taking  sul- 
fonamides. Increasing  frequency  of  resistant 
organisms  currently  is  a limitation  of  the  useful- 
ness of  antibacterial  agents  including  the  sul- 
fonamides. Blood  levels  should  be  measured  in 
patients  receiving  sulfonamides  for  serious 
infections,  since  there  may  be  wide  variations 
with  identical  doses;  12  to  15  mg/100  ml  is 
considered  optimal  for  serious  infections;  20  mg/ 
100  ml  should  be  the  maximum  total  sulfon- 
amide level,  as  adverse  reactions  occur  more 
frequently  above  this  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term 
and  during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HCI 
component. 


Warnings:  Safe  use  in  pregnancy  has  not  been 
established,  i eratogenicity  potential  has  not 
been  thoroughly  investigated  Deaths  from  hy- 
persensitivity reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias  have  been 
reported;  clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indica- 
tions of  serious  blood  disorders  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently 
during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  lat- 
ter, hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranu- 
locytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme 
(Stevens-Johnson  syndrome),  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia 
and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and 
stomatitis.  C.N.S.  reactions:  Headache,  periph- 


eral neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  in- 
somnia. Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E  phenomenon.  Due 
to  certain  chemical  similarities  with  some  goitro- 
gens,  diuretics  (acetazolamide  and  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity 
with  these  agents  may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infections  is  4 to  6 tablets 
initially,  then  2 tablets  four  times  daily  for  up  to 
3 days.  If  pain  persists,  causes  other  than  infec- 
tion should  be  sought.  After  relief  of  pain  has 
been  obtained,  continued  treatment  of  the  infec- 
tion with  Gantrisin  (sulfisoxazole)  may  be  con- 
sidered. 

Note:  Patients  should  be  told  that  the  orange- 
red  dye  (phenazopyridine  HCI)  will  color  the 
urine  soon  after  ingestion 

How  Supplied:  Tablets,  each  containing  0 5 Gm 
sulfisoxazole  and  50  mg  phenazopyridine  HCI 
—bottles  of  100  and  500. 
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